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the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 

A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 
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reference list, authors should follow the style of the Journal and study the illustrations set out below. Titles of 
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should be indicated (Table 1 here). Figures for reproduction in the paper must be drawn in black ink with 
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not on graph paper. One original drawing or good bromide print should be submitted together with one photo- 
copy. 

Editing Manuscripts a A for publication are subject to copy-editing and to editorial changes required 
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Proofs A proof will be sent to the senior author of an article. Corrections other than printer's errors may be 
disallowed or charged to the authors. 7 dn prepared at the same time as the Journal should be ordered for all 
authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached to con- 
ciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific b pu published by the 
Royal Society (6 Carlton House Terrace, London SWI1Y 5AG), 1974 edition. They should check the accuracy of 
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BERMUDA HOSPITALS BOARD - 
sultant Psychiatrist 


The Bermuda Hospitals’ Board requires a Consultant Psychiatrist for St. Brendan's Hospital. 

The hospital is fully accredited by the Canadian Council. on Hospital Accreditation and consists of 170 beds 
for both the mentally ill and mentally handicapped. In addition there is an active day cure programme and 
out-patient clinic. The Consultants also provide support and services to the general hospital, social services, 
child and family services, geriatric service, prison and probation services, addiction programmes and the 
atcoholism services unit. | S . (AU 

The clinical team comprises four Consultants, two Resident Doctors. two Clinical Psychologists, four Mental 
Welfare. Officers, five qualified Occupational Therapists, one Educational Therapist and a nursing establish- 
ment of 119.0f which over half are fully qualified. ER ucc NM 

Special experience would be valuable but in selecting the candidate, emphasis will be on good all round psy- 
chiatric training and experience and the ability to share with colleagues the continued development. of the 
service. 

The qualification of MRCPsych. or equivalent is essential, 

The Board will be pleased to send details of conditions of service arid an information package regarding 
living conditions, renumeration, etc. in Bermuda on receipt of a telephone or airmail request to the 
Administrator; 


St. Brendan's Hospital, 
P.O. Box 501, 

. Devonshire4 
BERMUDA WP 
Telephone 809 (29) 2-3770 





UNIVERSITY OF GARYOUNIS, 
BENGHAZI, LIBYA 





















PSYCHIATRIST— 


INDIA LECTURERS IN 
| mE PSYCHIATRY 
An experienced psychiatrist is wanted to (Arabic Speakin g) 
take clinical responsibility as a specialist oM | 
Qualifications 


for the care of psychiatric patients in a 
well equipped 250 bed private hospital in 
India. He/she will have a team of doctors 
and nurses to work with. House provided. 
Salary negotiable according to qualifica- 
tions and experience. Applications with 
Curriculum Vitae and names of two or 
three referees to be sent to: 


Requirements include MRCP (Psych), 
general medical background and several 
years teaching experience. Social Work 
experience would be an asset. 
Conditions 

This is a modern university with excellent 
facilities. Average lecturing time is 12 
hours per week; free married or single 
accomodation and air flights provided. 
Salary is negotiable dependent on 
experience anc qualifications. Initial 
contract for 1 year, but potential for long- 
term position. 


Davis Institute of Neuropsychiatry, 





Please contact urgently 
John Steeds 
Bihar, 834007, Overseas Recruitment Services | 
i 37 Golden Square, m 





India. 


London. W.1. Tel: 01-439-9481 





Rez 
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The position. 





This is a newly created post. Applicants: nubi | 5 


be able to establish links between experimental | 
psychology and psychopathology. Tasks include — 


the stimulation and co-ordination of. educational | |] E ow 


and research services in this field. Must be — 
willing to participate in organization and 
management of the Department. 


Qualifications 


“po Ph.D. with considerable experience in reseaieh.: 


with emphasis on the experimental studv of 
abnormal behaviour, and a broad orientation. in 


theoretical psvchology. List of pusncatons to be. 


submitted on request. 


Salary 
Min DEL 6,198.- max. Dfl. 8, 72. per mondi 
(Dutch Civil Servants Code). - 


- - Apply 


Appointments Commission University Chair. 
Experimental Psvchopathology, Subfaculty 
Psychology, Weesperplein 8, room 449, 

1018 XA Amsterdam, The Netherlands, 
quoting number 4154. 


For further information write to the 
Appointments Commission. 


i 
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Pi L DUC MERE i gm ee ack: acorn E pea wr A Brie pinay TOA Pu 
ner mtormation avatlable on reques 
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L. Four Marks, Alton, Hampshire G 





The Mutltidisciplinary ApproachtoPain 


The Boston Pain Unit, at Massachusetts Rehabilitation Hospital, under the direction of Gerald 

Aronoff, was created for people with intractable pain; People whose lives have been disrupted 

Co nfe re nce by pain, who are lor feel) disabled, discouraged and/or depressed: People whose lives have lost 
meaning and productivity. 

x They arrive in body braces, wheelchairs, on stretchers or with canes. Many are on heavy doses 

Mayfa Ir of such analgesic drugs as Percodan, Demerol or Morphine. Ninety per cent leave the unit four 

to six weeks later free of all drug dependency: two thirds of them are much improved and no 


longer disabled. 
H otel Dr. Aronoff, a psychiatrist and Faculty member of both Harvard and Tufts Medical Schools, 
hemis a multi-disciplinary. team at BPL with cónsultent specialists in intemal medicine, 
Lon d on VW 1 neurosurgery, orthopaedic surgery, cardiology, rheurmitology, gynaecology, psychiatry and so 
® 


Physical therapists demonstrate the differance between objective physical findings and 
D G A f subjective complaints or disability, The biofeedback programme provides skills in body and 
r s rono mind awareness. Transcuteneous nerve simulation is a diagnostic tool and offers relief of 


chronic pain. And psychological therapy prepares the patient to return to active community life. 


M h 2 4 1 98 1 learn to understand how stress and depression ara related to pain. They are helped to increase 
| a b | their determination and positive social identity. Their functional abilities are increased. 


Director To reserve a place, please send your cheque for £92 (inc. VAT) to 
Conference Organizers international Limited, 21, Lewes Road, 

die, P5 as p Haywards Heath, W. Sussex, RH17 7SP, England. Tel: 0444 50476, 
Boston Pain Unit telex: 87515, Please indicate H you would like information on hotel 


on. 
Medication is gradually reduced. Patients are taught behavioural methods of pain control. They 
accommodation. 
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The Retreat, Yor 


for Psychiatric IlInesses 








Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals The Retreat is a 250-bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. | 







Care and treatment is offered for all types of psychiatric illness on the short or long term 
in a sympathetic and friendly atmosphere. Patients suffering from neuroses, psychoses, 
alcoholism and dementia are treated by the full-time consultant psychiatrists in surround- 
ings suitable for their individual needs. Outpatient facilities are available by appointment 
with the consultant medical staff. 








The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £21.00 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 







For further details apply to The Medical Director, The Retreat, York YO1 5BN 
(Telephone 0904 412551). 
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IN THE COMMUNITY 


The Pathway to Psychiatric Care _ 
David Goldberg and Peter Huxley 
Foreword by Michael Shepherd 


Mental iliness in the Community reviews the 
existing state of knowledge concerning mental 
iliness as it presents itself in the community 
setting. At the heart of the book is Professor 
Goldberg's own recent survey of 90 general 
practitioners which contains much interesting 
data on the factors that determine a doctor's 
sensitivity to emotional disturbance and how 
the personality of doctors affects their 


awareness of disorder. 


192 pages 


Hardback | 04227674090 £8.50 


Paperback 0422767506 £4.25 





Pe ae er we ee ee € 


New from Pitman 








Current Trends in Treatment in 
Psychiatry 

Edited by T G Tennant, DM, FRCPsych. 
Medical Director, St. Andrews Hospital, 
Northampton 


Brings together a collection of papers presented 
at a conference organised specifically to provide 
consultant psychiütrists with a balanced 
statement of current trends in treatment in 
various fields of psychiatry. The main paper in 


shpallen ae ATL tm rmi BRA INTANTO SH D Poma rd eR AB NG AMARA n 


illustrate, expánd and comment upon the first. 


December 1980/258pp/Hllustrated/Cased/ISBN 
O 272 79596 8/£19.00 net 


Order now from your bookseller, or in case of 
difficulty from the publisher through Book 
Centre, Southport PR9 9YF. 


\ Pitman Medical, 39 Parker St London, WC2 
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The First Year of Life 
Selma Fraiberg | | 
Selma Fraiberg' 5 work atthe Child 
Development Project in Ann Arbor, Michigan, 
has established her as one of the world's 
leading authorities on how to read and respond 
to messages of need in those too young to 
speak for themselves. The information in this 
important new book is confined to babies from 
birth to one year of age. Dr Fraiberg and her 
colleagues present a case-by-case analysis of 
their clinical methods, including their methods 
for arriving at useful clinical assessment, for 
deriving a plan of treatment, and finally, for 
bringing about visible, measurable change. 


286 pages 
Hardback 0422776203 £7.75 


W lavi STOCK 





UNIVERSITY OF BRISTOL 
DEPARTMENTS OF MENTAL HEALTH AND 
EXTRA-MURAL STUDIES 


PSYCHOTHERAPY 
WORKSHOP 
10th-15th May, 1981 


This workshop is intended for 
psychologists, psychiatrists, social 
workers, and general practitioners who 
have a few years' experience of 
psychotherapy and possibly (but not 
necessarily) some training. 

£135.50 resident membership. 


Further particulars and application forms 
from: The Assistant Director, 
Department. of Extra-Mural Studies 
(PW3), University of Bristol, 32 
Tyndall's Park Road, Bristol BS8 1HR. 
(Tel: Bristol 24161 ext. 196) 
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| Psychiatry, Genetics and Pathography: A Tribute to Eliot Slater 
Edited by Martin Roth and Valerie Cowie pc 
l6cmx24 cm Pp225 £10.00 1979 Hardback only 


ISBN 0902241052 . 
A score or so of people—colleagues, pupils and friends have got together in this enjoyable book 
to pay tribute. Several essays draw attention to his other accomplishments of which few people 
are aware—his mathematics, his poetry, his Shakespearean criticism, his studies of Robert 
Schumann and other German composers and his paintíng . . . | 7 
| | | mil << The Lancet 
. Daniel McNaughton: His Trial and the Aftermath 
Edited by Donald J. West and Alexander Walk xi ue denis 
 16cmx24 cm Pp185 £8.00 hardback ISBN 0902241 03 6 
1977 £5.00 softback ISBN 090224101 X 
. This is an extremely useful book to anyone interested in forensic psychiatry and as all doctors 
have some interest in the assessment of criminal responsibility, it is of general value . . . 
New Zealand Medical Journal 
This collection of essays, some original, others discursive, all worth reading, is both fruitful and 
`- sobering. | 





Times Literary Supplement 

Psychiatric Illness and Mental Handicap 

Edited by F. E. James and R. P. Snaith 

19 cmx24 cm Pp 160 £5.00 1979 ISBN 0 902241 04 4 | 

Medicine will always have a lot to say about the mentally handicapped and the only hope would 

seem to be that the eclectic medical approach should be resuscitated. This book starts to do just 

that and should be read by all doctors and associated workers interested in this field. 

Australian and New Zealand 
Journal of Psychiatry 


Prices include postage and packing : 
Please order from 


E" Headley Brothers Ltd, —— 
Edi Ashford, Kent TN24 8HH, England 
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The Priory Hospital 
Roehampton London S.W.15. 
COMPREHENSIVE PSYCHIATRIC CARE 


The Priory is a private hospital offering the highest standards of treatment 
for emergency, acute and general psychiatric patients. It is the largest, longest- 
established private psychiatric hospital in the Greater London Area. 


Medical Staff include 4 full-time An emergency 24-hour consultation 
Consultant Psychiatrists, 2 Senior and out-patient service i$. provided 
Registrars and 6 Visiting Consultants. and patients can usually be admitted 
Other Consultants are welcome to to the Hospital without delay. 


continue to treat their own patients, 
during and after their in-patient stay. 


Patients with alcoholism and drink-related problems can also be 
treated at Galsworthy House, which is nearby, overlooking Richmond 
Park, The Programme consists of an intensive four week residential 
course, followed by out-patient care tailored to suit individual needs. 


The professional staff includes physicians, 
therapists and qualified counsellors, and has 
the support of The Priory's psychiatric staff 
and facilities. An essential contribution to 
rehabilitation is made by “recovered 

E alcoholics. | 
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| Xlsbiétes Mellitus 





D. G. WILKINSON 


Diabetes mellitus (DM, diabetes) is a metabolic 
syndrome which is usually characterized by a per- 
manent absolute or relative lack of the pancreatic 
hormone insulin (Labhart, 1974), Between 2 per cent 
and 6 per cent of the general population suffer from 


|. the condition (Malins, 1974) which is heterogeneous in 


aetiology and in clinical manifestation. Fortunately 
much is known now about the aetiology, patho- 
physiology, treatment and organic complications of 
diabetes (Sonksen and West, 1978), and more atten- 
tion is being paid to the effects of the illness upon the 
diabetic’s social, domestic, and working life (Knibbs 
and Jackson, 1975). Nevertheless little consideration is 
given still to behavioural aspects of the management 
of DM (Watts, 1979), especially when the affected 
patient has a concurrent psychiatric disorder or intel- 
lectual deficit. 

Since authors tend to neglect the psychiatric aspects 
of diabetes mellitus, this review of the relevant 
English language literature aims to provide a guide to 
current knowledge about the subject, and to promote 
an interest in and awareness of this field of enquiry. 
~ However, the topic is ill-defined, so, for ease, the 
material here is divided into three sections; psych- 
iatric factors in the aetiology and control of DM, 
intellectual function and brain damaged in SIADPHS. 
and diabetes in psychiatric patients. 

- Before proceding further it might be important to 
bear the following methodological issues in mind. 
First, the literature on the relationship between dia- 
betes mellitus and. psychiatric illness is small. Second, 
most of the work which is cited below refers to and 
originates from North America. Both of these factors 
tend to limit the extent to which general conclusions 
can be drawn about British diabetics since, for ex- 
ample, it is well known that cultural factors influence 
both the style of psychiatric practice and the manage- 
ment of diabetes. Third, recent knowledge from 
genetics and immunology suggests that a broader 
classification of DM is necessary (see Table I). In one 
system there are at least six aetiological tvpes of 
diabetes (Keen and Jarrett, 1978). But many authors 


have not recognized these different types in the patients 
they have reported upon; therefore some of their 
findings are likely to be suspect because they are based 
on the faulty assumption that the population under 
study is uniform with respect to diabetes. Finally, 
investigators frequently use terms such as 'emotional 
stress' without giving an operational definition of the 
meaning which the term is intended to convey to the 
reader. If ‘stress’, and the effect it has on diabetics, is 
central to the author's argument, then such im- 
precision diminishes the value of the contribution and 
is a hinderance to progress. 


Psychiatric Factors in Aetiology and 
Control 


Thomas Willis (1684) wrote thus of DM, “Sadness, 
or long sorrow, as likewise convulsions, and other 
depressions and disorders of the animal spirits are used 
to generate or foment this morbid disposition", Later, 
Maudsley (1899) observed that "Diabetes is some- 
times caused in. man by mental anxiety". Similar 
speculative views are held even by more recent 
authors (Menninger; 1935; Dunbar, 1943). The fact is 
that no studies have been designed to test the hypo- 
thesis that psychiatric factors play a direct part in the 
causation of diabetes mellitus. 

Hinkle and Wolf (1952a) examined the case records 
of over 50 (the precise number is not given in their 
article) poorly selected diabetics and they concluded 
that DM seemed to present after a period of stress 
characterized. by various types of loss—such as 
bereavement, or the loss of a treasured possession. 
Although their conclusion is not supported by more 
rigorous evidence, it is shared by others (Slawson et al, 
1963) Indeed: Stein and Charles (1971) reported 
significantly more parental absence and ‘disturbance’ 
in the families of teenage diabetics than in those of a 
matched control group of non-diabetic but clinically ill 
adolescents. Interestingly, 77 per cent of the 38 
diabetics and 19 per cent of the controls had lost a 
parent before the onset of DM. These authors then put 
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TABLE I 
A classification of diabetes mellitus 
(Adapted from Keen and Jarret, 1978) 


A. Idiopathic Diabetes 
i Insulin dependent e.g. juvenile onset—-usually 
treated by insulin and diet. 
ii Non-insulin dependent e.g. maturity onset— 
usually treated by oral hypoglycaemic drugs and 
diet. 


B. Gestational Diabetes 
Diabetes first recognized during pregnancy and 
remitting thereafter. 


C. Impairments of Glucose Tolerance 
A group which is composed of individuals whose 
impaired glucose tolerance is an accompaniment 
of ageing, obesity or of certain treatments e.g. 
perhaps phenothiazines. 


D. Latent Abnormality of Glucose Tolerance 
Previous A or C but the current oral glucose 
tolerance test is normal. 


E. Potential Diabetes 
The current oral glucose tolerance test is normal 
but there is an increased risk of subsequent A or 
C, possibly for genetic reasons. 


F. Diabetes Mellitus Associated with known Conditions 
and Symiromes 
e.g. Cushing's syndrome. 





forward the view, albeit retrospective, that such acute 
psychological stress could ‘cause’ diabetes in pre- 
disposed individuals. However the doubtful reli- 
ability and validity of the experimental designs and the 
methods of case selection render the results of both 
studies of little worth. Nonetheless, Treuting (1962) in 
his selective review of similar evidence also stated that 
DM first appeared during times of what he names 
chronic emotional conflict. 

. The general theme is that acute or chronic emo- 
tional ‘stress’ is somehow a cause of diabetes mellitus. 
This loose idea has become, quite rightly, the object for 
scepticism; yet the notion is still integral in a refined 
formulation to the psychosomatic approach in 
medicine (Lipowski, 1976). The current direction for 
investigations in this area is towards the development 
of a methodology to study the effect that 'stressful life 
events’ have upon patients’ psychophysiological 
functioning, and on the onset, course and outcome of 
disease states in affected groups of individuals. This 
approach is open to criticism, but it might prove to be 
more productive than its precursor. Unfortunately 
where diabetes is concerned there may be difficulty in 


deciding whether or not potential stressful ‘events’ 
(for example divorce or the loss of a job) precede the 
‘illness’ (for example the development of impotence or 
the loss of vision), or vice versa. And in the only 
large-scale prospective study available to us, Cobb and 
Rose (1973) reported that North American air traffic 
controllers did not show an increased tendency to 
develop DM over a two-year period when they were 
compared to a matched group of men who were 
employed in tasks which did not require such rapid 
decision-making and high responsibility, Altogether, 
there is a lack of evidence to support the belief that 
psychiatric factors, acting directly, cause diabetes 
mellitus. 

Before passing on to the role of psychiatric factors in 
the control of diabetes it might prove worthwhile to 
consider briefly what has been written about the 
diabetic personality. Among the characteristics said to 
be typical of diabetic patients are, weakness, irrit- 
ability, frequent mood swings—especially depression, 
hypochondriasis, indecision, emotional reserve, poor 
self-reliance, vagueness about emotional feelings, 
suspicion of social relationships, problems in sexual 
identity, and alterations in behaviour ranging between 
overdemanding dependency and explosive rebellion 
(Menninger, 1935; Dunbar, 1943; Hinkle, 1956). 
Clearly there are two striking features about such 
observations. The reports are anecdotal and they do 
not help to distinguish between diabetic and non- 
diabetic personalities in any way. 

In the classic and influential work Psychosomatic 
Diagnosis, Dunbar (1943) described findings which she 
obtained from interviews with about 90 diabetics in 
hospital. There she stated that the (alleged) ‘diabetic 
personality’ could antedate the illness, predispose to 
the illness, and be exaggerated by the illness. Now- 
adays the scientific enquirer can only reject these well- 
intentioned but panoramic speculations. 

Later studies used projective (Swift et a/, 1967) a 
more importantly, objective techniques of personality 
assessment in DM, notably the Minnesota Multiphasic 
Personality Inventory (Kubany et al, 1956; Murawski 
et al, 1970; Koch and Molnar, 1974). Again there was 
a failure to define a consistent personality profile in 
diabetics. It seems that further studies in this area are 
at present unlikely to bear fruitful results. 

The control of the established metabolic disorder in 
diabetes mellitus is greatly dependent upon patients’ 
adherence to treatment advice—through the regu- 
lation of diet and exercise, compliance with the drug 
regime and the appropriate monitoring of urinary 
glucose excretion. Since it is generally accepted that 
the satisfactory metabolic control of DM mitigates 
and may help in the prevention of the acute and the 
chronic complications of diabetes (Malins, 1968; 


.. maiveté to criticism. 
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Sonksen and West, 1978) it is important for clinicians . 


to be aware of the ways in which a patient's mal 


adaptive behaviour can influence diabetic control : 


adversely. 


For example, physicians are familiar with tho [- 
patients, often adolescent women, who have re- . 
current attacks of diabetic ketoacidosis (DKA) © 





(Rosen and Lidz, 1949; Stearns, 1959). It is insuffi- 
ciently realized that most of the recurrences are self- 
induced by the patient. In fact the deliberate omission 
of insulin is one of the commonest single causes of 
DKA (Beigelman, 1971) and in one series it accounted 
for one quarter of all episodes (Cohen et al, 1960). Not 
surprisingly the management of recurrent DKA can 
give difficulties. An early psychiatric assessment of the 
patient in question may help establish the thera- 
peutic approach which fits the given circumstances 
best. Also, when appropriate, it can be useful to in- 


» -= Nolve the family members in social case work. 


-Baker and Barcai (1970) claimed to have identified a 
"small sub-group of female juveniles with ‘super-labile’ 
. diabetes. In these patients, emotional arousal (the 
meaning of the term was not made clear) led easily to 
recurrent episodes of DKA, through the mediation of 
an augmented ketone response to their endogenous 
catecholamine. Beta adrenergic blocking drugs were 
found to inhibit the process and they may prove to be 
an acceptable treatment for the disorder. 

Another approach which was discussed above uses 
‘life events" methodology (Rahe er al, 1964) to test the 
hypothesis that life events exert an influence upon the 
course and control of diabetes. Hinkle and Wolf 
(1952a; 1952b) were the first to try to show, by de- 
tailed investigation in a clinical laboratory, that in 
diabetics certain 'stressful life situations' could give 
rise to metabolic changes such as hypo- or hyper- 
glycaemia, and ketoacidosis. However, the authors did 
not describe in detail the sorts of situations which 
might give rise to these biochemical effects. Some 
examples were, a stormy meeting of the board of 
directors, the discussion of erotic fantasies with the 
investigators, and situations of ‘overwhelming fear or 
anger’, It is easy now to subject Hinkie and Wolf's 


-= Recently, along similar lines, Grant and his 
colleagues (1974) and Bradley (1979) developed ways 
of scoring 'total' life events, which they then com- 
pared to ratings of diabetic control. The former study 
produced a statistically insignificant result. But the 
latter showed that as the number of life events rose, so 
did the incidence of glycosuria, changes in the pat- 
ient's prescription and the frequency of clinic atten- 
dances. The results of such studies provoke scepticism. 
For the methods are open to bias, the results seem 
self-evident or lack heuristic value and the potential 


Intellectual Function and 

: Brain Damage 

ow intelligence or. cognitive deficits due to brain 
damage are both likely to impair a diabetic’s ability to 
manage his condition successfully. Fortunately 
diabetics, as a group, probably lie within the range of 
average intelligence for the general population (Kub- 
any et al, 1956). Yet this contention is by no means 
certain, because large scale controlled and matched- 
population studies of appropriate diabetic sub-groups 
have not been conducted so far. Nevertheless, clinical 
experience reveals that individual patients can acquire 
brain damage as.a consequence of diabetes or the 
treatment thereof, and hypoglycaemia, in particular, 
has received much attention in that connection. Of 
course there are other mechanisms by which an 
impairment of cerebral function might arise in 
diabetics and they too willbe mentioned. Below is 
apparent that in the future greater thought needs to 
be given to the pathogenesis of brain damage in DM 
in case prevention is possible. 

There have been few reports about brain damage 
occurring in diabetic children. Robinson (1970) has 
reviewed the evidence from large-scale clinical 
investigations that foetal brain development may be 
retarded in some infants born to diabetic mothers. 
Minor neuropsychological deficits and developmental 
delays, unrelated to complications at delivery, can be 
detected in such infants up to four years of age. 
Because their mothers excreted excess acetone in the 
urine, when compared to the mothers of the un- 
affected children, workers speculated that the affected 
children's foetal cerebral development might have 
been subjected to a decreased supply of maternal 
amino acids. Anyhow Farquhar (1969), in Edinburgh, 
has estimated that as many as about one fifth of all 
children born to diabetic mothers subsequently 
develop DM. Therefore the findings would be more 
worrying if the reliability and validity of psychometric 
developmental assessments at an early age were 
regarded as established knowledge. 

When children who became diabetic before they 
reached five years of age were tested at ten years of 
age, they achieved statistically significant lower Binet 
IQ scores than healthy sibling controls (Ack et al, 
1961). There were no significant differences between 
the two groups when diabetes was first diagnosed after 
the age of five years. Hypoglycaemia or the effects of a 
chronic illness upon early intellectual development 
were held to account for the results. However, only 
38 pairs of subjects were used in the study and poor 
selection and matching criteria were applied to them. 
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In addition the controls were potentially diabetic by 
virtue of their family history. 

Where adults are concerned there is one notable 
investigation. Bale (1973) found that 17 out of 100 
diabetics (mean age 47 years, age range 20-66 years) 
who had been insulin-dependent for at least fifteen 
years, but no matched controls, scored in the brain- 
damaged range on the Walton Black new word 
learning test—a well known psychological verbal 
memory test for general cortical damage. The low test 
scores were related, with statistical significance, to 
the severity of past episodes of hypoglycaemic coma; 
but not to the patient's age nor to the duration of 
diabetes, nor to the presence of obvious cerebro- 
vascular disease. 

Fifteen of the 17 ‘brain damaged’ patients had the 
Wechsler Adult Intelligence Scale test administered to 
them. Their mean full scale IQ score was 96.7 points, 
in the normal range. Apparently only one patient had a 
significant difference between his verbal and per- 
formance sub-test scores, although more patients 
might have been expected to have such a discrepancy 
if cerebral organic changes had taken place. But 
perhaps the sub-tests were not sensitive enough to 
detect the undoubted cognitive impairments which 
may be caused by hypoglycaemia. 

Indeed experimental neuropathological studies have 
shown that hypoglycaemia can cause lesions in the 
brain similar to those which are caused by hypoxic 
insults. Microscopic lesions can be found in the cere- 
bral cortex, and the hippocampi are nearly always 
involved in a ‘typical hypoxic necrosis’ (Brierley, 
1976). Against this, however, it needs to be said that 
most neuropathological reports arise from obser- 
vations of the effects of induced hypoglycaemia in 
primates, or in humans who have died from hypo- 
glycaemic coma, and not from patients who have had 
minor hypoglycaemic attacks. Lastly, it is worth 
noting that the possible neurotoxic effects of a persist- 
ently high blood glucose, or of recurrent episodes of 
diabetic ketoacidosis (Kety et a/, 1948) need inquiry. 

Post-mortem examinations have shown that in the 
age range 30—70 years, nearly twice as many diabetics 
as non-diabetics have moderate or severe cerebral 
atherosclerosis (Grunnet, 1963), severity related to the 
presence of a raised serum cholesterol in life. Also 
specific proliferative lesions of small intraparenchymal 
cerebral vessels have been found to be twenty-five 
times commoner in diabetics than in controls (Alex et 
al, 1962). These lesions may account in part for the 
increased incidence of cerebral infarction in diabetes. 
What remains uncertain is the extent to which such 
cerebrovascular lesions contribute towards the mani- 
festations of cerebral functional impairment in the 
different types of DM. For that purpose further and 


more refined observations, with particular attention to 
selection criteria, need to be made in the future. 

A specific diabetic encephalopathy has been claimed 
in three insulin-dependent diabetics (Reske-Nielsen 
and Lundbaek, 1963): diffuse degeneration of the 
ganglion cells and the nerve fibres of the cerebrum, 
brain-stem, and cerebellum; and focal calcinosis of the 
basal ganglia and the cerebellum. The three patients 
had other diabetic complications, and each of them 
died in the fourth decade. The authors suggested that 
vascular and metabolic disturbances—hypoglycaemia 
and cellular anoxia—might have accounted for the 
pathological findings. 

Finally recent laboratory work indicates that in- 
creased blood viscosity (Barnes ef al, 1977) and ab- 
normal cerebral vessel reactivity (Dandona et al, 1978) 
may interfere with the regulation of cerebral blood 
flow in diabetics. These abnormalities are likely to be 
of importance to the elucidation of the patho- 
physiology of brain damage in DM. Certainly they 
may be responsible for fluctuations in the patient's 
mental state. 


Diabetes Mellitus and 
Psychiatric Disorder 

Maudsley (1899) wrote that "Diabetes is a disease 
which often shows itself in families in which insanity 
prevails: whether one disease predisposes in any way 
to the other or not, or whether they are independent 
outcomes of a common neurosis, they are certainly 
found to run side by side, or alternately with one 
another more often than can be accounted for by 
accidental coincidence or sequence". And a similar 
opinion is current even today (Lancet, 1979). In due 
course critical techniques involving the use of case 
registers or measurement of HLA antigens may be 
applied with profit to the issue. 

Little is known about the epidemiology of diabetes 
in psychiatric patient populations, or of the incidence 
of psychiatric illness in diabetic populations (Ives, 
1963; Clayer and Dumbrill, 1967; Swift et al, 1967; 
Simonds, 1977). Certainly there is a high prevalence of 
DM in patients on long-stay mental hospital wards 
(Clayer and Dumbrill, 1967; Waitzkin, 1966a and b). 
Since the majority have maturity onset non-insulin 
dependent diabetes, the finding might be explained by 
their advanced age, obesity, or a family history of 
diabetes. There have not been any satisfactory studies 
with matched control groups. 

Whether the coincidence of diabetes and severe 
mental disorder is more than might be expected by 
chance or not, the two types of disturbance are 
sufficiently common to raise management problems in 
clinical practice. For example, not much has been 
written to suggest that DM has an adverse effect upon 
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. the course and management of schizophrenia (Dynes, - 
1969). However, phenothiazines are known to havea - - 


complex hyperglycaemic effect (Charatan and Bartlett, 
1955). Thonnard-Neuman (1968) found that one 


quarter of his group of several hundred female — 
= hospital patients developed hyperglycaemia and 


glycosuria when treated with more than 100 mg of 
chlorpromazine per day for one year. In a quarter of 
those so affected the condition remitted following 
reduction in the dose, or withdrawal of the drug. The 
reduced glucose tolerance was commoner in obese 
patients aged over fifty years who had a family history 
of DM. 

In contradiction, Schwarz and Munoz (1968) dis- 
covered only 27 diabetics in a series of 850 consecutive 
psychiatric admissions. Five of them were not known 
to have diabetes before hospitalization and all five 
developed the illness after starting phenothiazines. 


_ But again age, obesity and family history were also 


predisposing factors. Importantly, the authors noted 
that the phenothiazines made little difference to 
diabetic control for the 22 established diabetics. Sadly, 
however, neither the duration of the study nor details 
about type of diabetes were made available to the 
reader. 

Is there a relationship between diabetes and affective 
disorder? Van der Velde and Gordon (1969) looked at 
glucose tolerance and the response to lithium in 50 
manic-depressives. Spontaneous fluctuations in 
glucose tolerance were not correlated significantly 
with mood swings. In a separate experiment on ten of 
the patients, glucose tolerance was improved during 
eight weeks lithium treatment. It is not possible to 
extract much from such data, because the selection 
criteria for the subjects were not revealed in the 
publication. And as more than half of the patients aged 
over 40 years had an abnormal response to an oral 
glucose tolerance test and because there were no 
controls, there is a suggestion of bias in the study 
population. Therefore the findings gave scant support 
to the grand conclusion that diabetes might be a late 
complication of manic-depressive psychosis. 

On the subject of lithium, Johnston (1977) and 
Craig et al (1977) warned that lithium sometimes 
seemed to precipitate the onset of maturity onset DM 
and Shopsin et al (1972) found diminished glucose 
tolerance after its acute administration. Their findings 
support the idea that such changes in carbohydrate 
metabolism are perhaps due to a physiological effect of 
the ion. But these reports await confirmation from 
observations on larger numbers of patients. 

Some anecdotal accounts imply that depression, 
anxiety and rapid swings of mood are common in 
diabetics, though so far there has not been a systematic 
description of any relationship between diabetes and 


lation. This was espec 


B neurosis. Certain unexpected links between DM and 
‘some rare conditions have been reported. From 


training centres in Yorkshire, Jeremiah et a/ (1973) 


_Feported that there was a greater prevalence of DM in 
Down's syndrome patients than in the general popu- 


cially true for children under 
fourteen years, and it was suggested that one of the 
features of Down's syndrome might be an underlying 
defect in carbohydrate metabolism. Nielsen (1 969) 
found a higher frequency of diabetic glucose tolerance 
curves in Klinefelter's syndrome, when compared to 
the general population. Further studies of glucose 
metabolism in patients with defined chromosome 
abnormalities. might help increase our knowledge 
about the genetics of DM. 

People who suffer from Huntington's chorea, 
which is transmitted by a dominant gene, may be at 
increased risk of developing diabetes. Podolsky (1972) 
reported that six out of his ten choreics (mean age 
48.5 years) had an unusual form of DM which was 
characterized by marked hyperglycaemia, resistance to 
ketosis, but absence of glycosuria. It could be specu- 
lated that there is a genetic link between Huntington's 
chorea and glucose intolerance. However the possi- 
bility exists that the *unusual' diabetes is related to the 
known occurrence of hypothalamic lesions in Hunt- 
ington's chorea. | 

Difficulties in clinical management can arise when 
diabetes coexists with anorexia nervosa (Fairburn and 
Steel, 1980). This association may be commoner than 
has been recognized up to now, but the question of the 
nature of the relationship has not received an ex- 
planation. 

Some additional clinical problems face the psych- 
latrist, if he does liaison work. Two states, hypo- 
glycaemia and sexual dysfunction will be considered 
below, but recurrent DKA has already been discussed. 

There is already a large literature concerned with 
the aetiology, pathophysiology and neuropathology of 
hypoglycaemia (Marks and Rose, 1965; Leggett and 
Farazza, 1978; Brierley, 1976). And there are good 
clinical descriptions of the acute, the subacute and the 
chronic hypoglycaemic syndromes (Lishman, 1978). 
However only acute hypoglycaemia is common in 
diabetics. The typical symptoms and signs of the con- 
dition are shown in Table II. Characteristically the 
patient lacks insight for his changed behaviour but his 
level of consciousness is unimpaired until relatively - 
late. vw 
The clinical presentation of hypoglycaemia varies 
from patient to patient. Most likely the individual 
mental state depends upon the rate of production, and 
the depth, of hypoglycaemia; as well as upon the 
functional integrity of the patient's autonomic, central 
nervous and cardiovascular systems. Curiously it is 
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| TABLE H 
Signs and symptoms of hypoglycaemia 


Tremor Irritability and Altered consciousness 
negativism 

Sweating Psychomotor Perseveration 
retardation 

Tachycardia Poor task Confusional state 
performance 

Weakness Anxiety Neurological signs—e.g. 

mimicking a ‘stroke’ 
Malaise Panic Convulsions 


Somnolence Depersonalization Coma 


Hunger 


not clear how low blood glucose produces symptoms. 
It may be that the shortage of a glucose-derived 
metabolite, rather than of an energy source, is crucial 
for cerebral metabolism to procede normally. In any 
case, at worst, each of the hypoglycaemic syndromes 
can result in brain damage (see above). 

Textbooks of medicine list numerous other causes 
of spontaneous hypoglycaemia. Some of these are of 
relevance to psychiatry. Chiefly they are hypogly- 
caemia as a consequence of the use of alcohol; 
insulinomas—functioning pancreatic islet-cell tum- 
ours; and factitious hypoglycaemia. Drug-induced 
hypoglycaemia, especially with the monoamine 
oxidase inhibitor class of antidepressants, occurs 
occasionally too. 

The acute ingestion of ethanol superimposed upon 
an inadequate diet can precipitate acute hypogly- 
caemia. Two effects of alcohol are responsible for this, 
the inhibition of gluconeogenesis and the depletion of 
liver glycogen stores. But even in healthy people 
alcohol can precipitate hypoglycaemia after a 48 to 72 
hour fast. The alcoholic may be at an increased risk 
because his glucose intake is low and if he has liver 
cirrhosis then his glycogen store is small. Incidentally, 
sometimes the alcohol withdrawal syndrome is 
characterized by a hypoglycaemic state. 

A danger attends the use of parenteral glucose 
solutions in alcoholic patients. Often such people 
subsist on a diet which is disproportionately high in 
carbohydrate (alcohol is metabolized almost entirely 
as acetate in a carbohydrate metabolic pathway), and 
low in thiamine. Their reserves of such B vitamins may 
be further depleted by persistent vomiting or diarr- 
hoea. The administration of intravenous glucose can 
lead to the rapid consumption of the remaining stock 


of thiamine and therefore to the precipitation of 
Wernicke's syndrome. For this reason it is good 
practice to prescribe B vitamins for alcoholic patients 
who require parenteral glucose, even if the disorder 
under treatment is not primarily due to vitamin 
deficiency, for example, in delirium tremens. 
Approximately 90 per cent of functioning pan- 
creatic islet cell tumours are benign adenomas, the rest 
malignant with metastatic potential, The majority of 
affected patients are aged between thirty and sixty 
years of age, and symptoms develop insidiously with 
periodic hypoglycaemic attacks becoming more 
severe and frequent, particularly so in malignant 
cases where there may be a rapid progression of the 
disease. Hypoglycaemic symptoms are commonest in 
the morning, before breakfast, or during the longest 
daily fast-—in the late afternoon if lunch was omitted. 
The pattern of symptoms is usually repetitive for a 
given patient, but there is a wide variation in present- 
ing symptomatology from person to person. 
Immunoassay of serum insulin, performed in con- 
junction with fasting blood glucose level, is useful in 
establishing a diagnosis of insulinoma. Although the 
diagnosis may be confirmed by the finding of an ele- 
vated fasting serum insulin level, a ‘normal’ level does 
not rule it out. Thereafter early surgical excision is 
indicated for resectable lesions but chemotherapeutic 
agents can give palliation when surgery is not possible. 
Factitious hypoglycaemia occurs as a result of the 
surreptitious but deliberate administration of insulin 
or an oral hypoglycaemic drug by the patient to her- 
self. Such behaviour usually follows acute or 
chronic emotional distress, and most commonly 
occurs in nurses and insulin-dependent female 
diabetics, because of ease of access to insulin. 
Factitious hypoglycaemia needs to be suspected in 
patients who present with unexplained hypoglycaemia 
or hyperinsulinism. However the definitive laboratory 
diagnosis can be made by the simultaneous demon- 
stration of low blood glucose, a high immunoreactive 
serum insulin and suppressed C peptide immuno- 
reactivity (Scarlett et al, 1977; Stellon and Townell, 
1979), p iiy 
No review of the psychiatric aspects of DM would 
be complete without some mention of sexual dys- 
function in diabetics. In males, Kolodny ef al (1974) 
found by the unreliable interview and case-note 
method that 49 per cent of a random sample of 175 
adult diabetic clinic attenders (mean age 49.3 years; 
age range 18-80-i- years) were impotent, two per cent 
of the patients were said to suffer from premature 
ejaculation and one per cent from retrograde ejacu- 
lation. These authors showed that the chances of 
becoming impotent increase with age but not with the 
type of treatment, or with the duration of diabetes. 


. - They studied nocturnal erections in 30 diabetics ¢ 
—. age 33. 5 years, age range 23-50 years) who 
— . plained of impotence and in 11 healthy voluntee 
Twelve of the patients were receiving insulin. Penile — 





Recently, however, Hosking et al (1979) prov 
evidence which suggests that the prevalence of org 
. impotence among diabetics has been over -estim 


circumference was measured by a penile strain gauge 


. and an external oculogram was recorded simul- 


taneously to identify periods of rapid-eye-movement 
sleep. Only six of the diabetics had a maximum in- 
crease in penile circumference of under 15 mm. All 
but one of the healthy subjects showed increases above 
this value, as did the rest of the patients. Of the six 
diabetics, five complained of total impotence and had 
features of autonomic neuropathy, the other man 
complained of partial impotence which was thought to 
be due to psychological factors. 

- Further evidence along these lines is needed before 


d ^ reaching the conclusion that ‘psychogenic’ impotence 


is common in diabetics. But there is little doubt that 
organic impotence in DM is linked to the presence of 
autonomic neuropathy (Ellenberg, 1971) rather than to 
endocrine abnormality since androgenic function is 
found to be normal in impotent diabetics (Faerman et 
al, 1972). 

What is less well known is that female diabetics may 
also suffer from sexual dysfunction. Though there is 
slight evidence for this assertion. Kolodny (197 1) 
interviewed a series of hospital inpatients and found 
that 35 per cent of 125 diabetics of all types (mean age 
32.6 years, age range 18-42 years), and six per cent of a 
matched control group, complained. of complete 
anorgasmia in the previous year. Four of the an- 
orgasmic diabetics and six controls had never 
achieved orgasm. The history of orgasmic dysfunction 
was correlated positively with the duration of dia- 
betes but not with age, the type of treatment received 
by the patient, or to presence of specific complications 
of diabetes. Such findings await confirmation by a 
more. sophisticated trial design. Only women who 
admitted to ‘genital activity’ were eligible for this 
study, the interview method was of low reliability and 
inadequate information was given about the patients 
and their need for hospital treatment. The likely 
causes of such sexual dysfunction in diabetic women 
remain unknown. 


Discussion 


Although there are many general psychiatric aspects 
to diabetes mellitus, it is clear that the interface bet- 
ween the two subjects has been neglected as an area for 
inquiry. This is a puzzle since diabetes is so common 
in the population and the diagnosis has major impli- 
cations for the patient's functioning in physical, 
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hological and social terms. Certainly the evidence 
he literature which is presented here permits of 
firm conclusions. But a range of problems are 
-brought to attention and they are in principle soluble. 

` Much of the work which is cited above can be 


criticized on the grounds of imprecision in experi- 
mental design. And methodological sophistication is 


likely to be the key.to progress. In this context the 
recent interest in the effects that ‘life events’ have upon 
physical and mental illness is welcome (Birley and 
Connolly, 1976), as is the recognition that there is a 
distinction to be made between objective illness and 
‘reported’ illness. For example, diabetic ketoacidosis 
is an illness state. However recurrent episodes of DKA 
often are the result of irresponsible behaviour—the. 
failure of the patient to comply with the prescribed 
treatment regime. Such problems invites psychiatric 
intervention. In the movement to link psychiatry more 
closely to general medicine, diabetes mellitus may well 
serve as a useful model for cooperation between liaison 
psychiatrists and physicians. 
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Reality Orientation and Dementia: A Controlled 
Trial of Two Approaches | 


I. G. HANLEY, R. J. McGUIRE and W. D. BOYD © 


Summary: Classroom Reality Orientation was investigated with a sample of 
dements drawn from a psychogeriatric hospital and an old people's home. Treat- 
ment effects were examined on a range of cognitive and behavioural measures, 
and compared with the effects of a specific behaviourally directed orientation 
training in the ward. Class RO improved cognitive functioning but not behaviour, 
irrespective of degree of dementia. Highly significant behavioural change was 
demonstrated for ward behaviour orientation training and this technique is not 
only cheaper but has potential in managing dements. 


The Reality Orientation Training Programme run 
by the Veterans Administration in the United States 
defines reality orientation (RO) as a basic technique 
used in the rehabilitation of persons having memory 
loss, episodes of confusion and time-place-person 
disorientation (Drummond ef al, 1978). The technique 
which has two forms, namely twenty-four hour RO and 
classroom RO, is suggested as appropriate for the 
rehabilitation and management of all persons with 
such impairments regardless of age, diagnosis or 
aetiology of illness. Indeed RO is extensively applied in 
care settings for the elderly throughout most of the 
United States (Scarborough, 1979) and its popularity 
seems to be rising in Britain. 

Few attempts have been made, however, to evaluate 
RO empirically. Studies to date have shown a ten- 
dency to employ small samples, or subjects of unspeci- 
fied diagnosis, and examine only class RO which was 
originally intended to be a supplementary procedure 
to twenty-four hour RO (Drummond et al, 1978). 

Class RO has been found effective in modifying 
some aspects of verbal orientation in psychogeriatric 
hospital patients (Harris and Ivory, 1976; Citrin and 
Dixon, 1977). Woods (1979) working with a sample of 
residents from a home for the elderly mentally infirm 
found, in addition, evidence of improvement in other 
areas of cognitive functioning. None of these studies, 
however, have demonstrated behavioural effects, 
although Brook et a/ (1975) have shown change on a 
brief behaviour rating scale for moderately but not 
gravely demented patients. 

Class RO is an intensive cognitive retraining 
organized for small groups for about half an hour 
daily. Information is actively rehearsed under the 
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supervision of a therapist. Twenty-four hour RO on 
the other hand involves active on-ward reorientation 
of the patient by all staff on all occasions that they 
interact with the patient during the activities of daily 
living and at other times. Twenty-four hour pro- 
cedures therefore have a strong behavioural as well as 
cognitive component, The staff use all contacts to 
remind the patient of details of time, place and person, 
correct confused behaviour, develop positive ex- 
pectations of the patient and allow time for his res- 
ponses and reinforce them, and provide aids such as 
clocks, calendars and signposts. 

Given the growing concern with senile dementia, 
(Lishman, 1977) and interest in the possible role of 
psychological management procedures, (Miller, 1977), 
the present study examines RO procedures with a 
sizeable sample of dements drawn from the two care 
settings previously studied, namely à psychogeriatric 
hospital and an old people's home. The procedures 
examined are (i) class RO and (ii) direct orientation 
training to the spatial arrangement of the ward 
environment; both cognitively and behaviourally 
directed and an analogue of the pogran ENDORE 
hour RO approach. 

The aims of this study were: 

(1) to replicate with a large sample of senile 
dements the finding that class RO produces 
improvement in verbal orientation and cog- 
nitive functioning; 
to determine if residential location, hospital or 
home, affects outcome; 
to determine if degree of dementia is a variable 
which influences the outcome of class treat- 
ment; 


(2) 
(3) 











(4) to test if either class RO or direct orient: 
training to the ward environment can pro 
other changes in behaviour, so far large i 
documented in RO research. | 


Method 
Subjects 


Subjects were selected. from ‘two adjacent and ! 


similar wards of a long-stay psychogeriatric unit and 
two sections of a Part IV Old People's Home run by 


the Social Services Department. The characteristics of 


the study population are shown in Table I. 

All subjects had a score characteristic of mild-grave 
dementia on the Koskela Test (Ferm, 1975), a com- 
posite test measuring orientation, concentration, 
memory and paired associate learning. ° 

Attrition was remarkably small. Fifty-seven of the 
original 58 subjects remained after six months, one 
being transferred. No patients refused treatment but 
- some data was lost through assessment refusal. 


Treatment procedures 


(i) Class RO: A specially equipped classroom area was 
established in both the hospital and the home. The use 
ofa magnetic RO board enabled patients to participate 
in actively placing the information on the board during 
classes. Active participation by patients has been 
shown by Brook etal (1975) to be a variable important 
in outcome. 

Written information could also be presented by the 
therapist using dry-wipe marker pens. Other classroom 


TABLE I 
Details of study population 














Hospital Home 

Number 41 16 
Mean age 79 81. 
Sex (M+F) 4iF 12F 4M 
Diagnosis: | 

Senile dementia 35 4. 

Arteriosclerotic dementia or 

Cerebral arteriosclerosis 4 5 
Alcoholrelated dementia “2 — 

Korsakoff -— 1 

No diagnosis a 6 
Dementia: 

Mild 1% 2075 

Moderate 215 557^ 

Grave 66% 25 7o 
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p pment included clocks, calendars, maps and 
. Both classrooms had large windows over- 
g garden areas enabling direct access to in- 

ation on weather, season, etc. 
Classes consisted of three to six patients or resitenis 
et for haif hour sessions under the direction of 
f? employed and trained specifically for 


E that purpose. Bot were trained in class RO by the 


senior author who in turn had been trained at the 
Reality Orientation ¿training program, Tuscaloosa, 
Alabama. Therapist training involved observation of a 
class RO video (Hodge, 1979), tape slide presentations 
from an. RO training. kit (American Hospital Asso- 
ciation, 1976), discussion, handouts, role-playing and 
supervised sessions with patients. 

Class sessions were run according to the basic 
criteria established by the originators and reported in 
Drummond ef a] (1978). Emphasis was placed on ©. 
rehearsal of basic and advanced orientation infor- 
mation in a relaxed social atmosphere. 


(ii) Ward orientation training: Taken individually 
patients were:asked to locate the different areas on a 
route running from the sitting room-bedroom-bed- 
bathroom-frort door-dining room-kitchen. All areas 
lay off a long ward corridor and none was signposted. 
Training in correct responses involved first giving a 
prearranged clue and then directly showing the patient 
the location in question, together with a suitable verbal 
description, e.g., 'this is the dining room, it is the last 
door on the right’. The route was completed twice on 
each training session. 


Measures of change 


Tests and ratings were chosen primarily to assess 
dementia-related impairments and in particular verbal 
orientation on which RO places consomapie 
emphasis. 


Tests chosen were: i 


1. Koskela Test (Ferm, (978) ETE memory, 
concentration and paired-associate learning. The 
comprehension subtest was- deleted. This test was 
used on pretest to assess degree of dementia on a ten 
point scale. Later readministration allowed it also to 
be used as a measure of change. Both admin- 
istrations were blind. 

2. Orientation Test-—a 25-item orientation question- 
naire was constructed. A novel feature was the 
inclusion of quality points on some items to credit 
various degrees of appropriateness in otherwise 
incorrect answers, As well as a total score separate 
scores could b obtained for time, place and person 
orientation. This: test was administered by a 
specially trained rater in four parts to avoid patient 
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fatigue. It was hoped that this test would provide a 
more sensitive measure of change in verbal orient- 
ation than the shorter schedules already available. 
Deering: an attempt was made to make its admin- 
istration blind, this was only partly successful. 


3. Geriatric Rating Scale (Plutchick et al, 1970)—a 
` derivative of the Stockton geriatric rating scale was 
used to rate changes in patient behaviour. Factor 
analysis by Smith and Barker (1972), revealed the 
importance of three factors, withdrawal/apathy, 
antisocial disruptive behaviour and deficits in 
activities of daily living, and scores on these three 
factors were derived in addition to total score. The 
ratings were conducted by care staff on each of the 
units concerned. Inter-rater reliability for total score 
on a sample of 15 ratings by each of two raters was 
0.83. Ratings were not completely blind as all care 
staff had some knowledge of which patients 
attended Class RO. 


Design and Results 


Two experiments were carried out. Experiment 1 
addressed the first three aims of the study and Experi- 
ment 2 the fourth aim. 


Experiment 1 

On each of the two hospital wards and two resi- 
dential home sections subjects were randomly allo- 
cated to experimental and control groups balanced for 
age, sex and degree of dementia. Experimental sub- 
jects (n — 28) received class RO four times weekly for 
12 weeks. Control subjects (n — 29) received no treat- 
ment. All subjects were assessed before and after 
treatment. 

One-way analysis of variance of initial scores on the 
thirteen measurement variables yielded no significant 
differences on any, suggesting that the groups initially 
did not differ. A two-way analysis of covariance for 
treatment and location was carried out on the change 
scores for each variable over the twelve week period, 
Degree of dementia served as the covariate. The 
significance level of the changes are summarized in 
Table Il. Significant changes in total score and the 
orientation subtest of the Koskela revealed a main 
effect in favour of RO treatment. An interaction effect 
for the time score of the orientation test revealed that 
the treatment group in the residential home changed 
more on this variable than the hospital treatment 
group. All other changes were non-significant, bar a 
main. location effect on concentration. Degree of 
dementia did not emerge as significant on any variable. 

‘These results indicate that class RO is effective in 
producing some measure of improvement in the verbal 
orientation of demented patients. In particular, sub- 





Taste H 
The significance of treatment and location effects on change 
scores 
Treatment Location 
T) (L) TxL 
Koskela test: 
Orientation |. 3.916 0.000 0.495 
(P «0.05) (NS) (NS) 
Memory 0.351 1.983 0.089 
(NS) (NS) (NS) 
Paired 0.678 1.288 0.252 
Associates | (NS) (NS) (NS) 
Concentration 0.242 . 8.287 0.183 
(NS) (P «0.005) (NS) 
Total 5.425 2.313 0.166 
(P «0.05) (NS) (NS) 
Geriatric scale: 
Wth./Apathy 0.000 0.146 0.043 
(NS) (NS) (NS) 
Antisoc./ 0.373 0.198 1.082 
Disrupt. (NS) (NS) (NS) 
Daily living 0.028 0.045 0.012 
(NS) (NS) (NS) 
Total 1.237 0.417 0.001 
(NS) (NS) (NS) 
Orientation test: 
Time 0.260 0.345 8.477 
Orientation (NS) (NS) (P «0.006) 
Place 0.708 0.685 2.919 
Orientation (NS) (NS) (NS) 
Person 0.073 0.11 0.045 
Orientation (NS) (NS) (NS) 
Total 0.839 0.518 1.628 
(NS) (NS) (NS) 


F values for main and interaction effects. 


jects located in a residential home responded most 
favourably to treatment. Degree of dementia does not, 
however, appear to be a significant determinant of 
change. No significant change on any behavioural 
variable was noted. 


Experiment 2 


With no changes in behaviour evident in the first 
experiment on cognitively directed class RO the 
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FiG 1.— Change in mean Verbal Orientation (VO) and 
Ward Orientation (WO) after Classroom Orientation (CO) 
and Ward Training (WT). 


effectiveness of specific, behaviourally directed, 
orientation training in the ward environment was 
tested on fifteen hospital patients who displayed 
severe spatial disorientation to the ward environment. 
These patients were divided into three groups of five 
balanced for sex and degree of dementia. One group 
received twelve weeks of four times weekly class RO, 
another received twelve weeks of class RO together 
with four sessions of ward training on each of weeks 4, 
5, and 7 and the third group received no treatment. 
Levels of verbal orientation and behavioural ward 
orientation were measured before and after treatment. 
Verbal orientation was measured on the twenty-five 
item orientation test and ward orientation by a 
procedure whereby patients were asked to locate a 
number of pre-arranged ward locations in fixed order. 

The Mann-Whitney test for independent samples 
Showed ward training to be effective in improving 
level of ward orientation (P 0.03). The data is 
graphed in Fig 1. No significant change in verbal 
orientation was demonstrated for any of the three 
groups. 


Discussion 

This study joins those of Harris and Ivory (1976), 
Citrin and Dixon (1977) and Woods (1979) in demon- 
strating that class RO can produce improvements in 
verbal orientation. The results show that demented 
patients are capable of benefitting from class RO. The 
changes in orientation are modest, however, and de- 
tected only on the short orientation questionnaire. 
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ggests that change was only produced in 
vto the more basic orientation items. Unlike 


far from encouraging.  - 
Like Harris and: dvory (1976), Citrin and Dixon 
(1977) and Woods (1979) no changes were evident on 


the behaviour rating scale. This was no surprise as 


class RO was designed asa supplementary procedure to 
twenty-four hour RO and it is the latter which is 
indicated as the means of producing behavioural as 


opposed to cognitive change. Some confusion has 


been evident in the literature on this point. Although 
the provision of orientation information is a feature of 
both class and twenty-four hour RO the inference 
should. not be made that RO assumes behaviour 
change to be dependent on cognitive change. Rather, in 

twenty-four hour RO, orientation information pro- 
vided by staff serves mainly to cue behaviour which the 
staff actively seek to prompt and encourage. This is 
done while routine activities of daily living are being 


performed in the fashion described by Drummond et 


al (1978). 
The effectiveness of the ward training analogue of 


twenty-four hour RO in improving ward orientation 


behaviour is quite dramatic and overshadows the 
relatively minor improvements in verbal orientation 
obtained with class RO. Although the possibility of an 
interaction between ward training and class RO can- 
not be ruled out a more probable interpretation of this 
result is that behaviourally directed procedures, such 
as twenty-four hour RO, may indeed have the poten- 
tial to effect behaviour change. Evidence that be- 
haviour disabilities can be successfully treated in the 
mentally impaired elderly has already been presented 
by Brody et al (1971), who also employed highly 
specific retraining strategies, which, in common with 
the twenty-four hour RO approach and its ward 
training analogue. described in this study, rely on 
repeated practise of specific behaviours in their natural 
context under condition of staff encouragement. 

The cost effectiveness of RO is of obvious import- 
ance. Whereas class RO requires special equipment 
and a considerable amount of staff time especially 
devoted to it, twenty-four hour RO is practised on a 
ward-wide basis by all staff during their routine con- 
tacts with patients. As class RO does not seem to 
produce obvious. behaviour change its clinical signi- 
ficance is debatable and future efforts might best be 
directed at attempting to determine if twenty-four 
hour RO can do better. 

Class RO cannot, however, be fairly evaluated 


we demonstrated no broader ranging cog- 
anges in memory learning and concentration. . 
ering the time and effort expended in first. 
E ing the therapist to a high level of functioning: 
ne E N a “and then providing the class RO itself, these results are, © 
for Ward Orientation — 
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solely on its record as an agent of change. The positive 
attitudes and communication skills modelled in 
class RO, together with the obvious way class activi- 
- ties are enjoyed by patients, serve to influence the way 
other staff relate to patients. Indeed it might be 
speculated that the existence of an ongoing class RO 
programme may be an important variable deter- 
mining the success of attempts to introduce the 
broader twenty-four hour RO approach. 
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The Reliability and Valid 








y Assessment Scales in the 


3 Handicapped 


A. H.W. PME, B. R. BALLINGER and A. $. PRESLY 


Summary: The Clifton Assessment Schedule and the: ‘Shortened Stockton 
Rating Scale were administered to 38 elderly, mentally handicapped patients. 
Inter-rater reliability was high and the CAS was found to be a useful measure of 
cognitive ability. The tests measure different features of patients, but both 
correlated significantly with estimated levels of independence. 


Both the Clifton Assessment Schedule (CAS) and 


—. the Shortened Stockton Rating Scale (SSRS) have 


been shown to be reliable and valid in elderly in- 
dividuals as measures of cognitive and behavioural 
function respectively (Pattie and Gilleard, 1975; 
Gilleard and Pattie, 1977), and in discriminating 
between individuals with different outcomes in groups 
of acute patients (Pattie and Gilleard, 1978). 

Elderly individuals make up a relatively low but 
increasing proportion of the population of a mental 
subnormality hospital and show some differences from 
the elderly in psychiatric hospitals (Ballinger, 1978). 
However, there is the possibility of their general 
residential care alongside other elderly people 
(Ballinger, 1979). It would, therefore, be useful to 
assess them in the same way as other old people, and 
we have therefore tested with them the reliability and 
validity of the Clifton and Stockton schedules. 


Method 


All the patients in a female ward and the male 
patients in three male wards over the age of 60 years 
were included in the study. They were all given the 
CAS by two psychiatrists, each giving the test altern- 
ately and completing the ratings independently. Two 
ward nursing staff independently completed the SSRS 
for each patient. Product moment correlations were 
calculated. 

Information collected from the case records included 
significant physical disability (epilepsy, spasticity, 
inability to walk or blindness) and a note of the IQ 
if available or if not the relevant ICD diagnosis, 
Consultants responsible for the patients completed a 
rating beforehand of the type of care they felt their 
patients would require if available: 1. discharge to 


." social work care; 2. perhaps social work care; 





3. care in ospiti i care staff only; 4. care in hospital 
more by care than nursing staff (latter visiting only); 
5. care in hospital provided only by nurses. 


| Results 


The CAS and the SSRS were completed for 27 
female patients (mean age 69 years, range 60-82 years) 
and 11 male patients (mean age 69 years, range 60-80 
years). Independent consultant ratings were available 
on all patients. 

The mean values for these ratings and various 
correlations are given in Table I. There was good 
inter-rater reliability. 

There was no association between the presence of 
significant disability and consultant rating, CAS or 
SSRS analysed using x? or the Fisher Exact Test. 
But the association between the CAS and the IQ 
ranges (borderline, mild, moderate, severe and 
profound mental retardation) for the whole group was 
statistically significant (y? == 18.07, P = <.001). 

The CAS scores correlated significantly in men and 
in women with the independent consultant rating, and 
for the whole group with the IQ ranges. This suggests 
that it is a useful measure of cognitive ability and the - 
estimated level of independence of these mentally | 
handicapped patients. The SSRS correlated signi- 
ficantly with the consultant rating for women only, 
and this anomaly requires further investigation. The 
lack of relationship between the presence of disability 
and the various measures used could well be due to the 
fact that ‘disability’ was too broad, LÀ a very 
wide variety of handicaps. 
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TABLE Í 
Mean ratings on the two tests 











SSRS CAS Consultant Rating ; “Correlation. . Correlation 
x | (Mean) (Mean) (CR) (Mean) CR and CAS CR and SSRS 
—.. Femae(N-22  —— 11.8 60 — 3.7 —0.42 0.665 

M i (range 1.5-23.5) (range 0-25) (range 1-5) {P < .05) (P «.01) 
. Male(N = 11) | 9.9. 6.6 mE —0.803 0.05 

: (range 2.5-15.5) (range 0-20) (range 1-5) (P < .01) (NS) 
| Correlation between raters 0.58 0.99 

ia qe CM (P «.0D (P «.01) 
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Psychiatric Morbidit: : 





y in Elderly Surgical Patients 


H. R. MILLAR 


Summary: One hundred patients aged 65 and over were psychiatrically 
assessed before and in the first week after elective surgery. Thirteen were 
psychiatrically ill before operation and 21 developed post-operative illness. 
Post-operative confusional states (14 patients) were associated with physical 
complications but not with environmental or pre-operative psychiatric variables. 
Affective disorders either improved. following successful surgery (5 patients) 
persisted or developed after operation in association with continuing physical 


illness (6 patients). 


There are several reasons why psychiatric symptoms 
. are important following surgery. They can be the first 
sign of physical complications, disturbed behaviour 
can interfere with management and delay. recovery, 
and, even if physical progress is uncomplicated, a 
psychiatric illness itself may need treatment. There is 
no convincing evidence of the existence of a distinct 
“post-operative psychosis’ (Morse, 1976; Knox, 1961). 
Any psychiatric illness can present at this time. 
Estimates of incidence depend on which illnesses are 
studied and on how cases are identified, Knox (1961) 
calculated from a 5 year review of records that one 
patient in 1,600 having surgery required psychiatric 
admission. Studies of surgical patients not referred to 
psychiatrists give a much higher incidence. Titchener 
et al (1956) found that 15 per cent of 200 surgical 
patients developed a psychosis after admission to 
hospital. Heller et a/ (1970) found a 33 per cent 
_ incidence or organic brain syndromes after open heart 


i: Surgery, but these patients are at greater risk than 
|. general surgical patients (Morse, 1976). The elderly 
- ^. are also a high risk group (Knox, 1961; Morse, 1976; 


Layne and Yudofsky, 1977). In Dundee, in the 5 years 
from 1974 to 1978, only 14 patients aged over 65 years 
were referred to psychiatrists after operation. It is 
likely that these are a small proportion of the total 
with psychiatric illness. 

This study was designed to evaluate systematically 
the psychiatric morbidity in a group of elderly 
general surgical] patients. 


Patients and Methods 


The patients were a consecutive series from a 48-bed 
general surgical unit in Ninewells Hospital. It was 


Rs. staffed by three consultant surgeons. Patients aged 65 


and over having elective surgery were included. 


Patients were interviewed before surgery using a 
standardized psychiatric interview (Goldberg er. al, 
1970). As this does not evaluate intellectual functions, 
a standard cognitive test was added (Qureshi and 


-Hodkinson, 1974). 


Details about the patients’ post-operative con- 
dition were obtained in the following ways. Nurses 
were asked, with written guidelines, to record any 
evidence of psychiatric abnormality in the ‘cardex’. 
The author read the ‘cardex’ daily and interviewed the 
nurse in charge. The patients were interviewed on the 
second and fourth post-operative days, using the cog- 
nitive test and including questions about mood, pain, 
sleep and general progress. If psychiatric illness was 
suspected, and if the physical state of the patients per- 
mitted, there were additional interviews. By the 
seventh day the majority were able to co-operate in a 
repeat of the standardized interview and the cognitive 
test. 

Patients were given one of three diagnoses— 
affective, intellectual impairment or 'mixed' (signi- 
ficant affective and intellectual abnormalities). 

No special physical investigations were performed 
for the purpose of this study, but information about 
the physical state and management of patients was 
obtained from their records, Operations were classi- 
fied into major (e.g. bowel resection), intermediate 
(e.g. hernia repair) and minor (e.g. toe amputation) 
according to the Office of Population Censuses and 
Surveys Classification (1969). 


Results 
Of 101 patients approached, only one refused to be 
interviewed. Of the 100 patients studied, 49 were men 
and 51 were women. The age range was 65 to 88 years 
(mean 73 years). The psychiatric diagnoses are shown 
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in Table I. Two patients had a pre-operative affective 
illness and post-operative intellectual impairment and 
are included in both these groups. 


Diagnosis 

Pre-operative intellectual impairment: These in- 
cluded a patient with a short history of disorientation, 
clouding of consciousness and poor short-term 


TABLE I 
Psychiatric diagnoses 


Diagnosis Number 
istics a Sen a Sea PA tl ee ee 
Pre-operative 

Affective 8 

Intellectual impairment s 

Total 13 
Post-operative 

Affective 3 

Intellectual impairment 14 

‘Mixed’ 4 

Total 21 
All psychiatric diagnoses 34 (32 patients) 
No psychiatric diagnosis 68 patients 


NNNM Anni neeaaea 


memory; a hypertensive patient with mild memory 
impairment dating from a stroke seven years pre- 
viously; and three patients with global intellectual 
impairment—probably dementia. 

Pre-operative affective illness: These were eight mild 
illnesses with depressed mood, anxiety, poor concen- 
tration, sleep disturbance, headaches, excessive con- 
cern about physical health and fears of hospital or 
surgery. In one case such fears seriously delayed an 
operation for obstructive jaundice. With regard to 
to their affective state, five of these improved after 
operation, two with continuing severe physical illness 
were unchanged, and one became more severely 
depressed prior to his death from carcinomatosis on 
the fifteenth post-operative day. 

Post-operative affective illness: These were three 
mild depressive illnesses with poor concentration, poor 
sleep and lack of spontaneity in addition to depressed 
mood. One became depressed prior to a diagnosis of 
an abscess at the operation site and improved mentally 
once this was treated. The others had continuing 
malignant disease which had not been amenable to 
curative surgery. 

Post-operative intellectual impairment: Fourteen 
patients had some degree of clouding of consciousness 
with disorientation. Other features included poor 
memory and concentration, impaired grasp, mis- 
identification of people, perseveration, visual illusions 


Taste H 
Factors associated with psychiatry morbidity 


Psychiatric No psychiatric Significance xê. 
iliness illness 1 degree of 
freedom 
No. of patients No. of patients 
o a a te 
Age 80 4- 9 5 
P «0.025 
65-79 23 63 PU 
Operation Major 19 23 
P «0.05 
Other 13 45 
Surgical diagnosis 
Malignant or biliary tract disease 22 29 | 
! P «0.05 
Other 10 39 . 
Number of drugs after operation 
5 or more 25 33 
P «0.025 
4 or less 7 34 
No information 0 ] 
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Physical complications 








Factors associated with pos 





No. of patients — 


One or more E | 11 
| None | f 3 
Analgesic a patient—no data) 

-Morphine or Diamorphine 14 
Other or None : 0 
LY, Infusion | Yes | ]2 
Qo No 2 
Catheter . Yes 11 
No 3 
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and visual hallucinations. Nine were quietly confused 
and five caused management difficulties through 
disturbed behaviour. This included hitting out at 
nurses, verbal abuse and pulling-out drips. All these 
states started between the first and the fourth post- 
operative days. Ten resolved within four days. Two 
deteriorated into coma and. died. Two were still 
intellectually impaired at the end of the first post- 
operative week. 

Post-operative ‘mixed’ illness: Following surgery the 
intellectual performance of four patients became 
impaired. This was associated with retardation, apathy 


oc anda depressed. appearance, The relation between 


E mood change and intellectual function was difficult to 


: p = clarify further. There was still significant mental 
oe abnormality at the end of the first post-operative week. 


Sas Factors associated with psychiatric illness 


All patients with psychiatric illness: Psychiatric 
illness was significantly associated with age over 80, 
major operations, malignant or biliary tract disease, 
and the prescription of at least five drugs after oper- 
ation (Table II). 

Post-operative intellectual impairment: Eleven of the 
14 patients in this group had abnormal electrolytes 
and urea, cardiovascular problems, respiratory 
disease or wound infection. These were significantly 


P more common in these patients than in those without 
>. psychiatric illness (Table ILD. In one case the intel- 
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Wellectual impairment 







No psychiatric 


illness Significance yê. 
ee 1 degree of 
No. of patients freedom 





6 


TIC P «0.025. 
42. 

32 | 

| P «0.001 
35 

34. 

P «0.05 

34 

17 
d P «0.001 
51 





lectual impairment was the first sign of pneumonia and 
in six others it is likely that mental changes were the 
first indication of physical complications. There were 
also significant associations with morphine or dianior- 
phine analgesia, the use of intravenous infusions and 
the insertion of urinary catheters. 

No significant association was demonstrated with 
previous psychiatric history; family psychiatric 
history; higher ratings on the pre-operative standard- 
ized interview; impaired intellectual performance 
before surgery; more than 12 hours spent in the 
theatre recovery room or intensive care unit; a history 
of physical illness other than the surgical conditions; 
pre-operative cigarette, alcohol or psychotropic 
drug consumption. 

Mixed post-operative illness: These patients all had 
abnormalities of blood urea or electrolytes, one hàd a 
pneumonia and ileus and another had urinary re- 
tention and cardiac problems, In three, mental 
changes were an early sign of complications. 


Discussion 

The study has provided data on the incidence and 
aetiology of two broad categories of psychiatric 
conditions appearing in conjunction with surgery. 

With the exception of a few patients who have signi- 
ficant disturbance of both mood and intellect, one can 
generally distinguish affective conditions from those 
where there is intellectual impairment. Each of these 
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broad categories can be further divided into those 
identifiable before surgery and those which emerge in 
the post-operative period. 

The incidence of psychiatric disorder was con- 
siderable: almost one third of patients had significant 
abnormality. Further, each of the four groups of 
disorders mentioned above appeared to have a 
separate set of aetiological considerations. 

Affective illness identified in the pre-operative 
period appeared to bear some relationship to concern 
about the impending surgery. Some of the patients 
admitted this fact and most improved rapidly after the 
operation. The post-operative affective disorders 
appeared to have more connection with the illness than 
with the operation. These patients had, in general, 
severe physical illness, and those with malignancy had 
some knowledge of the seriousness of their condition. 

It is valuable to carry out a pre-operative intellectual 
assessment in order to exclude those with a pre- 
existing chronic organic reaction from those with an 
acute reaction supervening on surgery. An analysis of 
some of the factors relating to this latter group 
suggests that the chief aetiological considerations are 
organic factors at the time of operation or in the post- 
operative period. There was no evidence that the other 
variables that were studied (personal or family history 
of psychiatric disorder) played a part. This conflicts 
with the opinions of Abram and Gill (1961), Morse 
(1976) and Layne and Yudofsky (1977). The failure to 
find mild pre-operative cognitive impairment in this 
group also conflicts with Kimball's (1972) opinion 
that this was a further predisposing factor. Yet another 
factor, diminished or abnormal sensory input, pro- 
posed by Wilson (1972), did not appear significant in 
this study. Patients who spent more than twelve hours 
in windowless units (theatre recovery room, intensive 
care unit) were not more frequent in the cognitively 
impaired group. The organic factors which were 
identified, on the basis of a significant excess in the 
pathological group, comprised abnormal electrolytes 
and urea, and the effect of intravenous infusions, 
urinary catheters and narcotic analgesics. 

In conclusion, the present study lends strong en- 
couragement to further research into the precise way 
in which organic factors at the time of operation or 
soon after affect the cognitive state. 
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Depression in Children . 





mitted to Hospital for 


Orthopaedic ?rocedures 


JAVAD H. KASHANI, RANDY VENZKE and EDWARD A. MILLAR 


Summary: One hundred children between the ages of 7 and 12 admitted to a 
hospital for orthopaedic procedures were studied to determine the frequency of 
depression, according to the DSM III diagnostic criteria for major depressive 
disorder. Of the total sample, 23 showed evidence of depression. Loss of interest 
or pleasure was the most frequent symptom. Significantly more parents of these 
depressed children were themselves found to have adjustment or emotional 
problems. The authors emphasize the importance of paying special attention to 
this high risk group of child patients because of their propensity to depression 


and other emotional disorders. 


With advancing medical technology the life 
expectancy of all types of patients, particularly 
children with congenital or acquired defects, has 
dramatically improved. Hence, the number of 
physically handicapped individuals is rapidly in- 
creasing, Few statistics regarding incidence are avail- 
able, but it has been estimated that the number of 
children under twenty-one years of age in the United 
States with chronic, disabling disorders is approxi- 
mately 1,000,000 (Shirley, 1963). Pless and Roghmann 
(1971) in reviewing three different independent studies 
—the Isle of Wight (Rutter et al, 1970), the National 
Survey (Douglas, 1964) and the Rochester Child 
Health Survey (Roghmann and Haggerty, 1970)— 
concluded that about 10 per cent of all children will be 
afflicted with a chronic illness by the age of 15, and 
that in up to one-third of those afflicted the chronic 
illness may result in secondary social and psycho- 
logical maladjustment. Such maladjustment is perhaps 
not surprising when considering that over one-third of 
all physical disabilities are irreversible, and that 50 per 


. cent are moderate to severe in degree (Roghmann, 


1971). 

Chess and Hassibi (1978) divided psychiatric dis- 
orders of the physically handicapped children into 
two major categories, The first group of children 
exhibited both a physical defect and a primary psych- 
iatric disorder which arose independently, while 
children in the second category exhibited behavioural 
pathology which was of a reactive nature. Such be- 
haviour problems in the latter group may be a re- 
flection of stress on the child who is unable to meet the 
routine demands of daily living because of his physical 


^ limitations, or they may be a response to inappro- 
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priate handling by parents, school, etc. during the 
illness. Chess and Hassibi also stressed that demoral- 
ization, self-denigration, denial and/or depression 
may be found in pre-adolescents in reaction to their 
physical handicaps. 

In recent years, depression in children has become 
an increasingly important area of investigation 
(Cytryn, 1979; McKnew er al, 1979; Kashani et al, 
1981). The theme of the Fourth Congress of the Union 
of European Pedopsychiatrists was ‘depressive state in 
childhood and adolescence'. During this Congress, it 
was concluded that depressive states account for an 
important and relatively large share of mental dis- 
orders in children and adolescents (Annell, 1972). This 
was in contrast with some of the psychoanalytical 
literature. (Rie, 1966) which stated that classical 
depressive disorder does not occur in children because 
of the absence of a well-internalized super-ego before 
adolescence. In 1975, the National Institute of Mental 
Health held a conference on ‘Depression in Child- 
hood' which attempted to confront the issue of 
childhood depression more objectively (Schulter- 
brandt and Raskin, 1977). 

Gradually, albeit slowly, the recognition of child- 


hood affective disorders as a distinct clinical entity 


came to be recognized. Nevertheless, studies in this 
area remain scanty, and a plethora of unanswered 
questions remain to be tackled. There is a particular 
dearth of data addressing the issue of depression 
among specific populations potentially more prone to 
depression, e.g. those with physical handicaps. The 
prevalence of depression among the physically handi- 
capped, às well as the potential of physical defects to 
influence this prevalence, form the basis of this study. 
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Minde et ai (1972) conducted an intensive study on 
41 physically handicapped children between the ages 
of 5 and 9 who were attending kindergarten and first 
grade at the MacKay Center in Montreal. They re- 
ported a depressive episode in 16 of the children. 
Twenty of the 41 children were mentally retarded and 
some of them did not even realize that they had 
physical handicaps. Because these children did not 
perceive their physical handicaps as a problem, it 
would be difficult to document the possible asso- 
ciation between being physically handicapped and 
developing depression. 

In the present study, depression is defined as a 
syndrome (Malmquist, 1971) with several clinical 
manifestations, rather than a symptom or a short 
period of sadness. Interviews of both parent and child 
were used to elicit symptoms of depression in the child 
in this non-psychiatric population. In addition, other 
sources of information (e.g. staff and medical records) 
were used either to establish or refute the diagnosis of 
depression. Also of crucíal importance is the fact that 
rigorous criteria, based on Diagnostic and Statistical 
Manual of Mental Disorders (DSM-III), by Spitzer et 
al, 1979, were utilized to document the existence of 
depression. Children with known brain damage or 
mental retardation were excluded from this study. 


Method 


Four hundred and fifty-nine children and young 
people, aged 21 and under, were admitted to a surgical 
hospital over an eight-month period (75 readmissions 
were not included). These youngsters were handi- 
capped with musculoskeletal disorders; those with 
predominant involvement of the brain, such as 
cerebral palsy, were excluded. The purpose of hospital- 
ization was to perform a planned orthopaedic pro- 
cedure, e.g. brace training, physical therapy or other 
form of rehabilitation, as well as surgical intervention. 

Of this total, 146 were between the ages of 7 and 12 
years. Nine were not included because of parental 
refusal to participate in the project and 37 were not 
studied for several reasons, including inability of the 
child to communicate, and severe to moderate mental 
retardation. Thus the final sample contained 100 
children. The term handicapped, as defined by Rutter 
et al, 1970 (p 351), was used here to mean ‘a disability 
causing considerable interference with the ability to 
lead a normal life’. 

Before interviews were carried out, the purpose of 
the study was discussed with each child's parent(s), and 
the permission of both parent(s) and child was ob- 
tained. Two hundred semi-structured interviews were 
conducted in order to obtain information about these 
children. There were two interviews for each child, one 
with the parent(s) alone, and one with the child alone. 


Medical records of all these patients were reviewed for 
additional information. Prior to study, a reliability test 
based on the diagnosis of depression in children was 
performed with another investigator, from which an 
inter-rater agreement of 93 per cent was obtained 
(agreement in 14 of 15 cases). The diagnosis of de- 
pression was based on DSM-III criteria for major 
depressive disorder which included dysphoric mood, 
sadness, hopelessness, feelings of being ‘down in the 
dumps’, and/or anhedonia plus any four of the follow- 
ing: disturbances of appetite or weight, sleep diffi- 
culties, fatigue, psychomotor agitation or retardation, 
loss of interest or pleasure, self-reproach or excessive 
guilt, difficulty in thinking or concentrating, and re- 
current thoughts of death or suicide. 


Results 


Fifty-two girls and 48 boys were included in the 
study. Ages ranged from 7 to 12 years. Forty of the 
children exhibited conditions which were congenital, 
while the remaining 60 had acquired a disorder which 
was not evident at the time of birth. Eighty-three of 
the children were admitted for surgery and 17 were 
admitted for various procedures such as brace training. 


Diagnosis of the children 

Depression was diagnosed in 23 children (9 boys and 
14 girls). The mean ages of the 23 depressed and 77 
non-depressed patients were 10.08 and 9.96, respect- 
ively (non-significant). Of the depressed group, all 
except one (22 of 23) were admitted for surgery, while 
61 of the 77 non-depressed patients (79 per cent) were 
expecting to have surgery (P <.055). In terms of the 
relative. frequency of depressive symptomatology, 
dysphoric mood was present in all of the depressed 
cases simply because it was a prerequisite for diag- 
nosis. Loss of interest or pleasure was found in 20 of 
the 23 depressed patients, The second most frequent 
symptoms were feelings of guilt or self-reproach and 
fatigue in four-fifths. Suicidal ideation was the least 
frequent symptom, reported in only 5 of the 23 children 
(see Table I). 

Medical diagnoses of the total sample are classified 
in Table II. Interestingly, only two patients suffered 
from congenital absence of limbs (amelia) and both 
these children were depressed. Handicaps secondary to 
traumatic events (e.g. accidents or severe burns with 
scars) were identified in 4 of the 23 depressed patients, 
while these conditions were found in only 3 of the 77 
non-depressed children (P <.05, Fisher Exact Test). 

Three quarters of the total population were living 
with both parents or step-parents and the rest with a 
single parent (always the mother). One quarter of both 
the depressed and the non-depressed groups were 
living with the mother only. 
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TABLE I 


Bsc of depressive symptoms in 100 physically handi- e 


capped children 
Non- 


Depressed depressed sample 


(n 23) (n-77) (n = 100) 


Dysphoric mood or 


 anhedonia 23 i 2 36 
Disturbances of 
appetite li. 5 16 
Disturbances of sleep 10 — 6 16 
Fatigue 18 9 27 
Psychomotor retardation 
or Er I0. 15 25 
Loss ofi interest 20 10 30 
Self-reproach or guilt 18 10 28 
Disturbances in thinking 
or concentration 9 10 19 
Suicidal 5 1 6 


On interviewing the parents, eight mothers reported 
their children to have been anxious and irritable and to 
have had difficulties such as sleep disturbances prior to 
admission and during hospitalization. Although some 
of these eight children exhibited one.or more depres- 
sive symptoms, none developed the full clinical picture 
of depression during. hospitalization; and on re- 
evaluation one to three weeks after. discharge, these 
. mothers reported the disappearance of these symp- 


. toms. 


l The Parents 


. The parents of pewa children differed from the 
^ parents of non-depressed children. in that the great 
< majority of the parents of depressed children (20 of 
23) showed adjustment or emotional problems; these 
were present in only 16 of 77 (a fifth) of parents of the 
non-depressed group (P. <.0001). 

The most frequent difficulties experienced by par- 
ents with depressed children were: serious problems in 
adjusting to or accepting the handicap of their children 
(7); extreme worry or anxiety about the present and 
future (6); intense guilt feelings (3); fault finding with 
the child (1); teasing their own child (1); intense 
marital discord (1); and extreme overprotectiveness 


- . (1). Of the 16 mothers of the non-depressed children 


pue p 
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TABLE H 


Diagnostic classification* of 100 physically handicapped 
children 





Non- 
Depressed depressed 





Congenital deforinities- | 
Arthrogryphosis multi i] tiplex 
congenita = =. 
Defects of femur-tibia 
Amelia | 
Talipes equinovarus 
Congenital clubhand - 
Congenital vertical talus 
Talipes calcaneovalgus 
Digital segmentation failure 
Congenital hip dislocation 
Pseudarthrosis 
Abnormalities of neck and: 
shoulder 
Abnormalities of spine and thorax 
Scoliosis 
Pectus excavatum 
Spondylo-epiphyseal dysplasia 
Abnormalities of hip 
Abnormalities of knee 
Abnormalities of ankle and foot 
Trauma (Severe accident or burn) 
Neuromuscular disease 
Infectious disease 
General affections of bone. 
Associated with genetic 
abnormalities ^. 
Associated with metabolic 
abnormalities 
Tumours 
Von Recklinghausen's disease 
Astrocytoma (spine) — 
Neuroblastoma 
Haemangioma 
Other 
Recurrent distocations. left 
patello-femoral joint . 0 
Femoral joint 0 
Flexion contractures, hips = 9 
| 0 
0 


em ta met od te mt CO CO C O Uu = TOT oO D h ma pi Uu em 


SD em 


Arthritis 
Fronto meani dysplasia 


Total Bee Y 23 77 


* Adapted from Brashear and Raney (1978). 


who showed evidence of adjustment or emotional 
difficulty, two had difficulties adjusting to and accept- 
ing the handicap, nine were extremely anxious and had 
worries about their children, three were extremely 
overprotective, one reported intense guilt feelings, and 
one expressed dislike of their own child. 
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Use of Hollingshead and Redlichs’ (1958) social 
class classification yielded the following distribution of 
classes I-V: class I (2), class H (4), class HI (39), 
class IV (22) and class V (10), with a mean of 3.2 
for the 77 non-depressed children; and class I (0), 
class H (3), class HI (10), class IV (9), and class V (1), 
with a mean of 3.4 for the 23 depressed children. 
Difference between the means did not reach statistical 
significance according to Student’s t-test. 

When questioned about stressful events during the 
previous year, the parents of 78 per cent of the de- 
pressed group (17 of 23) reported at least one type of 
stress, in contrast to 26 per cent (20 of 77) of parents 
of the non-depressed group (P <.001). When asked 
specifically about the nature of this stress, the majority 
of the parents of the depressed children reported that 
the stress during the immediately preceding year in- 
volved the child's illness (i.e. the handicap itself). In 
other words, they viewed the handicap as a more 
stressful issue than did those in the non-depressed 
group. Marital discord was reported second in 
frequency, and was secondary to financial problems in 
most cases. However, fewer parents of the non- 
depressed group viewed the handicap as an incapaci- 
tating or extremely stressful condition; in addition, 
marital discord was also less frequently seen among 
the parents of non-depressed children. 

Finally, duration of treatment averaged 3.2 years 
for the depressed and 3.6 years for the non-depressed 
group (range of one month to ten years) in the study 
centre (non-significant). 


Discussion 


This study provides data regarding the prevalence of 
depression among a group of children whose physical 
handicaps were severe enough to require hospital- 
ization. The frequency of depression in this study 
group (23 per cent) was striking when compared with 
that observed in the general population of children of 
the same age range which approximates 1.9 per cent 
(Kashani and Simonds, 1979). This sample was 
characterized by one common denominator-—a loss of 
some sort. | 

The term loss as used here was a real one and not a 
fantasized one; it signifies a chronic loss of health due 
to some actual change in the appearance and/or 
function of one's body (e.g. deformed, amputated, 
etc.) As used here, the term also implies a loss of 
opportunity for the child to play, loss of ability to 
compete physically with other children, and loss of 
acquired body mastery and normal body image. This 
real and chronic loss should be differentiated from an 
acute condition, as the stress in these chronic cases 
emotionally drains the child over an extended period 
of time. For instance, when a child realized that his 


physical defect was permanent and irreversible he 
might have felt hopeless and helpless, ceased struggling 
to cope, and hence suffered a pervasive loss of interest. 
This was, as a matter of fact, the most prevalent symp- 
tom among the depressed group (87 per cent). Loss of 
interest in their usual activities and work, including 
school, was frequently noted. Such a loss of interest in 
school work might impair the ability of these children 
to realize their full potential and hence could seriously 
cloud their future. 

It is not surprising that guilt and self-reproach were 
the second most frequently encountered symptoms 
among depressed children. Henker (1979) described 
patients who develop conflict of body image following 
trauma or surgery. Henker postulates that these pat- 
ients might have felt guilt as a result of a fear of 
retribution for committing some wrongful act, e.g. ‘If 
I do something bad, something bad will happen to 
me', The child with a handicap may have assumed that 
the handicap is punishment for some evil act and 
consequently feels guilty because of the bad things he 
thinks he has done. 

In terms of the relationship between types of 
physical handicaps and the frequency of depression, 
we saw that both children with amelia were depressed. 
This is in agreement with Schechter and Holter's 
(1979) statement that depression is the most pervasive 
emotional state among congenital and acquired 
amputees. Traumatic events such as severe burns with 
scars and other severe accidents (e.g. motor vehicle 
accidents) were also found to be significantly more 
frequent in the depressed group. Bernstein (1979) in 
discussing children with severe burns, stated that their 
feelings of sadness are related to distorted body 
image processes. He stated that after several months' 
weeping, hopelessness, psychomotor retardation, loss 
of appetite, questions about death, dying, and con- 
cerns about the loss of friends colour the course of 
their psychological reactions. 

It can be argued that these children became de- 
pressed due to hospitalization and its attendant 
stresses. However, the facts that interviews were done 
within 24 hours of admission and that the symptom 
cluster required for diagnosis of depression existed at 
least two weeks before admission exclude hospital- 
ization as the causative factor. In addition, although 
the parents of eight patients reported irritability and 
anxiety in response to imminent hospitalization, their 
children did not develop the full-blown clinical 
picture of a depressive disorder. 

The fact that the parents of depressed children had 
significantly more adjustment and emotional diffi- 
culty is of interest. It could be speculated that the 
parents conveyed to their child this difficulty in 
accepting and adjusting to their child's handicap. The 
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child's response was either to mimic parental. 
actions or to respond to them with depression. The 
the parents of the depressed children frequentl 
reported the illness as the most stressful event of 
past year (in contrast to the parents of non-depressed 


children) lends support to the above hypothesis. This B 
heightened perception of the handicap as a more - 


stressful situation, then, with a decreased ability to 
accept and adjust to it, could affect the mental health 
of the child with a physical handicap; further research 
is clearly warranted. 

Although each child in the total sample of 100 had a 
severe physical handicap, not all became depressed. 
This suggests a significant role for other factors such as 
acceptance of the handicap by the parents and con- 
sequently by the child, the quality of parent/child 
relationships, the temperament of the child and his/her 
adaptive capacity to the handicap, as well as social and 
cultural factors. But it remains that over one fifth of 
the sample did suffer from depression, demonstrating 
that children with physical handicaps are at greater 
risk than the general population for developing 
depression. 
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Conspicuous Firesetting in Children 


JAMES G. STRACHAN 


Summary: 


The records of 79 children whose firesetting led to referral to a 


Children's Hearing (the Scottish equivalent of a juvenile court) were examined. 
All but one of the children were boys. They had very disturbed backgrounds, with 
much family disruption and absent or unemployed fathers. Firesetting was pre- 
dominantly a group activity and the damage caused was extensive. Although the 
children frequently engaged in other offences, in over 90 per cent there was no 
recurrence of reported firesetting within the limited period of possible follow-up. 


Despite the ever-increasing financial loss from fire 
damage we have no satisfactory estimates of the 
incidence of firesetting. In the Strathclyde region 
alone, between 1975 and 1978, the damage to schools 
by deliberate fire-raising was estimated at over £4.5 
million. It was thought that many of these school fires 
had been caused by children (The Scotsman, September 
1978). 

Children learn about fire, its causes and control, as 
they grow up. Clandestine nursery experiments with 
fire are well represented in the cautionary literature for 
children (Hoffmann, 1845 and Belloc, 1908) and fire- 
setting has been of interest to many psychoanalysts. 
However, there are few published accounts of groups 
of childhood firesetters, and no controlled studies 
comparing firesetters with other conduct-disordered 
children. The earliest descriptive study is also the most 
detailed. 

Yarnell (1940) subdivided firesetters by age. She 
concluded that the younger children, aged 6-8 years, 
set fire for neurotic reasons, utilising the magical 
properties they saw in fire to express aggression to- 
wards important adults. The older group, aged 11-15 
years, tended to have multiple associated disorders. In 
contrast, Kaufmann et a/ (1961) considered two-thirds 
of their sample to be ‘overtly or borderline psychotic’. 
Unfortunately, these authors do not define their 
diagnostic terms. Nurcombe (1964) was unable to draw 
clear age distinctions in a group of 21 children, aged 
from 2 years 6 months to 11 years 11 months. He 
found that most of the children were solitary fire- 
setters. Vandersall and Wiener (1970) suggested an 
association with ‘parental psychopathology’, but did 
not define this in detail. In the four cases studied by 
Macht and Mack (1968) an appeal to an absent father 
was evident. 

Although childhood firesetting is a potentially 
dangerous symptom, its nature and antecedents have 
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not been systematically studied, perhaps because in a 
clinic population it is rare. 


Aim and Method of Study 


Firesetting raises great anxiety in everyone con- 
cerned in the care of children. Yet it is rare among 
children charged with an offence by the police. In 
Scotland, the Social Work (Scotland) Act of 1968 
established Children's Hearings at which panels of 
trained lay members of the community deal with 
children under the age of 16 years who have com- 
mitted offences, have failed to attend school or are in 
need of care. Children who set fire are referred to the 
Hearings system, mainly by the police. 

The aim of this study was to investigate children 
referred for firesetting to the East Edinburgh 
Children’s Panel. The intention was to provide also a 
profile of the firesetter with respect to sex, age, 
socio-economic background and family circum- 
stances. Social work and police reports were uni- 
formly available, and formed the basis for the study. 

The records of all children aged 8-16 years referred 
to the Hearing from East Edinburgh between 1 Jan- 
uary 1972 and 1 November 1977 were examined. 
Firesetting was defined as an event in which any type 
of property, however small, was consumed by fire asa 
result of action by the child. 

The profile of the firesetters could be compared with 
that of a group of children referred to the Children's 
Hearing between 1 January and 31 March 1972, who 
were reported in the study of Morris and Mclsaac 
(1979). Sampling differences made a detailed com- 
parison impossible. Not only were the periods of 
referral different, but Morris and Mclsaac's sample 
included not only offenders but also children referred 
because of ‘being beyond parental control’ and be- 
cause of truancy. Moreover, some of their group were 
younger than 8 years, while offenders by definition 
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. have to be 8 years old or older. For some variables it E 


was possible, however, to make comparisons between 


.' the fire-raisers in the study and the offenders included. 7 | 
< inthe Morris and MclIsaac cohort. 2 


Results 
The sample of fire-raisers consisted of 79 children 


d _ aged 8-16 years referred to the Hearing for firesetting 
~~ in a 5 year 11 month period. This represents an inci- 


dence of conspicuous firesetting of 0.46 per 1,000 in 
this age-group. 


Sex 


There were 78 boys and only one girl. The fire- 
setting girl was found in possession of matches but 
blamed her 6-year-old male companion for the 
damage caused. This major male bias is significantly 
greater than in Morris and Mclsaac’s group of 
children referred to the Hearing, where the percentage 
- of males among the offenders was 91.8 per cent (15 = 
3.77, P «.05). 


Age 

The mean age of the children was 12 years 5 months 
(SD 2.00), Seventeen children were between 8 and 11 
years old; 47 between 11 and 14 years; and 15 between 
14 and 16 years. The age distribution contrasts with 
that in Morris and Mclsaac's cohort where the mean 
age was 13 years 8 months (SD 1.84) and the median 
age 14 years (t = 5.34, P <.001). Their cohort also 
contained non-offenders, who are, on the whole, 
younger than offenders. The age difference between 
firesetters and other offenders is therefore likely to be 
even greater than the figures indicate. 


Site of the fire | 

The sites of the fires were categorized using a series 
of mutually exclusive descriptions. 'Immediate sur- 
roundings of the home’ were defined as buildings and 
gardens in the same street as the child's home. 
"Commercial property' included shops, warehouses, 
company stores and dance halls. “Non-commercial 
property' comprised. dwelling houses, garden sheds 
and sports pavilions. 

Table I shows that in no case did the fire involve the 
child's own home and that by far the commonest site 
(in almost half the cases) was commercial property 
outside the home area, This may have directly in- 
fluenced referral. 

- It was of interest that the average age of the seven 
children who set fire in the immediate neighbourhood 
of their family (10.7 years) was lower than that of 
children who set fire away from home (12.6 years), 
supporting Yarnell’s finding that it is younger children 
who set fire near home. Although school and farm 


Own home ur 

~ Home of relative or friend 
Immediate surrounds of own home 
Outside home arca— commercial 
Outside home area—non-commercial 
School property | 
Farm property 


ACHAN 2 
TABLE I 
Site of fire 


No. of cases 
N = 73* 






wet tad 
CA U^ OS A 02 





* Not known for 6 subjects. 


fires were categorized separately, there is little evidence 
that these constitute a definably distinct type of fire- 
setting. 


Cost of damages 

In 32 cases the damage done cost over £1,000, in 14 
of these over £4,000. In only seven cases was the dam- 
age estimated as less than £25. Morris and Mclsaac 
record the value of property damage by all other acts 
of malicious mischief reported to the Hearing as under 
£25 in 66 per cent of cases. In no such cases did dam- 
age exceed £1,000, It is clear that, in contrast to other 
property offences, firesetting causes enormous finan- 
cial loss and it is possibly this which brings the cases to 
public notice. 


Other children involved and the possibility of recurrence 

Firesetting was almost always a group activity, only 
five of the firesetters being solitary offenders. It 
appears to arise when social controls are lessened and 
group pressures influence the risks taken. In contrast, 
Morris and Mclsaac found that 22.7 per cent of 
General Hearing offenders had acted alone. 

The case notes allowed for only a variable follow-up 
period of one to five years. This prevented con- 
clusions being drawn about recidivism. However, for 
the great majority (72) the index event was the only 
incident of firesetting; only one boy set more than two 
fires within the space of three years. 


Associated problems 

The firesetters were children with multiple prob- 
lems. Fifty-eight were already known to other 
agencies prior to referral to the Hearing. In particular, 
there was a frequent association with a previous theft 
(55), breaking and entry (38), truancy (24) and mali- 
cious damage other than firesetting (18). 


Panel decisions —— 
The decision of the Children's Hearing in response 
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to the firesetting was: supervision by social work 
department in 42 cases, supervision with a condition of 
residence in 21 cases, and discharge of the referral in 
13 cases. 

These decisions are not significantly different from 
those taken on a mixed sample of Hearing referrals 
(Morris and Mclsaac, 1979, y? = 0.080). Despite the 
gravity of the offence, firesetters were not referred 
more frequently to the child psychiatric services. 


Socio-economic background 


Classification was made according to the last 
recorded employment of the most recent principal 
male figure in the household, using the Registrar 
General's Classification of Occupations (1971). Table 
IL shows that the socio-economic background of the 
cohort was markedly skewed to the lower socio- 
economic groups. This accords with the bias in the 
population referred to the Children's Hearing. 


Parental employment and presence at home 


One marked feature was the high prevalence of un- 
employed or absent fathers. Forty-four out of 77 had 
been absent from home, or unemployed, for more than 
six months. Many households were extremely unstable 
so that the employment and presence in the home of 
the most recent principal male figure was defined as 
that of the ‘father’. The proportion absent or un- 
employed was significantly greater than in Morris and 
Mclsaac's general cohort (y? = 75.79, P —.001). In 
contrast with Macht and Mack's (1968) finding, none 
of the fathers' employment related to fire or its 
containment. 

Eight of the firesetters lacked a mother at home, a 
percentage equivalent of 10.3, in contrast to only 2.8 
per cent of the boys in Morris and Mclsaac's General 
Hearing sample. Like other children referred to a 
Hearing, the firesetters came from notably large 
sibships. 

Table III shows that a high proportion of firesetters 
came from disrupted families or were in care. A 
particularly common alternative to living with both 


TABLE Il 
Socio-economic class 





No. of cases 
Socio-economic class N = 70* 
I 0 
H 1 
In 20 
IV 19 
V 30 








er 


* Not known for 9 subjects 


Tase HHA) 
Family structure of the firesetting child 
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No. of children 








Family structure N = 78* 
With both own parents 35 
With mother only | 18 
With mother and others 5 
With father only 8 
With father and others 2 
In care 10 


* Not known for one subject 


TABLE HIB) 
Family structure of the firesetting child in comparison with 
males in the general hearing sample 
Males in general 
panel sample 


Firesetters N == 329 
Family structure N = 78* Not known = 28 
Both own parents 35 207 
Parents alone or 
with others 33 103 


In care 10 19 


z? = 10.07 P «0.01 


—— ÁREA hrr A nA da an AA Baa PETIT VI ESAE TRI TRETEN RUN ITE NIE in Create S TUN PEUT 


* Not known for one subject 


parents was for the firesetter to be brought up by his 
mother alone. There was a significant contrast 
between firesetters and the cohort of boys reported in 
Morris and Mclsaac’s general sample. Table III (b) 
shows a grouping cf the child's family situation for 
statistical comparison. 


Discussion 

The characteristics of firesetters described in this 
study are those of a forensic population whose fire- 
raising led to detection and action by adults. An 
unknown selective factor is likely to operate: the 
reactions of these intervening persons. The sample is 
not necessarily representative of firesetters at this age, 
still less of all children who experiment with fire. Many 
children are likely to be dealt with informally by 
parents and teachers. It is, however, difficult to see 
how one can avoid selection in the study of firesetting 
in children. An examination of its incidence in the 
general population raises the ethical objection that the 
investigation itself might suggest a pattern of 
dangerous behaviour to children who had not pre- 
viously considered it. 

Firesetting is noted in several studies to be a 
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peculiarly male activity. In Yarnell's sample 96.7 per 
cent were boys (Yarnell, 1940); in Nurcombe's (196. 


100 per cent; and in Vandersall and Wiener's (1970) 


95.0 per cent. The present study confirms th 
findings. Firesetting differs from other forms 
juvenile delinquency in being an almost exclusi: 


- theories that fire is symbolically related to male 
sexuality and that fire-raising may be an expression of 


.— male sexual conflict. It was notable that the firesetters 


came from significantly disturbed family backgrounds 
and had poor paternal role models, which is con- 
sistent with the hypothesis that these boys may have 
been particularly insecure in relation to their own 
developing adult male role. It sheds no light on why 
boys rather than girls choose fire-raising to express 
their conflicts. 

Firesetting in children has been a neglected area in 
research, In particular, effective prophylactic measures 
are much needed. An investigation is indicated to 
identify those children likely to repeat the act and the 
factors predictive of recidivism. It would also be of 
great interest to study how children in the community 
learn about fire, its management and its dangers. In 
particular, it is important to define what effect, if any, 
the theme of fire in television programmes and films 
has on the behaviour of child viewers. Whether the 
progressive decline in the use of solid fuel for home 
heating, and the exchange of matches for gas lighters, 
have influenced the prevalence of privately identified 
and publicly conspicuous firesetting is also worth 
consideration. 


James G. Strachan, B.Sc, M.B.Ch.B., M.Phil, M.R.C.Psych., Senior Registrar, Royal. 


Place, Edinburgh EH I0 SHF, Scotland 
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male activity. This is congruent with psychoanalytic 
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Hallucinatory Experiences of Prelingually Profoundly 


Deaf Schizophrenics 


E. M. R. CRITCHLEY, JOHN C. DENMARK, FRANK WARREN 
and KATHLEEN A. WILSON 


Summary: The communication difficulties of prelingually profoundly deaf 
patients render psychiatric diagnosis extremely difficult. A study of 12 pre- 
lingually profoundly deaf schizophrenic patients revealed that visual hallucin- 
ations occurred in 10, and 10 also had experiences analogous to auditory 
hallucinations although voices may not have been heard. 


Deafness can be of all degrees—from minimal 
impairment to bilateral profound loss—and can 
occur at any age. Profound deafness from birth or 
early age presents an enormous barrier to the develop- 
ment of both speech and language, and the majority 
of prelingually profoundly deaf people are linguistic- 
ally retarded with unintelligible speech. They rely 
mainly on manual methods of communication, 
particularly sign language and finger spelling. 

Finger spelling consists of spelling out each word, 
letter by letter, using different configurations of the 
fingers of one or both hands to represent the letters of 
the alphabet. Manual sign languages of deaf people 
involve the use of the hands and arms to convey the 
meanings of words and concepts. Sign languages 
differ to some extent from country to country and are 
different in syntax and grammatical structure from the 
native spoken language (Denmark, 1978). Some deaf 
people who use manual communication methods have 
a good command of verbal language, while others are 
seriously retarded linguistically. The former will 
usually employ a combination of finger spelling and 
sign language, while those with poor verbal language 
will use sign language with additional gesturing and 
mime (Denmark, 1978). 

The communication problems of prelingually 
profoundly deaf patients, and especially their limited 
language, can make psychiatric diagnosis extremely 
difficult even when they are examined by a psychiatric 
team skilled in manual communication (Denmark and 
Eldridge, 1969; Denmark and Warren, 1972). Tradi- 
tionally, psychiatrists have attached primary import- 
ance to the presence of thought disorder in the 
diagnosis of schizophrenia (Willis and  Bannister, 
1965; Edwards, 1972) but this is particularly difficult 
to detect where the means of communication are 
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rudimentary: thus Feighner et a/ (1972) assert that 
in the presence of muteness the diagnostic decision 
must be deferred and even in patients with normal 
communication such symptoms are peculiarly in- 
tangible and difficult to define (Kendell, 1972). One 
approach in clinical practice is the use of Schneider's 
symptoms of the first rank (1959). Schizophrenia may 
be diagnosed when such symptoms are present and 
there is no concurrent physical disorder (World 
Health Organization, 1973). 

Schneider’s criteria depend upon an analysis of 
hallucinations, delusions and alhed phenomena. 
Hallucinations are said to occur in approximately 
76 per cent of schizophrenic patients with normal 
hearing who are admitted to hospital (Small et al, 
1966) and auditory hallucinations occur more 
frequently than visual hallucinations-—hallucinations 
of a visual type being present in only three or four 
per cent of schizophrenics (Feinberg, 1962). In deaf 
subjects it may be anticipated that the pre-eminence of 
auditory hallucinations would not hold and that 
visceral, tactile and visual hallucinations would 
occur with greater frequency. 

The case histories of prelingually profoundly deaf 
patients with schizophrenia often contain evidence of 
experiences superficially analogous to auditory hallu- 
cinations and we decided to examine a number of 
these patients to see whether the experiences they 
described are in fact truly analogous or whether this 
is too simple an explanation. The difficulties of 
assessing the subjective experiences of deaf persons 
who are not only without speech, but who also have 
limited verbal language, cannot be over estimated. 
The problem is in some respects analogous to attempt- 
ing to assess the subjective feelings and experiences of 
other groups of linguistically retarded patients such 
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bring about the affirmative nod without understanding, 
well recognized by experienced workers with deaf 
people. Deaf persons may also nod because they are 
unwilling to admit when they do not understand a 
question. 


Findings 

Ten out of 12 prelingually profoundly deaf schizo- 
phrenic patients described experiences which in 
hearing patients would be regarded as auditory 
hallucinations. Many of the patients used the sign for 
talk or talking to describe experiences which were not 
„clearly auditory or visually communicated (by finger 
spelling or sign language). Their exact subjectiveexperi- 
ences were difficult to determine. Experiences con- 
sidered to be heard or described as voices were set in a 
background of -haptic hallucinations, passivity 
phenomena and delusions often of paranoid type. The 
true. nature of these phenomena was often also in 
doubt. In one instance in which the patient described 
the voice as ‘like a bell’, it is possible that she might 
have based her experience (whether hallucinatory or 
delusional) on auditory experiences related to a 
degree of residual hearing. Visual hallucinations were 
described by 10 out of the 12 patients also. Some of the 
visual experiences were of a scenic nature, but others 
included visual communication. 


lilustrative case histories 


(1) P.C., a married female, aged, 56, with Pendred's 
syndrome, has limited verbal language but was able to give 
a reasonable account of herself by sign language. She 
complained that she was frequently wakened at night with 
"talk . . . talk’. She explained that there were men and 
women in her chest. She could not see them but could feel 
them talking and her chest was heavy when they talked. 
Someone in her chest wanted to marry her. She could not 
recall what they were talking about. When asked how she 
knew the voices were male or female she replied, using sign 
language, "Because they are having intercourse". She 
could feel the “wet and bumping”. 

(2) N.H., a female, aged 27, with poor speech but with 
good manual communication skills presented with a 
variety of somatic complaints for which no cause could be 
found. Later she complained that her husband was trying 
to kill her and that the police had hushed up an attempt to 
poison her. Subsequently she developed delusions of a 
religious and grandiose nature. She believed that God had 
spoken to her and told her that someone wanted to kill her. 
She stated that she had tubes in her ears and her vagina; 
that she had defaecated a black-backed, yellow-fronted 
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as the mentally retarded. In such instances ‘the. flea and could not eat quickly because her stomach was full 
interviewer is often forced to resort to leading ques- of fle 
tions. Deaf patients, due to their poverty of language, =- - 
may not understand key words in a question and so... © 
the meaning of the question is not only not appreciated = 
but may be misunderstood. Questioning may well 


fleas. 
When questioned about her encounter with God she said 
as shocked as she had not seen him before. She said 
t there was a globe-like world and that God was behind 
the world. She saw his head and shoulders. She could see 
his lips moving and heard "like voices" for 5 minutes. 
When pressed she insisted that she heard (finger spelling 
the word ‘heard’) not lip-read. God spoke like a bell, very 
fast, but she was able to understand what he said. God said 
"rich... quick... blood... steal . . . take blood of rich 
people". God told her someone would die. It was the only 
time she ‘heard’ speech. 

(3) H.H., a man, aged 55, had a brother who was also 
deaf. He communicated by sign language and finger 
spelling. He entertained various paranoid ideas involving 
his brother whom he accused of stealing things. He had the 
locks in the house changed to prevent his brother entering 
and had turned the clocks and mirrors to the wall because 
he thought he was being spied upon. He denied that he was 
mentally ill but complained of stomach trouble and was 
constantly bothered by voices. He complained that. for 
8 years voices had constantly talked to him. He believed 
that the voices were female but was unable to elucidate 
further. 

(4) J.G., a male, aged 34, was without speech and had à 
limited command of language. For some years prior to 
referral he drank excessively and was occasionally enuretic. 
He was reputed to be irritable and at times aggressive. 
About two years before his referral he had lost interest in 
his appearance and had neglected his personal hygiene. He 
entertained a. number of strange ideas and believed he had 
seen Christ. He was frequently observed signing and 
smiling to himself and when questioned explained that he 
could hear a voice communicating with him from London. 
When asked how, being deaf, he could talk to someone in 
London, he explained that he could see the person. He 
could see the arms and hands of the person finger spelling 
and signing to him. 

(5) W.V., a female, aged 37, suffered from familial 
congenital profound. deafness. Her speech was poor, her 
command of language limited and she was educationally 
retarded. She communicated. by sign language with some 
finger spelling. She was described as immature and attention- 
seeking and there was a long history of behaviour prob- 
lems. W.V. entertained a number of delusional ideas and 
was hallucinated. She accused the man in the next flat, and 
on another occasion the police, of trying to poison her. She 
believed that spirits and ghosts affected her. She explained 
that spirits walked down the street with her and touched her 
from behind. She explained that she had felt sensations in 
her breasts, believing that a ghost wanted to have sex with 
her. She also stated that there were voices inside her but she 
did not know how she could hear them. 

(6) M.F., a female, aged 65, was married. Her husband 
was also deaf and they had two hearing children. Her 
speech was unintelligible but she was able to give a fair 
account of herself by sign language and finger spelling. 
From 1960 her behaviour became unreasonable. She 
would beat her stomach, scream and rush into the street. 
She claimed that she could hear angry voices and a man 
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talking to her, telling her to do this and that, talking bad 
(dirty) about man and woman. She heard noises of people 
talking in different parts of the house but she did not know 
what they said. She would remove her dentures and make 
mouthing movements in front of the mirror. After her first 
admission in 1971, she was afraid to return home as there 
were faces on the wall, floor and furniture which could look 
at her and laugh. In some way, which she was unable to 
elucidate, they would talk to her and influence her to talk to 
herself in the mirror. She had oral dyskinesia which she 
interpreted as talking to herself from her throat and 
mouth. She was adamant that it was talking and that she 
did not lip-read her mouth in the mirror. 


Discussion 


The present series is similar to an earlier study by 
Basilier (1973). In a comparable population of deaf 
schizophrenics he found visual hallucinations in 
40 per cent and auditory hallucinations in 44 per cent 
and concluded that auditory meant no more than 
'receiving meaningful information' We have attemp- 
ted to show that deaf schizophrenic patients may 
present with symptoms analogous to those of the 
nuclear form of schizophrenia even to the claim of 
hallucinations simulating those we recognize as 
auditory hallucinations. As with other schizophrenic 
patients, it is not always possible to separate hallu- 
cinations from bizarre delusional experiences and this 
fact adds to our confusion. 

The nature of communication, where thinking ends 
and vocalization begins, is imperfectly understood. 
Our vocabulary is imprecise and one can hardly expect 
prelingually profoundly deaf persons to possess 
greater precision. It can be very difficult to put 
questions of a conceptual nature to such patients and 
this could be the explanation why evidence of thought 
echo, thought withdrawal or other forms of subjective 
thought disorder were not readily obtained. We 
know little of how deaf people think (Furth, 1966) 
and although they may use more visual forms, the 
results of a questionnaire into the dreams and possible 
eidetic imagery of normal deaf people (EMRC, 
personal communication) did not suggest that they 
possessed heightened visual experiences. 


Li 


HALLUCINATORY EXPERIENCES OF PRELINGUALLY PROFOUNDLY DEAF SCHIZOPHRENICS 


The frequency of pseudo-auditory experiences 
among deaf schizophrenics and the wide variety of 
possible explanations for the apparently meaningful 
information received may be taken as supporting the 
validity of the concept of a nuclear form of schizo- 
phrenia and is of considerable theoretical interest in 
the wider context of the relationship between thought 
processes and language. 
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Relationships Between Pain and S izophrenia 





G. D. WATSON, P. C. CHANDARANA and H. MERSKEY 


Summary: in an examination of the phenomenology of pain in 78 patients with 
schizophrenia, 29 had current pain complaints. Of these 13 had an appropriate 
physical cause, leaving 16 with pain of seemingly psychological origin. The head, 
leg and back were the commonest sites. Complaints were most often described in 
sensory terms, l 

Pain plausibly related to a specific delusion or hallucinatory process occurred 
only once, and no gross examples of insensitivity to noxious stimuli or to self- 
mutiliation were seen, Patients with schizophrenia may have less pain than those 
with anxiety or depression but certainly do experience pain both from physical and 





psychological causes. The influence of 


uncertain, 


^« The relationship between pain and schizophrenia is 
of interest for two reasons. First, it has been suggested 
- that schizophrenic patients are relatively indifferent to 
noxious stimulation and feel pain less readily than the 
. average person (Bleuler, 1911). In regard to this view 
. Schneider (1959) noted that some patients with schizo 
‘prenia showed an obvious lack of pain sensibility 
and experience accounting for instances of ‘inhuman 
self-injury’. Marchand ef al (1959) observed that 
normally painful illnesses such às myocardial in- 
farction, perforated peptic ulcer, acute appendicitis, 
.and fractured femur were often obscured in patients 
with organic psychoses or schizophrenic psychoses by 
the total absence, or delayed onset, of complaints of 
pain. A number of studies of pain threshold or the 
response to experimental noxious stimulation indicate 
a relatively diminished awareness or reaction by 
schizophrenic patients (May, 1948; Hall and Stride, 
1954). 

Second, it might be thought that spontaneous pain, 
perhaps in the form of hallucinations, would be found 
as.a result of psychological illness (Engel, 1959; 
Merskey and Spear, 1967). 

There is evidence that chronic pain is less common 
in schizophrenia than in other psychiatric illnesses 
(Merskey, 1965; Spear, 1967; Delaplaine et al, 1978). 

However, this is not the case in all reports. Gittleson 
(1961) in a general hospital psychiatric population, 
found schizophrenia to be as common in patients with 
headache as in those without and occasional striking 
instances of pain with schizophrenia are found 
clinically, 
" Brown (1936) regarded about half of a series of 
hypochondriacal patients as schizophrenic. He ob- 
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phenothiazines on pain experience is 


served that bodily complaints were mainly present at 
the beginning of the schizophrenic illness and that 


when the psychosis was established they disappeared. 


Although Chapman (1966) found pain as a present- 
ing symptom in only two of 40 schizophrenic patients 
and Merskey (1965) found only two with schizophrenia 
in his series of 100 psychiatric patients with chronic 
pain, several authors, e.g, Bleuler (1911), Mayer- 
Gross (1938), state that headache is a frequent 
presenting symptom of schizophrenia. Gittleson (1961) 
noted that when headache was a complaint of schizo- 
phrenic patients it often resolved as the psychosis was 
treated and returned when the patient experienced a 
relapse. 

It seems that while early schizophrenia has some 
association with headache or other pain, chronic 
schizophrenia is linked with a reduction of painful 
experiences, although rarely a particular thought 
sequence may generate a pronounced somatic delusion 
of hallucination of pain. In order to obtain further 
information on these topics we have examined a series 
of 78 schizophrenic patients in respect of complaints 
of pain, their phenomenology and causes, 


The Patient Population 

Seventy-eight patients qualified for inclusion in the 
study, 52 in London and 26 in Edmonton. They all had 
an independent diagnosis of schizophrenia made on the 
basis of appropriate changes of thought, volition and 
affect and evidence at some point during the illness of 
the presence of first rank symptoms of Schneider in the 
absence of coarse organic brain disease. Chi square 
tests were used to examine results, except that a T-test 
was applied to age differences. There were 46 men 
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(mean age 30.3) and 32 women (mean age 37.4): the 
difference in mean age is significant, P <.01. 

The most recent occupation of those employed (a 
quarter of the total) was semi-skilled or unskilled 
labour. Two-thirds of patients had been ill for longer 
than six months, admitted to in-patient psychiatric 
treatment more than once and were in hospital at the 
same time of the study. All but one was on psycho- 
tropic medication. Only one quarter were martied. 
The subpopulations from the two hospitals were 
similar in demographic characteristics. 

Abnormalities on current mental status examin- 
ations showed the following prevalences: abnormal 
affect in three-quarters; motor disturbances, unusual 
thought content and volitional disturbance in about 
half; speech peculiarities, perceptual disturbance and 
stream of thought abnormalities in a little under half; 
and cognitive disturbance in one-third. One-third of 
the patients were frankly psychotic when inter- 
viewed. Nine patients were left-handed. 


Description of Pains 

Twenty-nine out of 78 schizophrenic patients had 
current pain complaints. The pain patients were 
similar to the non-pain group in regard to age, sex, 
marital status and occupation. Single pains were 
described by 24 patients, the remaining five had eleven 
pains between them. 

Characteristics of the pain are shown in the Table. 

All patients with multiple sites for pain suffered 
from head pain as one of those sites. Accurate local- 
ization was possible for almost one third of pains, the 
rest were diffuse or changeable in site. Twelve pains 
were bilateral and twelve on the right side, five left- 


TABLE 
Characteristics of pain in 29 patients 


Pain currently present one quarter 
Recurring daily half 

Less than one week duration one third 
More than six months duration nearly half 
More than five years duration 5 

Part affected 

Head 13 complaints 
Leg 8 js 
Back 6 s: 
Chest 2 ^ 
Abdomen 2 Pe 
Neck 1 - 
Other 1 P 


Intensity of pair 
Severe in one quarter, moderate in half, mild 
in one quarter 





sided and the remainder midline, Pains were equally 
distributed on the anterior-posterior dimension and 
were most often non-radiating. 

The site of pain was unrelated to the demographic 
characteristics of the patient, mental status abnormal- 
ities, and duration of psychosis. 

Examination of the pain groups verbatim accounts 
of pain quality, circumstances at onset, precipitating 
and relieving factors, and suspected aetiologies 
revealed that, in general, these were unremarkable 
when compared to non-schizophrenic patients with 
pain complaints. The descriptions used by the patients 
are available as an appendix from the authors. We 
classified them into three main groups as follows: 


(1) intensity, temporal span, location: 32 words or 
phrases 


(2) qualitative descriptions and metaphors, some 
of which have an affective connotation: 17 
words or phrases 


(3) strictly affective descriptions: 8 words or 
phrases. 


Factors described as aggravating the pains were un- 
remarkable as were relieving factors, with two ex- 
ceptions, A woman with headache found relief when 
‘God takes the cross away’. An overactive young male 
found relief of his back pain by ‘hanging and hanging 
from doorways’. 

Twelve abnormal associated psychological states 
were described by ten patients: anxiousness, fear or 
agitation (8), sadness (3) and hallucinations (1). 

The patients’ beliefs about the aetiology of their 
pain complaints ranged from the rational (a fracture, 
fall, obesity) to the simplistic (‘a draught in the night’, 
‘it’s psychosomatic’) to the more obviously delusional 
or hallucinatory. One patient (with a Messianic 
delusion) believed her head pain was due to her crown 
of thorns: another to ‘tension’, by which she meant 
auditory hallucinations. Other examples of psychotic 
explanations included: being poisoned with LSD; 
having no sexual contacts, which causes a ‘building of 
bones in the spine’; a nurse ‘doing something with her 
hands and laughing’; and ‘too much blood taken dur- 
ing blood tests’. 

A physical diagnosis which might account for the 
pain complaints was apparent in 13 of the 29 patients 
with pain. No patient without pain was found with a 
lesion which might seem likely to cause pain, and no 
patient’s pain complaints were judged disproportion- 
ately low relative to the lesion. For 11 patients 
emotional factors seemed to lead to disproportionately 
intense complaints of pain. 

Nine of the pain patients were, at the time of inter- 
view, being treated for pain complaints. At some re- 
cent time 24 had sought medical advice and treatment 
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for the pains. Self-treatment with drugs was reported’. ` 
by 13, mostly with non-prescription drugs, and all but - 
one had obtained some relief. Non-narcotic pre- . 
scriptions had been obtained by 10, and narcotics bya us 
further 4, and were mostly effective. In 12 cases pains 
had been alleviated by other physical therapies, and .- 
one patient had tried and found ineffective a psych- | 


ological technique involving mental distraction. 

Of 12 pain patients on psychotropic. drugs, 8 re- 
ported no subjective analgesia, but the others reported 
moderate to very effective pain relief. 

A previous history of painful medical illness was 
elicited from a third of 78 patients, surgical illness 
from half, and trauma from nearly half (predominant- 
ly from the present pain group, P = .016). Twenty of 
32 women reported that obstetrical deliveries had 
produced memorable pain. 

Enquiry into family history revealed the following 


^. overall prevalences of pain complaints: in 33 mothers, 
— 0023 fathers and 13 siblings. Pain patients were signi- 


ficantly more likely to have had a mother with painful 
illness (P. — .018). 


Discussion 


These data agree with previously published work 
suggesting that a lower prevalence of pain complaints 
is found among patients with schizophrenia than with 
other types of psychiatric illnesses. Spear (1964) found 
3 out of 59 patients with pain, but 12 out of another 57 
without pain had schizophrenia. Delaplaine et al 
(1978) found that 43 out of 80 patients with a diagnosis 
of neurosis, personality disorder or substance abuse 
had pain whereas 25 out of 65 patients with schizo- 
phrenia had pain. In a series comparing chronic pain 
patients with others, Merskey (1964) found that out of 
11 patients with schizophrenia, 2 had pain and 9 did 
not, whereas there were 78 patients with pain and a 
diagnosis of neurosis or reactive depression compared 
with 28 with such diagnoses and no pain. The trend is 
obviously not marked in all series and some of the 
numbers are small. 

A variety of psychological and psychophysiological 
peculiarities common to schizophrenic illness have 
been invoked to explain this phenomenon: a lack of 
appreciation or responsiveness to pain stimuli 
(Bleuler, 1911; Schneider, 1959; May, 1948; Gesch- 
wind, 1977); a loss of the meaning of pain (Marchand 
et al, 1959; Geschwind, 1977); and asymbolia for pain 
(Geschwind, 1977). At a biochemical level, abnormal- 
ities in brain levels of serotonin, dopamine, prosta- 
glandins, and endorphins have been described in 
schizophrenia, and these same substances have been 
described as modulators of normal pain perception 
(Snyder, 1976; Terenius and Wahlstrom, 1978; 
Horrobin et al, 1978). 
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However, pain complaints were by no means rare 


E among the present sample of schizophrenia patients, 
..and no gross examples of insensitivity to noxious 


muli or ‘inhuman self-mutilation’ were detected. 


* Four-fifths of patients with pain had spontaneously 
i complained of pain to medical personnel so that 
previous findings are unlikely to be due only to an 


inability of schizophrenic patients to report pain 
complaints. 

The analgesia attributed by these patients to their 
psychotropic medications may be a placebo response 
but would also fit with the reported binding of neuro- 
leptics to opiate receptors (Snyder, 1976) and the 
common prescription of these drugs as effective anal- 
gesics to nonpsychotic chronic pain patients (Merskey 
and Hester, 1972; Taub and Collins, 1974). In an 
experimental study of schizophrenic patients (Merskey 
et al, 1962), a reduction in the observed responses of 
some patients to noxious stimuli was postulated to be 
likely to be related to phenothiazine intake. 


The reduced frequency of pain in schizophrenia 
found in all series published since the 1950s is not large 
and must be viewed with caution since control data on 
patients not having phenothiazines are not available. 
As stated, all but one of our patients were on pheno- 
thiazines. Patients with schizophrenia certainly have 
pain either as a consequence of physical lesions or 
because of their psychological illness. The extent to 
which their pain is diminished by phenothiazines is 
uncertain; but the fact that it still occurs despite the 
drug casts doubt on the importance of reduced pain 
frequency as a pointer to any basic mechanisms of 
schizophrenia. 


In agreement with others already quoted, headache 
was found to be the most frequent complaint among 
those schizophrenic patients with pain. It is inter- 
esting that not one patient used the words ‘tight’, 
‘gripping’ or ‘like a. vice’ to describe the headache 
although these words are often said to be used with 
so-called tension headaches. 


The classification of the description of pain is a 
somewhat arbitrary matter. In the present case we 
have used a method which corresponds in aim but not 
in technique to that of the McGill Pain Questionnaire 
(Melzack and Torgerson, 1971; Melzack, 1975). The 
results demonstrate that the commonest type of des- 
cription of pain associated with schizophrenia is 
essentially simple and concerned with intensity. Boyd 
and Merskey (1978) similarly found in a series of 72 
psychiatric patients with pain, of whom one-third 
had schizophrenia, that the commonest adjective was 
‘aching’ (29 patients). Qualitative and affective des- 
criptions are also common in this series. The former, 
when taken together with the metaphors recorded, 
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enshrine the notion of pain as linked with injury or 
disturbance of the tissues. 

Not only were affective descriptions relatively few, 
but hallucinated pain also appears to be uncommon 
amongst schizophrenic patients. Close to half of the 
patients with pain showed a physical lesion which 
could account for their complaints, and others a 
history of trauma. 

The pathoplastic effect of an abnormal mental state 
on the phenomenology of pain was evident in terms of 
the patient's descriptions of and suspected aetiologies 
for their symptoms. For example, a middle-aged man 
whose delusions included a conviction that doctors 
were trying to harm him accounted for his vague 
chest pain with an explanation that it was due to 
excessive venepuncture and blood letting. 

It seems that schizophrenic illness often modifies 
the description or explanation of pain but rarely 
engenders it directly as a hallucination. 
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Hypoalgesia i in | Depressive Illness 


DAVID I. BEN- TOVIM ¢ and MARTIN S. SCHWARTZ 


Summary : 


Neurophysiological studies of experimental pain were carried out on 


two severely depressed patients who complained of an inability to experience 
emotion. They had normal thresholds for stimulus appreciation but markedly 
increased thresholds for pain. These abnormal pain thresholds normalized with 


clinical recovery. 


Reduced pain sensitivity has been described in 
patients with affective disorders (Hall and Stride, 
1954; von Knorring, 1974; Davis et al, 1979). Two 
patients were studied who, during the course of their 
severe depressive illnesses, described a particular 
inability to experience emotions. One also complained 
Of being unable to feel pain. A controlled neuro- 
physiological investigation of the two patients and an 
unselected group ‘of severely depressed in-patients 
was. performed. The level of endorphins in the 
cerebro-spinal fluid of one of the index patients was 
also assessed. 


Case 1 —The patient was a 53-year-old married woman. 
She suffered a prolonged severe depressive illness, un- 
responsive to out-patient treatment with antidepressants 
and six unilateral ECT. This was her fourth depressive 
illness in twenty years. Her complaints on admission were a 
depressed mood, poor appetite, broken sleep and delusions 
of self-reproach. Three weeks after admission she stated 
that she was unable to experience stimuli as painful. 
Objects, though recognized as hot, could be held without 
discomfort and she bruised: her chest with self-inflicted but 
painless blows. Shé complained of a marked loss. of 
emotional! response, including a distressing absence of 


feelings towards her husband. 


This state persisted, and, at eleven months, neuro- 
- physiological tests for sensitivity to sensory stimuli were 


l carried out. Two tests were performed within twelve 


. days at a time when the patient was. severely depressed 
but on no active treatment. A double blind clinical and 
neurophysiological study of pain responses. following i.v. 


: ^ Naloxone:(0.8 and 1.2 mg) was carried out but there was 


no drug or placebo effect. a 

‘The neurophysiological tests were weni six. weeks 
“later when the patient had improved following’ twelve 
bilateral ECT and a period of modified narcosis, and again 
a fortnight later when she was asymptomatic. During the 
period of these latter tests the patient was receiving 


^ imipramine 100 mg at night and trifluoperazine 15 mg 


once daily. 
At the time of the second and fourth tests CSF was 
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obtained and the endorphin content of fractions 20-40 
collected from an HPLC column (Morris et al, 1980) was 
bioassayed (Hughes ef al, 1975). 

Case 2—The patient, a 44-year-old unmarried woman, 
presented with a two month history of depressed mood, 
weight loss, anxiety and guilt. There was no previous 
personal psychiatric history but her mother had a long 
history of depressive illnesses and had a pre-frontal 
leucotomy. Despite receiving thioridazine 200 mg a day 
and mienserin 90 mg at night she became increasingly 
depressed and complained of an inability to experience 
emotion. She was convinced that this state was irreversible 
and that she should commit suicide. Her illness completely 
remitted following a course of eight unilateral ECT. 

Neurophysiological studies were performed one month 
after admission when the patient was complaining of 
having no feelings and five weeks later when she had 
recovered. The drug regimen was unchanged during the 
illness. 


Methods 

Neurophysiological investigations consisted of 
testing the levels at which electrical stimuli were first 
appreciated (T) and when they became unpleasant (P). 
The tests were carried out using a DISA electromyo- 
graph with a stimulator containing a direct current 
readout. Ring electrodes were placed around the right 
index fingers of the subjects and electrical stimuli of 
0.05, 0.02 and 1 ms duration with gradually increasing 
current strength were presented at 1 Hz. For each 


stimulus duration the points at which the stimuli 


were first appreciated (T) and unpleasant (P) were 
recorded. Each test was repeated three times and the 
mean current strength, in milliamps, was noted. 

The index patients (mean age 48.5 years) were 
compared with a control group of eight normal women 
(mean age 37.2 years) and with a depressed control 
group (mean age 59.7 years). The depressed controls 
were a consecutive series of eight women admitted to 
a psychiatric hospital, all fulfilling criteria for a 
primary affective disorder, depressed type (Feighner 
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TABLE I 
Current strengths at which stimuli were appreciated and painful in depressed and normal controls 














Depressed controls Normal controls 
Stimulus duration (ms) T (ma) P (ma) T (ma) P (ma) 

0.05 10.34 2.5 23.3+10.8 TOT 2.2 19.9+ 5.2 

(7.0—14.0) (12.9—40.1) (3.2—10.1) (10.0—27.0) 

0.02 5.2 1.5 13.74 6.6 3.6+ 1.5 9.54 3.2 

(3.1— 7.2) (6.8—28.0) (2.1— 6.4) (6.8—11.4) 

1 2.3+ 0.05 9.04 4.8 Zit F3 5.0+ 2.3 

(1.5— 3.2) (3.0—17.1) (0,9— 4.5) (1.9— 8.5) 
N.B.—ma = milliamps; T = mean current strength at which stimuli were appreciated; P = mean current strength at 

which stimuli were painful. 

TABLE II stimuli by the index cases and the depressed controls 


Mean current strengths at which stimuli were appreciated 
and painful in two index patients 








ni Recovered 
Stimulus — ———9—————— o —À——— 
duration (ms) T (ma) P (ma) Tíma) P (ma) 
9.05 9.5 NA* 6.2 18 
0.02 3.1 73 2.8 1:5 
1 1.6 32 [5 3.0 





N.B.—T = current strength at which stimuli were appre- 
ciated. 
P = current strength at which stimuli were painful. 


et al, 1972). All the control subjects were studied 
neurophysiologically on only one occasion and 
although the depressed control subjects were tested 
soon after admission, they were all receiving thera- 
peutic doses of a variety of tricyclic and tetracyclic 
antidepressants. One depressed patient showed a mild 
reduction in emotional sensitivity. 

All the patients were assessed clinically prior to 
sensory testing and the 17-item Hamilton scale for 
depression (1960) was completed. The neurophysio- 
logical tests were carried out by one of us (M.S.S.) 
who was unaware of the patients' mood ratings. 


Results 
The Hamilton rating scores for the index patients 
when ill and the depressed controls were similar 
(mean scores 20.5 and 18.8 respectively). When 
recovered, the index patients' scores averaged 6.5. 
The thresholds for appreciation (T) of the electrical 


were similar, and were within the normal range. 
However, the levels of stimulation necessary to 
produce discomfort (P) were markedly elevated in 
both of the index cases when first studied (Table I). 
These increases were noted at all stimulus durations. 
At the shortest duration (0.05 ms) these patients 
experienced no discomfort even at the maximum 
current produced by the apparatus. Much lower 
current levels could not be tolerated by the normal 
controls. Following ECT the pain thresholds of both 
of the index patients were normal. 

The endorphin assay of the CSF from index case 1 
showed no detectable naloxone-reversible activity in 
either specimen, but some non-specific activity was 
Observed in fractions 22 and 23 of the second sample 
taken when she was symptom-free. 


Discussion 


Reduced sensitivity to pain in psychotic patients 
has been recognized for at least two decades. Mar- 
chand et al (1959) noted that psychotic patients with 
acute surgical disorders often did not complain of pain. 
In addition, ‘endogenously’ depressed patients have 
been shown to have higher thresholds for experimental 
pain than normals (Hall and Stride, 1954; Hemphill 
et al, 1952; von Knorring and Espvall, 1974; Davis 
et al, 1979). However, in these studies the thresholds 
were only slightly increased. In one study where the 
depressed patients were retested when asymptomatic 
the thresholds became normal (Hall and Stride, 1954). 

In the present study a group of severely depressed 
female in-patients showed a slight but non-significant 
increase in pain thresholds when compared to normal 
controls. However, the two index depressed patients 
who complained of severe emotional indifference had 


normal threshold for stimulus appreciation. Furt 





— -substances (Almay et al, 1978; 
© o Naloxone-reversible activity was not demonstrated. 
in the CSF of index patient 1, neither in the analgesic. 
nor asymptomatic phases of her illness, although some ` 
non-specific activity was found in the latter phase. == 

The marked increase of pain thresholds in the two 
index patients is of particular interest. Von Knorring 
and Espvall (1974) found that pain thresholds in. 
depressed patients correlated with intellectual, emo-.- 
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a marked increase in their pain thresholds, but 


more, their pain thresholds normalized wben. th 
symptoms remitted. : 

Analgesia to painful stimuli in affective illness 
been ascribed to elevation of endogenous opiate 
Davis et al, 1979 


tional and cognitive inhibitions (items VI and VH of 
the Cronholm-Ottosson depression rating scale, 
Cronholm and Ottosson, 1960). The index patients 
complained of an extreme degree of emotional 
indifference. Indeed, their clinical states were domi- 
nated by a 'high degree of a painful inability to 
experience emotions: pleasure, sorrow or affection for 


-close relatives—anaesthesia dolorosa’? (item VII, 


Cronholm and Ottosson, 1960). Psychomotor retar- 
dation was not prominent in either patient. 

Although the origin of the striking hypoalgesia seen 
in the two patients is uncertain, it would seem to be 
related to a state of emotional indifference. Monitoring 
pain thresholds may identify such patients and 
provide an objective measure of their clinical state and 
response to therapy. 
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Psychophysiological Responses of Schizophrenic Patients to 


High and Low Expressed Emotion Relatives 


DAVID STURGEON, LIZ KUIPERS, RUTH BERKOWITZ, 
GRAHAM TURPIN and JULIAN LEFF 


Summary: Measurements of spontaneous fluctuations in skin conductance 
in 20 acutely ill schizophrenic patients were made in a video-tape studio. 
Recordings were made initially with the patient talking to an interviewer, then 
during a video-taped interview conducted with the patient's key relative. The 
Expressed Emotion (EE) of the patient's key relative had been measured 
previously. Significant differences in the type of spontaneous fluctuation activity 
between patients who had low EE and high EE relatives were demonstrated 
when the relative was present, but not when the relative was absent. The findings 
were not related to phenothiazine medication. 


There is good evidence that the emotional atmo- 
sphere in the home of schizophrenic patients, generated 
by the patient's key relative, exerts a significant 
influence on the course of schizophrenia (Brown et al, 
1962; Brown et al, 1972; Vaughn and Leff, 1976a). 
An index of Expressed Emotion (EE) in the patient's 
home can be derived from a semi-structured interview 
(the Camberwell Family Interview—Vaughn and 
Leff, 19766; Brown and Rutter, 1966) with the 
patient’s relative. The recorded interview can then be 
assesséd for the number of critical comments made 
and the extent of emotional over-involvement shown 
by the key relative. On the basis of these measures the 
relative is assigned to either a high EE or low EE 
group. 

Two studies demonstrated that the relapse rate over 
nine months in patients returning to high EE homes 
after discharge from hospital was of the order of 50 
per cent. Those returning to low EE homes had a 
relapse rate of less than 16 per cent (Brown et al, 
1972; Vaughn and Leff, 1976a) Social contact 
between patient and relative was assessed by calculat- 
ing the number of hours they spent in the same room 
together in a typical week. This measure is termed 
face-to-face contact. In those patients from high EE 
homes who did not take phenothiazine medication and 
who remained in high face-to-face contact with their 
key relative (above thirty-five hours per week) the 
relapse rate was as high as 92 per cent. For patients 
living in high EE homes who took phenothiazine 
medication and maintained face-to-face contact with 


their key relative at below thirty-five hours per week, 
the relapse rate approached that of the low EE group. ` 

Since the patient's home environment was linked in 
this way to relapse of schizophrenia, Tarrier et al 
(1979) measured psychophysiological responses in the 
patient, in the home as well as in the laboratory. In the | 
home face-to-face contact was reproduced by bringing 
the relative into the room during the recording, - 
whereas relatives were not involved in the laboratory 
recordings. 

The patients were tested on a variety of psycho- 
physiological measures both in the presence and the 
absence of their key relative in order to investigate the 
effect this might have on the patient's arousal. These 
recordings did show significant differences between 
patients from high and low EE homes. The most 
discriminating measure was the number of spon- 
taneous fluctuations (SF’s) in skin conductance (SC) 
per minute. In the absence of the relative both patient 
groups were highly aroused but the two groups were 
indistinguishable. After the relative had entered the 
room, the low EE patients rapidly habituated so that 
the number of SF's reached that of normal subjects. 
By contrast, the high EE patients did not habituate. 
Psychophysiological measurements made in the 
laboratory without the key relative failed to show any 
difference between patients from high and low EE 
homes. Thus, these workers were able to establish a 
link between a measure of emotional response in 
relatives of patients, with a biological index of arousal 
in the patients themselves. 
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The present study involves a partial replication of 
the above study. It differs in that patients were tested 
during an acute florid stage of their illness rather than 
in remission, recordings were made in a videotape 


studio, not in the patient's home, and the level of EE | 


was assessed about a week beforehand rather than 
several years previously. 


Method 

Twenty patients who were currently living with 
relatives and who were suffering an acute schizophrenic 
episode (either de novo or relapse) which required 
admission to hospital were included in the study. The 
Present State Examination (PSE) in conjunction with 
the Catego programme (Wing et al, 1974) was used to 
diagnose the patients as schizophrenic. The average 
age of the patients was 37.5 years, eight of them were 
in their first admission, and the mean duration of 
iliness was 5.8 years. Thirteen were male and 11 had 
been married at some time. Ten were currently living 
with their spouse, nine with parents, and one with her 
sister. The key relative in each case was interviewed 
using the modified form of the Camberwell Family 
Interview, and measures of EE were obtained. Eleven 
relatives were high EE and nine were low EE. All 
patients were in high face-to-face contact with their 
relatives (over thirty-five hours per week) as they had 
been selected for this feature for the purpose of 
another study. All but one were receiving pheno- 
thiazine medication. 

Each patient and his relative were asked to take 
part in a. videotaped interview while the patient was 
still-in hospital. If more than one relative was living 
with the patient, the relative who was in high face-to- 
face contact with the patient was selected. If both were 
in high contact the one with the higher EE level took 
part. Initially the patient only was taken into the 
vidéo studio and was asked to sit and relax whilst 
electrodes for recording SC were attached. 

A bipolar recording using a constant voltage (0.5 V) 
was made whereby domed silver/silver chloride 
electrodes were placed on the middle phalange of the 
first and second fingers of the left hand. K.Y. jelly 
(Johnson and Johnston) was used as the electrolyte 
medium. The electrodes were connected to an appa- 
ratus which was designed to directly monitor SC 
and which provided automatic back-off. Spontaneous 
fluctuation activity was obtained from the polygraph 
record. When it was clear that a satisfactory recording 
was being obtained the interviewer (D.S.) rejoined the 
patient for the next fifteen minutes and directed the 
conversation so that only neutral, non-arousing topics 
were discussed. After fifteen minutes the patient's key 
relative entered (the patient was warned of this one 
minute beforehand) and a semi-structured interview 


was then conducted. This interview, which lasted a 
minimum of 15 minutes, was based on the findings of 


© Creer and Wing (1975), and was designed to elicit 


critical and over-involved comments. The interview 
was video-taped to allow observations to be made of 
patient's and relative's verbal and non-verbal 
behaviour (Kuipers, in press). 


Results 


Following the procedure used by Tarrier et al (1979) 
the data were analysed thus: 


(1) A comparison between groups of the overall 
means. 


(2) Comparison between groups of the means 
‘without relative’ and ‘with relative’. 


(3) Within group comparison of the means ‘without 
relative’ and ‘with relative’. 


Comparison of the SF* rate in the two groups of 
patients for the whole thirty minute period of record- 
ing, and for the fifteen minute periods before and after 
the relatives' entry demonstrated greater activity in the 
high EE than the low EE patients, as shown in 
Table I and Fig 1, although in no case did the differ- 
ence reach statistical significance. 

This finding differs from that of Tarrier et a/ who 
found a significantly (P —0.01) greater amount of SF 
activity in the high EE group following the relative's 
entry. This may seem surprising in view of the fact 
that the magnitude of the differences between the 
means of the high EE and low EE patients is much 
greater in the present study than in the earlier one. 
The explanation ‘lies in the considerably larger 
variance in the SF rates of the acute patients from 
high EE homes in this study compared with the 
earlier measurements in remitted patients. Despite 
this, significant differences emerged from comparisons 
of SF rates between the two studies. It can be seen 
from Table I that in each of the three time periods the 
high EE patients in the present study have significantly 
higher rates of SF’s than the equivalent patients in 
the study of Tarrier et al. The low EE patients show 
no such differences. The data for mean values of SF’s 
are presented graphically in Fig 1, which includes data 
from the study of Tarrier et al for comparison. 

In order that changes over time could be taken into 
account, individual regression lines were calculated 
and compared between groups (a group of patients 
whose regression lines have a significantly negative 
mean slope is assumed to be showing habituation). 
This demonstrated a significant reduction in activity 


* A spontaneous fluctuation is a non-specific response with 
an amplitude of at least 0.02 micro-mhos. 
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TABLE I 
Group means for spontaneous fluctuations per minute of skin conductance 


Patients in remission Acutely ill patients 
(Tarrier et al) (Present study) t P 
Total 30 minute period 
High EE 5.9 16.5 2.28 « 0.05 
Low EE 5.5 7.4 1.13 n.s. 
15 minutes before relative's entry 
High EE 6.2 15.4 2.53 «0.05 
Low EE 6.7 8.3 0.78 ns. 
15 minutes after relative's entry 
High EE 5.8 2.00 0.05 
Low EE 4.4 6.5 1.50 n.s. 
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after the relative's entry for the patients from low EE 
homes (t = 6.35; P <0.001) but not for the high EE 
group (t — 1,87; P — ns) Neither group showed a 
significant reduction in activity before the relative's 
entry. When this analysis was applied to the data of 
Tarrier ef al, identical findings emerged (Table II). 


After the relative's entry SF activity was reduced in the 
low EE group (t = 2.5; P 0.05) but not in the high 
EE group (t — 0.48; P — ns). | 

The effect of phenothiazine medication on the SF 
rate was also examined. The average daily dosage at 
the time the recording was made was calculated for 
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TABLE II 
Mean slope of regression lines for spontaneous FUGO TIONS 
minute | 
Before — relativeenters — After 
High EE — .00756 — .14098 
Low EE  —.14896 — .24586* 
* P <(0.001 
Tarrier et al 
High EE .05909 .04903 
Low EE  —.01607 — .24071* 
*P «0.05 
TABLE Il 


Correlation coefficients between drug dosage in chlor- 
promazine equivalents and positive regression line slope value 


Before — relative enters — After 
High EE 0.37 0.29 
Low EE 0.08 0.30 
P = ns 
TABLE IV 


Correlation coefficients between drug dosage in chlorpro- 
mazine equivalents and number of spontaneous fluctuations] 


minute 
Before — relative enters — After 
High EE —0.36 -—-0.28 
Low EE  —0.03 0,13 
P = ns 


each patient in terms of chlorpromazine equivalents 
(Davis, 1976). Between group comparison was not 
significant (high EE = 1317.5 mgs, low EE = 1067.0 
mgs; t = 0,38, P = ns). Correlation coefficients were 
calculated between drug dosage in chlorpromazine 
equivalents and positive regression line slope value for 
the two groups (a positive correlation meaning that 
the higher the drug dosage the greater the positive 
value of the slope and hence the less habituation—see 
Table IID. 

None of these correlations approaches significance, 
demonstrating that drug dosage is unrelated to 
habituation. It was also found that drug dosage in 
chlorpromazine equivalents was not significantly 
related to the number of SF's per minute (Table IV). 






"comment 
| between SF activity before and after critical comments 
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In order that any possible effect of critical comments 


E SF activity could be investigated, the time of 
. critical comments was obtained from the videotape 
~. -recordings and the number of SF's occurring in one, 


nd three minute blocks before and after each 
was compared. No significant difference 


was demonstrated in either group. 

None of the following factors was found to differ- 
entiate between patients from high and low EE homes: 
age, sex, relationship of relative to patient, (parent, 
Spouse or other), duration of history, or PSE findings 
(the presence or absence of 38 specific syndromes 
encompassing both psychotic and neurotic symptoms). 


Discussion 

The results of this study confirm the findings of 
Tarrier et al that schizophrenic patients from low EE 
homes habituate to an experimental situation in the 
presence of their key relative, whereas those from high 
EE homes fail to habituate even over a period of 30 
minutes. Thus, the attempt at replication was success- 
ful, although there are important methodological 
differences between the two studies. In the study of 
Tarrier et al, recordings were made in the patient's 
home when the patient was in remission. In the 
present study the patients were in an acute episode of 
illness, and recordings were made in a videotape 
studio. Tarrier et a/ had suggested that environmental 
cues from the home might be important in eliciting the 
different types of response from the two groups of 
patients. The present study indicates that it is the 
social relationship between patient and relative that is 
the crucial factor and not the environmental setting. 

The phase of the illness was not found to influence 
the patterns of habituation, although it did exert an 
effect on the level of SF's shown. The high EE patients 
in the present study in an acute episode of schizo- 
phrenia had significantly higher rates of SF’s over the 
various periods of recording than the high EE patients 
in remission in the study of Tarrier et al. No such 
difference was found in the case of the low EE patients 
in the two studies. Since the patients participating in 
the two studies were different groups of individuals, 
it could be argued that they suffered from different 
types of schizophrenia, the patients in the present 
study being more severely ill. 

To check on this possibly, the mental state of the 
patients in this study was compared with the mental 
state of the patients in the earlier study examined at 
the time they were in an acute episode (Vaughn and 
Leff, 1976a). The two groups of patients were com- 
pared for the presence or absence of the 38 syndromes 
derived from the PSE. The two groups were found to 
differ significantly in respect to two syndromes only: 
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a significantly higher proportion of patients from the 
previous study showed symptoms of 'non-specific 
psychosis’ (P = .0036) and of ‘other symptoms of 
depression’ (P = .0187) than in the present study. The 
distribution of the syndromes specific to schizophrenia 
was virtually identical in the two groups. Hence the 
patients from the study by Tarrier et a/, if anything, 
showed slightly more pathology in the acute phase of 
their iliness than the present group of patients, so that 
the higher rates of SF's inthelatter cannot beexplained 
by a greater severity of their schizophrenia. 

Another explanation is prompted by the findings of 
two independent groups of workers. Frith et a/ (1979) 
conducted psychophysiological studies of patients 
participating in a trial of flupenthixol as treatment for 
acute episodes of schizophrenia. They found that 
patients who failed to habituate to a series of tones 
showed a poorer response to treatment than those who 
did habituate. Furthermore, the non-habituators 
demonstrated a significantly higher rate of SF activity 
than the habituators. In the study of Frith et al, 
habituation was defined in terms of the response to 
an auditory stimulus, whereas in the present series of 
studies habituation referred to a decrease in the 
patient’s SF rate during the course of social interaction 
with the experimenter and the key relative. Neverthe- 
less, it is possible that failure to habituate as defined in 
these two different ways may reflect the same under- 
lying process. 

Identical findings to those of Frith et al have been 
reported by Zahn et al (1975), who tested acutely ill 
schizophrenic patients on a variety of autonomic 
variables shortly after admission. The group of 
patients who showed minimal or no improvement 
during a four month stay differed from the group who 
did improve in that their SF rate was higher and 
habituation of their SC orienting response to tones 
was slower. The groups were indistinguishable 
clinically. 

Unfortunately, we did not assess the duration of 
symptoms in the acute episodes suffered by our 
patients, so that although we have demonstrated an 
association between high EE relatives and patients 
with high SF rates and failure to habituate, we cannot 
make a direct link with poor response to acute 
treatment. i 
The extent to which these psychophysiological 


responses.are peculiar to schizophrenia is uncertain. It 


is possible they may reflect some general trait of 
anxiety and would be found in other psychiatric 
conditions. Clinically, no difference was found 
between PSE anxiety ratings for the two groups in 
this study. Toone et al (1980) investigated electro- 
dermal activity in schizophrenic, anxiety state and 
depressed patients and found high SF rates in the 


schizophrenic and anxiety state groups. Patients with 
anxiety states had higher overall SF rates than 
schizophrenic patients. The pattern of response to 
visual stimuli did not distinguish between the two 
groups, but it is not known whether the psycho- 
physiological response to a social situation would be 
different. 

However, in the series of studies of EE conducted, a 
strong link has been established between high EE 
relatives and poor response to maintenance pheno- 
thiazines. We can begin to piece together a picture, 
which is undoubtedly speculative given our present 
state of knowledge, but which gives rise to testable 
hypotheses. 

Patients living with high EE relatives are subjected 
to stressful social interactions which produce a chronic 
state of high arousal. This builds up to the point at 
which the schizophrenic process is activated and florid 
symptoms appear. On admission to hospital these 
patients are found to have high rates of SF’s and to 
show failure to habituate. Their response to medi- 
cation in the acute phase of their illness is poor as 
shown in the studies of Frith et al and Zahn et al. 
Patients in low EE households are helped to habituate 
to stress by their relatives’ supportive attitudes. 
However, they can be precipitated into a schizophrenic 
episode by the occurrence of life events. Leff and 
Vaughn (1980) have shown that an excess of inde- 
pendent life events occurs in the three weeks preceding 
an episode of schizophrenia in unmedicated patients 
from low EE homes, but not in those from high EE 
homes. Recent life events produce rises in SF rates, 
as shown in the study by Tarrier et al, but in the low 
EE homes these are probably transient, due to the 
calming effect of the relatives. Thus, although life 
events may trigger a schizophrenic episode, by the 
time the patient is admitted to hospital, the SF rate is 
not as high as in those from high EE homes, and in 
addition the patients show habituation. These are the 
patients whose acute symptoms respond rapidly to 
medication, and who, since they return to low EE 
homes, will show a low relapse rate. They may well 
account for the clinical observation of an association 
between precipitating events and a good prognosis. 

This construction is intellectually satisfying in 
encompassing a number of experimental observations, . 
some well-established, others of the one-off variety. 
Clearly the latter type need replication but even more 
fundamental is the assumption that interaction with 
high EE relatives has a direct effect on increasing 
arousal in the patients and that this leads to the 
emergence of schizophrenic symptoms. The associa- 
tion between high EE relatives and high arousal in the 
patients can only be identified as causal by an experi- 
mental design in which high EE is reduced to low EE, 


DAVID STURGEON, LIZ KUIPERS, RUTH BERKOW 


with consequent changes in the patients' psychological 
responses. We are currently engaged in a study of this 
kind. The augmenting effect of high arousal on 
schizophrenic symptoms also needs to be demon- 
strated, and a variety of experimental approncnee are 
being explored. 


Acknowledgements 


We should like to thank Professor Malcolm Lader for his 
help and advice with the recording techniques, Roger Dow 
and Philip Creighton for constructing and maintaining 
the SCL monitoring equipment, and consultants at the 
Maudsley Hospital, St Pancras Hospital, and South 
Western Hospital for allowing their patients to take part 
in the study. 


References 


Brown, G. W., Moncx, E. M., CansrAms, G. M. & 
Wine, J. K. (1962) Influence of family life on the 
course of schizophrenic illness. British Journal of 
Preventative and Social Medicine, 16, 55-68. 

——— & Rutter, M. (1966) The measurement of family 
activities and relationships: a methodological study. 
Human Relations, 19, 241—63. 

— — BiRLEY, J. L. T. & Winog, J. K. (1972) Influence of 
family life on the course of schizophrenic disorders: 
a replication. British Journal of Psychiatry, 121, 241-58. 

Creer, C. & Wine, J. K. (1975) Living with a schizo- 
phrenic. British Journal of Hospital Medicine, 14, 
73-82. 

Davis, J. M. (1976) Antipsychotic medication. Archives of 
General Psychiatry, 33, 858-61. 






Z, GRAHAM TURPIN AND JULIAN LEFF 45 


FRITH, C. D., STEVENS, M., Jounstone, E. C. & Crow, 
T... (1 979) Skin conductance responsitivity during 
-acute episodes of schizophrenia as a predictor of 

: . symptomatic improvement. Psychological Medicine, 

9, 101-6. 











É KUIPERS, L. “Expressed emotion: some preliminary evidence 


. of construct validity (in press). 

Lerr, J. P. (1979) Developments in family treatment of 
schizophrenia. Psychiatric Quarterly, 51, 216-32. 

—— & VAUGHN, C. E. (1980) The interaction of life 
events and relative’s expressed emotion in schizo- 
phrenia and depressive neurosis. British Journal of 
Psychiatry, 136, 146-53. 

TARRIER, N., VAUGHN, C. E., LADER, M. H. & Lerr, 
J. P. (1979) Bodily reactions to people and events in 
schizophrenics. Archives of General Psychiatry, 36, 
311~15. 

Toone, B. K., Cooxe, E. & Laner, M. H. Electrodermal 
activity in the affective disorders and schizophrenia. 
To be published. 

VAUGHN, C, E. & Lerr, J. P. (1976a) The influence of 
family and social factors on the course of psychiatric 
illness. British Journal of Psychiatry, 129, 125-37. 

—— —— — (1976b) The measurement of expressed emotion 
in the families of psychiatric patients. British Journal 
of Social and Clinical Psychology, 18, 157-65, 

WiNG, J. K, Cooper, J. E. & Sartorius, N. (1974) The 
description and classification of psychiatric sympto- 
matology: An instruction Manual for the PSE and 
Catego System. London: Cambridge University Press. 

ZAHN, T. P., CARPENTER, W. T. & McGL.asHaN, T. H. 
(1975) Autonomic variables related to short-term 
outcome in acute schizophrenic patients. Paper 
presented to the Society for Psychophysiological 
Research. Toronto. Abstract published in Psycho- 
physiology (1975), 13, No. 2, p 166, 


David Sturgeon, M.A., B.M.. B.Ch., M.R.C.Psych., Senior Lecturer and Honorary Consultant Psychiatrist, Department 
. of Mental Health, School of Medicine, University College, London WC1 


Liz Kuipers, B.Sc., M.Sc., Research Clinical Psychologist, 


Ruth Berkowitz, B.A., B.Sc., Ph.D., Research Psychologist, 


Graham Turpin, B.Sc., Research Psychologist, 


Julian Leff, M.D., M. R.C.P., F.R.C.Psych., Assistant Director, MRC Social PCNA Unit, 


Institute of Psychiatry, De Crespigny Park, London SES 


(Received 22 May; revised 18 July 1980) 


Brit. J. Psychiat. (1981), 138, 46—50 


Physostigmine and Arecoline: Effects of Intravenous Infusions 


in Alzheimer Presenile Dementia 


J. E. CHRISTIE, A. SHERING, J. FERGUSON and A. Il. M. GLEN 


Summary : Physostigmine (0.25 mg-1 mg), arecoline (2 and 4 mg) and saline 
were administered intravenously over 30 minutes in a randomized double blind 
design to 11 patients with a clinical diagnosis of Alzheimer presenile dementia. 
Significant improvement was seen on a picture recognition test with 
physostigmine 0.375 mg and arecholine 4 mg. A trend towards improvement was 
also seen with physostigmine 0.25 mg and 0.75 mg, and arecholine 2 mg. For the 
majority of the patients improvement was only slight but in two patients it was 


clear cut and consistent. 


There is a deficit of the enzymes choline acetyl- 
transferase (CAT) and acetyl cholinesterase, parti- 
cularly in the hippocampus, in presenile and senile 
dementia of the Alzheimer type (Davies and Maloney, 
1976; Perry et al, 1977; White et al, 1977). This deficit 
in CAT correlates with the senile plaque count 
(Perry et ai, 1978) which has previously been shown to 
correlate with the mental test score of elderly de- 
mented and non-demented patients (Blessed ef al, 
1968). Muscarinic receptor binding, however, was 
normal in three separate studies using atropine, 
scopolamine or quinuclinidenyl benzilate (White et al, 
1977; Perry et al, 1977 ; Davies and Verth, 1978). 

In animal learning experiments drugs affecting the 
cholinergic system induce changes in storage and 
retrieval, and the amnesia induced by the centrally 
active muscarinic blocker scopolamine can be reliably 
reversed by the acetyl cholinesterase inhibitor physo- 
stigmine (Bartus, 1978; 1979), Cholinesterase inhibi- 
tors in animals can either facilitate or inhibit retrieval 
according to the dosage and timing of administration 
(Deutsch, 1971; 1979). Scopolamine impairs certain 
aspects of memory function in man (Ostfeld and 
Aruguete, 1962; Crow and Grove-White, 1973; 
Petersen, 1977) interfering with the acquisition of new 
information, memory storage and to a lesser extent 
retrieval from old stores but not immediate memory 
(Drachman and Leavitt, 1974; Drachman and 
Sahakian, 1979), Physostigmine and the muscarinic 
agonist arecoline can improve performance in serial 
learning and Buschke selective reminding tests 
(Buschke, 1973) in young and elderly normal subjects 
(Davis ef al, 1978; Sitaram et al, 1978a). Acute 


administration of choline has been reported as 
selectively enhancing serial learning of low imagery 
words (Sitaram et a/, 1978b). 

A number of open trials of choline chloride and 
lecithin granules (25 per cent phosphatidyl choline) in 
severe senile dementia suggest that these substances 
have little or limited effect (Boyd et al, 1977; Smith 
and Swash, 1978; Signoret et al, 1978). In less demen- 
ted patients Etienne et a/ (1978) have reported slight 
improvement in the Benson visual retention and 
associate learning test score while on lecithin. In a 
recent trial of choline and lecithin granules in strictly 
diagnosed presenile Alzheimer patients, there was a 
suggestion that the function (as measured by daily 
behavioural ratings) of the less demented patients was 
improved (Christie et al, 1979). 

The present study is designed to test whether 
Alzheimer presenile dements show improvement in 
memory with the acute administration of physostig- 
mine and/or arecoline. This double blind study forms 
the prelude to a double blind six-month crossover 
trial of choline/placebo or phosphatidyl-choline/ 
placebo with the design potential that the response to 
physostigmine and arecholine will predict a response 
to chronic treatment with choline or phosphatidyl 
choline. This is of particular interest as it has been 
shown that for tardive dyskinesia acute response to 
physostigmine predicts the response to chronic 
choline treatment (Davis and Berger, 1978). Multiple 
doses of physostigmine and arecoline are used since 
cholinomimetics only improve. memory at low doses 
and the exact dose level varies across individuals 
(Bartus, 1979). 
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Methods 


Eleven patients with a history of progressive 


dysmnesia with an onset under the age of 65 were 
diagnosed as suffering from Alzheimer's disease on 


clinical presentation. and after exclusion of other . 
possible causes of dementia (Glen and Christie, 1979). - 


The diagnostic criteria used are shown in Table I. All 
the patients included were out-patients of the Unit 
admitted for assessment prior to a double blind trial 
of phosphatidyl-choline. The degree of dementia 
varied but no severely demented patients were 
included. Three patients had only dysmnesic symp- 
toms and were living alone, unsupported in the 
community. The mean duration of symptoms was 
four years and either dyspraxic or dysphasic symptoms 
were present in the other patients. The patients gave 
their informed consent to the study, the details of 
which were also discussed with their relatives, and the 
study protocol was accepted by the Ethics Committee 
of the Royal Edinburgh Hospital. 

Physostigmine in doses between 0.25 and 1 mg in 
200 ml 0.9 per cent saline or 200 ml 0.9 per cent was 
infused intravenously at a constant rate over a 30- 
minute period in a randomized double blind design. 
Methscopolamine bromide, a peripheral muscarinic 
receptor blocker which has been reported not to affect 
memory function (Drachman, 1977), was injected 
subcutaneously in doses between 0.05 and 0.2 mg 
according to the dose of physostigmine or arecoline, 
20 minutes prior to the start of the infusion. A sub- 
cutaneous injection of saline was given prior to a 
saline infusion. Heart rate and the electrocardiogram 
were monitored throughout the test session. 

Repetitive testing of memory in demented patients 
presents many difficulties. Standard memory tests for 
normal subjects are usually inappropriate for the 
demented patient and it is vital to be able to adjust the 
standard of the test so that the patient can make a 
reasonable attempt and have scope for both improve- 


TABLE I 


Criteria used for the diagnosis of Alzheimer presenile 
dementia 





Onset under the age of 65 with dysmnesia as the initial 
feature. 

Steadily progressing dementia. 

Absence of a history suggestive of another type of 
dementia. 

Absence of focal neurological signs and hypertension. 

CT scan normal or showing cerebral atrophy and no 
additional pathology. 

EEG compatible with the stage of dementia. 

Normal haematological, biochemical and CSF screening. 

Normal ECG. 
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- ment and deterioration (Mohs and Davis, 1979). In 
this study a simple picture test was used (Shepard, 


1967). A series of coloured pictures (between 12 and 
20 according to the patient's performance in a test 


series) were shown one by one to the patient and he 


was asked to describe each of them in turn to make 
sure attention was maintained. These pictures were 
then mixed with an equal number of new pictures. The 
complete series was then shown and for each picture 
the patient asked whether or not he had seen the 
picture before, a point being given for each correct 
response. The picture test with a completely different 
set of pictures on each occasion was given before the 
infusion (baseline), after 15 minutes of the infusion, 
at 30 minutes when the infusion was stopped and 
finally at 60 minutes when any physostigmine effect 
would have been expected to be declining (Davis and 
Berger, 1978). Parallel forms of the test were used in 
each drug trial. Doses of physostigmine in excess of 
0.5 mg tended to cause nausea and were only utilized 
in the first five patients. 


Results 
The results are expressed as a change in the number 
of pictures correctly identified from the baseline 


Enhancement -— —» 


4 —— Decrement 





Minutes 


at-—— — infusion —————» 


Fic 1.—Effect of physostigmine. 











e @ = Physostigmine 0.25 mg (mean change 10 
patients); & — — — 6€ = Saline infusion (same 10 
patients) (NS); x X = Physostigmine 0.375 mg (9 
patients); X — — -— x = Saline (same 9 patients) (P 
«.02; A A = Physostigmine 0.375 mg (repeat in 6 
of the original 9 patients) (NS); A -— — — A = Saline 


(same 6 patients). 
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Fic 2.— Effect of arecoline. 
o @ = Arecoline 4 mg (7 patients); 6 — — — 6 
=: Saline (same 7 patients) (P < .05); x X cx Are- 
coline 2 mg (6 patients); x — — — x = Saline (same 6 
patients) (NS). 
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Minutes 


Fic 3.— The effect of physostigmine in a single patient. 








x x = Physostigmine 0.375 mg (3 separate in- 
fusions); © -O = Physostigmine 0.25 mg; 
AN A = Physostigmine 0.5 mg (nauseated); 





* 





* <x Arecholine2 mg; @ — — — @ = Saline (5 
separate infusions); P < .001. 


(pre-infusion) score. The significance of comparison 
between drug (15 and 30 minutes) and saline (15 and 
30 minutes) was derived from paired two-tail student's 
t tests. | 

In the saline placebo trials there was a consistent 
trend for performance to deteriorate during the testing 
session. Factors which might have contributed 
included waning concentration and the stress of the 
test situation. Physostigmine 0.25 mg tended to 
improve performance as compared with placebo in a 
group of 10 patients but this failed to reach significance 
(Fig 1). Administration of physostigmine 0.375 mg in 
nine patients resulted in a significant improvement 
(P «.02; t = 3.03, df 8). This dose was repeated in 
6 of the original nine patients with similar effects. 
The higher dosage is not illustrated but with physo- 
stigmine 0.5 mg in ten patients there was no tendency 
towards improvement or deterioration and several 
patients began to experience slight nausea. Only 5 
patients received physostigmine 0.75 mg and the 
usage of this and the 1 mg dose was stopped because 
of side effects. A trend towards improvement was 
seen with physostigmine 0.75 mg. 

Arecoline 4 mg also resulted in a significant 
improvement (P <.05; t = 2.85, df 6) in a group of 
seven patients (Fig 2). Arecoline 2 mg was only 
administered in six patients but the trend again was 
towards improvement. 

In the majority of patients, the improvement with 
physostigmine or arecoline was only slight. In two 
patients, however, there was a clear-cut and repro- 
ducible response. The dose response curve of the 
first patient is shown in Fig 3, the optimal dose 
0.375 mg physostigmine being twice repeated with 
similar effect. 


Discussion 


The effects of physostigmine and arecoline in 
these Alzheimer presenile dements appears similar to 
those in normal subjects, although the optimal dosage 
seems more variable. It is desirable to try a range of 
doses and to repeat testing using the optimal dose as 
compared with an additional placebo infusion. 

There is a suggestion that for a few patients there 
is a much more definite response to physostigmine 
spanning a wider dosage range. These patients are not 
clinically distinguishable by any particular pattern of 
deficits or duration of iliness and are not those with 
the least symptomatology or shortest duration of 
illness. It remains to be seen if these will be the 
patients who show a response to either oral choline 
or phosphatidyl choline. 

The improvement with either physostigmine or 
arecoline is in no way dramatic and memory function 
remains grossly impaired as compared with normal 
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= subjects. The narrow dosage range within which 
memory is potentiated by these drugs is a pertinent 
.. factor as there is a fine balance between potentiation 


and impairment. At present neither physostigmine nor 
arecoline offer a practical therapy for Alzheimer 
type dementia. 
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Growth Hormone and other Responses to Clonidine in 


Patients with Endogenous Depression 


S. A. CHECKLEY, A. P. SLADE and E. SHUR 


summary: The growth hormone response to clonidine was significantly less in 
10 drug-free patients with endogenous depression than in 10 normal subjects 
who were individually matched with the patients for age and sex. The hypo- 
tensive and sedative effects of clonidine in the two groups were similar. The 
findings may indicate a defect at central « adrenoceptors at least in neuro- 


endocrine systems. 


Neuroendocrine tests can provide an indirect 
measure of the sensitivity of « noradrenergic receptors 
in the brains of depressed patients. Drugs such as 
clonidine which stimulate « adrenoceptors stimulate 
the release of growth hormone (GH) in man (Imura et 
al, 1973; Lal et al, 1975; Lancranjan and Marbach, 
1977). Conversely drugs like phenoxybenzamine 
which block « adrenoceptors inhibit the release of GH 
(Blackard and Heidingsfelder, 1968; Heidingsfelder 
and Blackard, 1968; Buckler et al, 1969; Imura et al, 
1973; Nakai et al, 1973; Gold et al, 1978). 

For these reasons the GH response to clonidine is 
thought to result from the stimulation of « adreno- 
ceptors. Furthermore the receptors mediating this 
response are likely to be within the brain as the res- 
ponse is not influenced by division of the cervical cord 
in experimental animals (Ganong et al, 1978). 

Matussek (1978) has found impaired GH responses 
to clonidine in patients with endogenous depression 
and has concluded that these patients have a defect at 
« adrenoceptors. We came to the same conclusion in a 
study of neuroendocrine responses to  methyl- 
amphetamine (Checkley and Crammer, 1977; Check- 
ley, 1979). The present study was designed to confirm 
and extend Matussek's findings. As GH responses 
become attenuated with age and with change in 
 menopausal status (Checkley, 1980), we have meas- 
 ured GH responses to clonidine in depressed patients 
and in normal subjects who were individually matched 
with the depressed patients for age, sex and meno- 
pausal status. 

We have also measured the hypotensive and seda- 
tive effects of clonidine. Like the GH response these 
effects are likely to be mediated through the stimu- 
lation of « adrenoceptors as the responses are abol- 
ished by blocking these receptors (Schmitt et al, 1971; 


Cavero and Roach, 1978; Drew et al, 1979; Timmer- 
mans et al, 1979). The receptors in question are also 
thought to be within the brain (Reid et ai, 1977; 
Ganong et al, 1978). Therefore if depressed patients 
have a generalized defect at central « adrenoceptors 
they should have impaired GH, sedative and hypo- 
tensive responses to clonidine. 


Methods 
Patients and controls 


Depressed patients were selected who met the 
Research Diagnostic Criteria for endogenous de- 
pression (Spitzer et al, 1977) and who also had diag- 
nostic scores of 6 or more on the Newcastle Scale for 
diagnosing endogenous depression (Carney ef al, 
1965). None had other psychiatric or medical diag- 
noses. None had received any medication over the 
previous three weeks except for nitrazepam which was 
sometimes given to the patient as night sedation. For 
each patient, one normal subject of the same sex and 
menopausal status was selected, whose age was within 


5 years of the depressed patient. 


Clonidine tests 


51 


Patients were fasted overnight and at 9.30 a.m. a 
catheter was inserted into a forearm vein. For 30 
minutes or more no observations were made. Baseline 
observations were then made for 30 minutes. The 
clonidine (2 ug/kgm body weight) was diluted in 10 
mis normal saline and injected slowly over 10 minutes. 
Observations were continued for 90 minutes after 
starting the injection. Throughout the procedure pulse 
and blood pressure were recorded by one of the 
authors every 5 minutes. The patients rated their mood 
every 15 minutes using visual analogue mood scales, 
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labelled: alert-drowsy, calm-excited and happy-sad 
(Bond and Lader, 1974; Checkley, 1978). S.A.C. 
rated their mood objectively using the same scales and 
he also rated sedation every 5 minutes using a 9-point 
scale which was designed for the study. 
Five ml blood samples for GH estimation were 
taken every 15 minutes throughout the procedure. 


Assays and statistics 
The double antibody radioimmunoassay recom- 
mended by the supra-regional Assay Service was used 
10 
o Normal subjects 
9 e Depressed patients 


Median plasma growth hormone concentration (ng/ml) 
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Fic 1.—Median plasma GH concentrations in normal 

subjects and drug-free depressed patients, following the 


i.v. infusion of clonidine (2 ug/kg) between 0-10 minutes. 
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for GH estimations. This has a sensitivity of 0.15 
ng/ml and gave an intra-assay coefficient of variation 
of 10.1 per cent and an inter-assay coefficient of 
variation of 15.3 per cent. GH, sedative and hypo- 
tensive responses were measured as areas under the 
response-time curves following injection of the drug. 
The responses of the patient and control groups were 
compared using the two-tailed t-test or the Mann- 
Whitney statistic, whichever was appropriate. Patients 
and subjects with baseline plasma GH concentrations 
of greater than 3 ng/ml were excluded from the study. 


Results 


The 10 patients included 4 females of whom 2 were 
post-menopausal. The controls were the same. The 
mean age of the depressed patients was 44.7 years (SE 
4,2) and the mean age of the controls was 44.4 years 
(SE 4.8). 

The GH responses of the group of depressed 
patients (Fig 1) were significantly less than those of the 
normal subjects (P <.05, Mann-Whitney U-test). Of 
the 10 patient-control pairs, in 9 cases the response of 
the depressed patient was less than that of the age-sex 
matched controls, which is also statistically significant 
(P <.01, Wilcoxon's matched pairs signed-ranks test). 
Plasma cortisol concentrations showed no significant 
change in either group. 

As shown in Fig 2, the hypotensive effects of 
clonidine in the depressed and control patients are 
similar. No significant change in pulse rate was 
detected following the injection of clonidine. One of 
the older subjects suffered a prolonged vasovagal 
attack: he was excluded from the study and subse- 
quently the study was restricted to patients under the 
age of 50. (In current studies the dose of clonidine has 
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Fic 2.— Mean systolic and diastolic blood pressure ( -- SEM) in normal subjects 
and drug-free depressed patients, following the iv. infusion of clonidine (2 
ug/kg) between 0-10 minutes. 


$. A. CHECKLEY, A. P. SLADE AND E. SHUR 53 





30 i e Depressed 
o Normal 
20 
to 
Aiert 0 Fe ee OMNCM: MM MM CM ID ERE palT DEM: 
-30 Ü + 30 +60 490 
Time imi} 


Fic 3.—Mean self ratings (-- SEM) on a visual analogue 

scale labelled 'alert-drowsy' in normal subjects and drug- 

free depressed patients following the i.v. infusion of 
clonidine (2 ug/kg) between 0-10 minutes. 


been reduced to 1.3 ug/kg, and patients with a baseline 
BP of less than 110/80 are excluded from the study. 
Since this modification has been made no untoward 
reactions have occurred during more than 25 in- 
fusions). | 

No significant difference between patients and con- 
trols has been noted for changes in self-ratings of 
sedation (Fig 3) or for the various observer ratings, 
although all measures detected definite sedative effects 
in most patients and subjects. 


Discussion 


We have confirmed Matussek's (1978) finding that 
the GH response to clonidine is impaired in patients 
with endogenous depression and additionally we have 
shown that this difference remains significant after 
controlling for age and sex. We have yet to control for 
any non-specific effects of mental illness or of night 
sedation upon the responses. However Matussek's 
study appears to include such controls, and if our 
study is considered together with his, then it would 
appear that the impaired GH response to clonidine 
which is found in patients with endogenous depression 
may be directly attributed to the depression. 

If this is so then the findings can be interpreted as 
evidence of an « adrenergic defect as has been ex- 
. plained already. However, other possible explanations 
require consideration. It might be thought that de- 


pressed patients have a generalized defect of GH 
responsiveness to all stimuli: however the GH 
response to L-DOPA (Sachar et a/, 1975) is normal in 


depression, as may be the GH response to apo- 
"morphine (Frazer, 1975; Casper et al, 1977). Clonidine 


is known to stimulate H, histamine receptors (Audi- 
gier et al, 1976) and so it is possible that the GH 
response to clonidine is influenced by changes at 
histamine receptors, although it has yet to be shown 
that histamine influences GH release in man (Pontiroli 
et al, 1976). The present findings exclude the possi- 
bility that the impaired GH response to clonidine is 
secondary to impairment of the sedative and hypo- 
tensive responses, for these were normal in the de- 
pressed patients, Our findings can be interpreted as 
evidence of an « adrenergic defect in patients with 
endogenous depression. The same conclusion has been 
drawn from studies of cortisol responses to methyl- 
amphetamine (Checkley and Crammer, 1977; Check- 
ley, 1979) and GH responses to desipramine (Laak- 
man and Benkert, 1978). 

The second finding from this study is that the hypo- 
tensive and sedative effects of clonidine are apparently 
normal in depression. This finding is surprising as these 
responses also depend at least in part upon the stimu- 
lation of « adrenoceptors. One possible explanation 
for this paradox could arise from differing dose- 
response relationships for the different responses: to 
explore this possibility we are at present repeating the 
study using a smaller (and safer) dose of clonidine. 
Alternatively the « adrenoceptors within neuro- 
endocrine systems may be defective while adreno- 
ceptors in other brain regions are normal: the hypo- 
tensive effect of clonidine is thought to involve 
medullary structures such as the tractus solitarius 
(Chan and Koo, 1978; Sharma et al, 1978; Tadepalli 
and Mills, 1978; Rockhold and Caldwell, 1979: 
Zandberg et al, 1979). The GH response presumably 
results from an action upon hypothalamic or limbic 
regions. Another possibility is that different types of « 
adrenoceptors could be involved in the various 
responses (Langer, 1977). 

Finally, H, histamine receptors (Karppanen er al, 
1976; Finch et al, 1978; Borkowski and Finch, 1979) 
and acetylcholine receptors (Maj et al, 1975) are 
involved in the hypotensive effect of clonidine, while 
acetylcholine (Delbarre and Schmitt, 1971), if not 
histamine receptors (Vogt, 1977), are involved in its 
sedative effects. Changes in these systems might 
obscure the effect of possible changes in adrenergic 
systems, Each of these issues is open to experiment, 
either in depressed patients or in experimental animals. 
For the moment the simplest interpretation of these 
and other neuroendocrine studies is that they indicate 
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a possible « adrenergic defect at least in neuroendo- 
crine systems in patients with endogenous depression. 
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Neuropsychiatric Disturbances following Brainstem Lesions 


MICHAEL R. TRIMBLE and JEFFREY L. CUMMINGS 


Summary: Two patients are described who developed behavioural changes 
following brainstem injuries. Both patients had neuro-ophthalmological signs 
indicative of lesions of the rostral brainstem, which were confirmed by CT 
scanning. It is suggested that the behavioural changes were related to inter- 
ruption of nearby limbic, hypothalamic and reticular structures. 


Encephalitis lethargica, an inflammatory disorder of 
presumably viral origin, affected the midbrain and 
basal forebrain structures and was frequently followed 
in the postencephalitic period by a Parkinsonian 
extrapyramidal syndrome, eye movement abnorm- 
alities, and a variety of neuropsychiatric disorders 
(Lishman, 1978). Among the behavioural changes 
Obsessions and compulsions were the most striking, 
but affective disturbances, personality changes, and 
schizophreniform syndromes also occurred (Schwab 
et al, 1951; Sacks, 1973). Encephalitis lethargica is 
now exceedingly rare, and awareness of the psychiatric 
hazards of brainstem lesions has declined. Cerebro- 
vascular disease involving the vertebrobasilar system, 
currently the commonest cause of focal brainstem 
disease, is well-known to cause acute behavioural 
changes (Caplan, 1980), but the chronic neuro- 
psychiatric effects may go unrecognized. Furthermore, 
neuro-ophthalmological abnormalities, the hallmark 
of upper brainstem dysfunction, may easily be 
overlooked if not specifically investigated. We 
describe two patients who developed behavioural 
disturbances following upper brainstem injuries. We 
present them to call attention to the behavioural 
consequences of brainstem lesions, to indicate the 
neuropsychiatric significance of the anatomic struc- 
tures involved by the lesions, and to emphasize the 
importance of examining ocular motor function in 
patients with neuropsychiatric disorders. 


Case 1 


A 58-year-old male barrister was admitted to the hos- 
pital after being found unconscious at work. On examin- 
ation he was stuporous with occasional periods of arousal. 
Voluntary vertical gaze was impossible, and Horner's 
syndrome was present on the left. Motor tone and co- 
ordination and his deep tendon reflexes were normal. A 
cardiac arrhythmia characteristic of the 'sick-sinus' syn- 
drome was noted, and an atrial pacemaker was inserted. 
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He gradually recovered and was discharged from the 
hospital. At home a marked change in his behaviour com- 
pared to his premorbid activity was noted. He was lethar- 
gic, lacked motivation, and spent much of his time lying 
down or sleeping. He tended to overeat, put on weight, and 
occasionally had diurnal incontinence. There was a change 
in mood with lability and tearfulness, and he had per- 
secutory feelings that a plot against him was developing. 

There was no family history of psychiatric disturbance. 
Although during the war the patient had been discharged 
from the army with a label of ‘nervous breakdown’, he had 
no further psychiatric problems after leaving the service, 
and had been steadily employed in his profession. 

On examination six months after discharge from the 
hospital, he was emotionally labile and described lethargy, 
and depressive and persecutory feelings with suicidal 
ideation. His speech was slow and deliberate, but there was 
no dysarthria or aphasia. Vertical saccadic eye movements 
were abnormal. There was no volitional downgaze, and 
upgaze was limited. Oculocephalic reflex movements 
in the vertical plane were intact, but he was unable to 
converge. The rest of the neurological examination was 
normal Formal neuropsychological evaluation revealed 
slowness and difficulty sustaining attention. He had a 
verbal/performance discrepancy of 38 points on the 
Wechsler Adult Intelligence Scale (WAIS), and memory for 
visual and verbal material was poor. An EEG was mildly 
abnormal, with bilateral diffuse theta-range slowing, and a 
computerized tomographic (CT) scan demonstrated bi- 
lateral inferior thalamic infarcts (Fig 1). 


Case 2 


A 21-year-old female presented with sudden severe head- 
ache and loss of consciousness. On examination she was 
confused and irritable with a left extensor plantar response. 
In the next few hours she gradually deteriorated to a state 
of deep coma. A CT scan showed blood in the third ven- 
tricle and the frontal horn of the right lateral ventricle and a 
lucency in the upper brainstem. Cerebral angiography 
revealed a vascular abnormality in the region of the 
choroid plexus of the third ventricle. She was treated con- 
servatively with bed rest and dexamethasone. Her level of 
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consciousness gradually improved, but she was noted to 
have restricted eye movements in both vertical and horizon- 
tal planes. 

One year later she had her first psychiatric admission 
although for several months prior to this had been behaving 
inappropriately, showing irritability and loss of weight. On 
examination her mental state fluctuated between hyper- 
and hypo-activity and a diagnosis of manic-depressive ill- 
ness was entertained. Over the ensuing months, however, 
her behaviour deteriorated. She became more withdrawn, 
developed a fear of imminent death associated with 
suicidal ideas, and was unable to manage her home and 
children. Her unstable mood evolved into a flattened affect 
with disinhibition and an empty euphoria. Auditory hallu- 
cinations typical of Schneiderian first-rank symptoma- 
tology occurred. Her concentration was poor, and she 
complained of difficulty with her memory. 

On examination five years after the intraventricular 
haemorrhage, her eye movements were still defective. Up- 
gaze and convergence were limited, and pupillary responses 
were abnormal. She had bilateral upper lid retraction. A 
rotating striped optokinetic target elicited convergence- 
retractory nystagmus. She had a mild extrapyramidal syn- 
drome with slight loss of associated movements and in- 
creased limb tone, but was otherwise neurologically in- 
tact. Formal testing of her intellectual ability showed a 
verbal IQ of 86 and a performance IQ of 76. This was 
considerably below her predicted premorbid IQ of bright 
average, and the pattern of the WAIS sub-test scores 
indicated a marked degree of intellectual deterioration. An 
EEG was normal, and a CT scan showed an arteriovenous 
malformation of the right thalamus. 





Fig 1.—CT scan of Case 1 showing bilateral inferior 
thalamic infarcts (arrow indicating one side only). 


Discussion 

The two patients presented had neuro-ophthal- 
mological signs indicative of focal lesions in the 
pretectal region that were confirmed by CT scanning. 
In each patient there was an acute onset with impair- 
ment of consciousness, and recovery was followed 
immediately, or after a delay of several months, by 
disturbances of behaviour. 

The first patient had a supranuclear ophthalmo- 
plegia characterized by loss of voluntary eye move- 
ments in the vertical plane. Volitional downgaze was 
more severely impaired than upgaze, and reflex 
vertical eye movements were preserved. This com- 
bination of ocular motor disturbances is produced by 
a lesion involving the ventral tegmental area (VTA) of 
the midbrain (Fig 2). The lesion is bilateral, including 
posterior peri-third ventricular regions, and interrupts 
descending ocular motor pathways medial and dorsal 
to the red nucleus (Christoff, 1974; Halmagyi et al, 
1978). The CT scan in this patient confirmed the 
bilateral subthalamic location of the lesion (Fig 1), 
most likely due to an embolic infarction in the 
territory of the mesencephalic branch of the basilar 
artery. 

The neuro-ophthalmological signs of the second 
patient included complete failure of upgaze, pupillary 
abnormalities, lid  retraction, and  convergence- 
retraction nystagmus. This syndrome arises from 
damage around the Sylvian aqueduct, in the region of 
the pretectal nuclei and the posterior commissure 
(Hatcher and Klintworth, 1966; Christoff, 1974). 
Her CT scan demonstrated the lesion in the upper 
midbrain region, and revealed an arteriovenous 
malformation in the adjoining right thalamus. 

The altered behaviour in the first patient was 
apparent immediately after his release from the 
hospital and remained stable during the six months 
of observation. Formerly a practising barrister, the 
patient became withdrawn, apathetic, and hyper- 
somnolent, and had paranoid ideation. The second 
patient developed a complex neuropsychiatric dis- 
order beginning insidiously six to twelve months after 
her intraventricular haemorrhage, and presenting 
originally as a fatuous euphoria punctuated by acute 
depressions and suicide attempts. She deteriorated 
gradually over a five year period into a schizophreni- 
form state associated with a flattened affect, hallu- 
cinations, and a decline in intellectual ability. Repeat 
CT scans showed no change in the brainstem lesion 
or vascular malformation, and no evidence of recurrent 
haemorrhage. 

The lesions in these two cases were located in brain 
areas implicated in behavioural mechanisms. The 
location of the infarct in the first patient was similar 
to that described by French (1952) and Segarra (1970) 
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Fic 2.—Cross-sectional diagram of the rostral midbrain at the pretectal level demonstrating the VTA and adjacent 
structures. C = n. of Cajal; D = n. of Darkschewitsch; LGB = lateral geniculate body; M = mammillary bodies; 
P = posterior commissure; R = red nucleus; SN = Substantia Nigra; VTA = ventral tegmental area. 


in patients with akinetic mutism, a state which they 
attributed to interruption of the ascending reticular 
arousal system. This suggests that the continuing 
apathy and withdrawal of our patient represented a 
partial akinetic state, secondary to disruption of 
ascending reticular influences. To our knowledge, the 
long-term behavioural consequences of such vascular 
lesions have not been reported previously. 
Hypoarousal would not explain all the behavioural 
changes in the first case, however, and in the second 
patient arousal was disturbed only in the acute phase 
of the illness. Her lesion occupied the peri-aqueductal 
region of the midbrain, and damage must have 
included the ‘limbic-midbrain’ structures (Nauta, 
1958) in the region of the VTA. The latter occupies the 
baso-medial midbrain, dorsal to the substantia nigra 
(Fig 2) and is continuous rostrally with the lateral 
hypothalamus. It borders on the ventral peri- 
aqueductal gray substance, the dorsal raphe nuclei, 
and other nuclei of the limbic midbrain. These 
structures connect with more cephalad limbic struc- 
tures, including the nucleus accumbens septi, 
amygdala, and the anterior hypothalamus (Nauta 
et al, 1978). The VTA contains ascending nor- 
adrenergic, serotonergic, and dopaminergic trans- 
mitter pathways, originating in the brainstem nuclei 


and projecting to diencephalic and forebrain struc- 
tures (Ungerstedt, 1971). Since alterations in the 
availability of such transmitters are thought to play a 
major role in affective disturbances and psychoses 
(Schildkraut and Kety, 1967; Snyder et al, 1974), 
lesions in this region disrupt not only structures 
crucial to eye movements, but also behaviourally 
significant neuronal systems. 

In addition to encephalitis lethargica and vascular 
brainstem lesions the combination of behavioural 
alterations and eye movement abnormalities has been 
noted in a variety of clinical situations, including the 
Wernicke-Korsakov syndrome (Victor, Adams and 
Collins, 1971), brainstem tumours (Fulton and 
Bailey, 1929; Cairns et al, 1941), subcortical dementing 
processes (Albert et a/, 1974), and during electrical 
stimulation of the midbrain (Nashold et al, 1969). 
Recently, observations of abnormal patterns of eye 
movement and blinking in schizophrenic patients 
suggested a relationship between schizophrenia, 
brainstem areas concerned with ocular motor activity, 
and ascending dopaminergic systems (Stevens, 1978). 

The neuropsychiatric disturbance in the second 
patient had a delayed onset and followed a deteriorat- 
ing course. This pattern occurs in other neuro- 
psychiatric disorders including the abnormal 
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behavioural states associated with postencephalitic : ) 
Parkinsonism (Lishman, 1978) and the schizophreni- = 


form psychosis of temporal lobe epilepsy (Slater and 
Beard, 1963). The course of these disorders suggests 


an ongoing neurochemical or neurophysiological . 


- process, initiated by the static structural lesion. 
In summary, reports of two patients with neuro- 


„psychiatric disorders following brainstem lesions are | 
suggesting an aetiological relationship - 
- between the behavioural change and the lesions. . m 


Neuro-ophthalmological signs and CT scans precisely Ns W. J. H. (1958) Hippocampal projections and 


localized the lesions to regions containing limbic, 


reticular and hypothalamic structures. Recognition of. - du “SMITH, C. P. FAULL, R. L. M. & Domesicx, V. B. 


the chronic behavioural consequences of mesodi- 
encephalic lesions is important not only for a better 
understanding of brain-behaviour. relationships, but 
also to anticipate the full extent of the ensuing 
psychiatric disabilities. 
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The DSM-III Concept of Schizophrenia 


By HERBERT A. FOX 


Summary : 


The development of DSM-III is traced from the Feighner Criteria 


through Spitzer's Research Diagnostic Criteria. The specific criteria for the 
diagnosis of schizophrenia are listed, and the symptoms which contribute to the 
diagnosis are categorized. Differences from the DSM-III concept are highlighted, 
and the complicated question of schizoaffective disorder is discussed. The 
DSM-III resolutions to the major controversies in the study of schizophrenia are 
outlined. Finally, the major strengths and weaknesses of the DSM-III approach 


are assessed. 


The DSM-III concept of schizophrenia differs in 
important ways from the DSM-H concept of the 
disorder. This paper will critically examine the 
elements of the DSM-III concept and describe the 
aims and perspectives of its authors. 

The most important influence on the character of 
DSM-4II was the work of Eli Robins and his research 
group at the Washington University in St Louis. 
Robins et al worked for many years to develop a 
valid and reliable system of diagnostic classification 
for psychiatry that would allow meaningful a 
comparison of research findings among different 
investigators. The achievement of such comparison 
required the common use of formal diagnostic 
criteria. Robins and his colleagues believed that these 
should be based upon research findings rather than 
simply upon clinical judgment and experience. 
Accordingly, they conducted a large number of 
studies over several years and, on the basis of their 
data, derived a series of specific diagnostic criteria for 
14 psychiatric disorders. These criteria have come to 
be known as the Feighner criteria, named after the 
senior author of the paper describing their work 
(Feighner et al, 1972). 

The Feighner criteria are rigorous ones, reflecting 
the authors' research interest in establishing homo- 
geneous diagnostic groups. It is generally assumed 
that homogeneity is a requirement for sound research 
design (Buchsbaum and Haier, 1978). The purer the 
groups being compared, the more significant and 
valuable are the results of research. 

The Feighner criteria were derived on the basis of 
Robins’s five criteria for establishing diagnostic 
validity (Robins and Guze, 1970): (1) Clinical 
description—By considering aspects of the clinical 


picture other than signs and symptoms, e.g. age at 
onset, sex, race, etc., a disorder can be more precisely 
and narrowly defined; (2) Laboratory study— This is 
obviously of great importance in establishing validity. 
Unfortunately consistent studies are not yet available 
for psychiatric disorders; (3) Delimitation from other 
disorders —By providing specific exclusion criteria for 
each diagnosis, disorders with similar symptoms can 
be more clearly distinguished; (4) Follow-up studies— 
The persistence of a diagnosis over time suggests its 
validity. Markedly different outcomes for a given 
disorder question its validity; (5) Family study— 
Increased incidence of a disorder among family 
members supports its validity. These five criteria, as 
will be seen, play a central role in the structure of 
DSM-III. 

The next major step in the development of DSM-III 
was the creation of the Research Diagnostic Criteria 
(RDC). Working in collaboration with Robins and 
Endicott, Spitzer developed the RDC for use in an 
National Institute of Mental Health (NIMH) colla- 
borative project on the psychobiology of depression. 
The RDC is an elaboration, expansion and modi- 
fication of the Feighner Criteria. It added 16 categories, 
provided non-mutually exclusive sub-categories, and 
refined the inclusion and exclusion criteria. The 
purpose of the RDC was to enhance diagnostic 
agreement among research centres. Since diagnostic 
disagreement results primarily from the use of different 
criteria, the development of widely accepted, sound, 
operationally defined, and reliable criteria was 
considered crucial (Spitzer et al, 1975). 

The criteria developed for the RDC have been 
utilized—with modifications—in DSM-11H. In general 
DSM-III criteria are less stringent, reflecting their 
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general clinical rather than specific research purposes. 
Several studies have confirmed their relatively high 
reliability (Spitzer et al, 1978). 


Schizophrenia 


DSM-III defines schizophrenia as a mental disorder. 
with a tendency toward chronicity which impairs 


functioning and which is characterized by psychotic 
symptoms involving disturbances of thinking, feeling 
and behaviour. 


~ The definition was shaped by a number of different . 


goals: to improve reliability; to reflect recent research 
findings; to relate diagnosis more closely to prognosis 
and treatment; to minimize the stigma of labelling; 
to achieve clinical acceptability while reducing 
differences with European colleagues; and to allow 
the clinician to express diagnostic uncertainty (Spitzer 
et al, 19782). 

There are six specific criteria for the diagnosis of 
schizophrenia: (a) Certain psychotic symptoms (see 
below); (b) Deterioration from a previous level of 
functioning in such areas as work, social relations and 
self-care; (c) Continuous signs of the illness for at 
least six months, including an active phase of psychotic 
symptoms. The six months may include prodromal 
and residual phases during which symptoms like 
withdrawal, peculiar behaviour, impaired functioning 
and blunted affect are present but overt psychotic 
symptoms are absent: (d) Onset before age 45; (e) Not 
due to affective disorder; (f) Not due to organic 
mental disorder or mental retardation. 

The list of specific symptoms—any one of which is 
sufficient to satisfy the symptom criterion—is very 
broad and is drawn from a number of sources includ- 
ing the work of Bleuler (1950), Schneider (1959) and 
the IPPS (Carpenter et a/, 1973). The symptoms can 
be grouped in the following four categories: (1) Any 
delusion, except jealousy or persecution. Most of 
Schneiders First Rank Symptoms (delusions of 
control, thought broadcast, thought insertion and 
thought withdrawal) and other bizarre delusions are 
emphasized; (2) Delusions of jealousy or persecution, 
if accompanied by auditory hallvcinations; (3) Any 
repeated auditory hallucinations of more than one or 
two words whose content is not related to depression 
or elation. Again, two of Schneider’s most important 
auditory hallucinations are emphasized (two or more 
voices, and voices keeping up a running commentary 
on the person’s thoughts or behaviour); (4) A formal 
thought disorder (incoherence, loosening of asso- 
ciations, markedly illogical thinking, or marked 
poverty of content of speech), if accompanied by flat 
or inappropriate affect, hallucinations or delusions 
(of any kind), or catatonic or other grossly dis- 
organized behaviour. A thought disorder alone— 


presumably because of its low reliability—is not 
sufficient. Similarly, bizarre behaviour and flat or 
inappropriate affect alone are excluded for purposes of 


diagnosis. 


The DSM-III definition of schizophrenia eliminates 


. Several entities included in the DSM-1I concept of the 
. disorder. Syndromes which look like schizophrenia, 


but which last less than six months are called schizo- 
phreniform disorder, and are classified elsewhere. 
Schizophreniform disorder has been separated from 
schizophrenia because of research evidence that it 
may be associated with a greater likelihood of emo- 
tional turmoil and confusion; a better prognosis; a 
tendency toward acute onset and resolution; more 
likely recovery to premorbid level of functioning; 
and no increased incidence of schizophrenia among 
family members (Task Force, 1980). Psychotic 
syndromes of less than two weeks duration which 
follow a significant psychosocial stressor are also 
excluded and are called brief reactive psychosis. 

Borderline or latent schizophrenia and simple 
schizophrenia, as they lack psychotic symptoms, are 
also excluded. These entities are diagnosed borderline 
or schizotypal personality disorder. Schizophrenia-like 
syndromes of late onset—particularly the involutional 
paraphrenias—are excluded as well. Such entities will 
be diagnosed paranoid disorder or atypical psychosis. 

Organic mental disorder or mental retardation, and 
affective disorder are specifically excluded. The 
exclusion of the former is relatively obvious and 
straightforward. The exclusion of affective disorder is 
complicated and problematic. This exclusion raises the 
question of how syndromes with features suggestive of 
both schizophrenia and affective disorder are to be 
classified. 

The term schizoaffective was coined by Kasanin 
(1933) to describe such cases. Ever since, controversy 
was raged over whether schizoaffective disorder 
(SAD) represents a variety of schizophrenia, a variety 
of affective disorder, some combination of both, or a 
completely distinct third psychosis. Part of the 
confusion has been the failure to define SAD pre- 
cisely. gus 
In an earlier draft (Task Force, 1978) DSM-III 
defined SAD as a disorder in which a full affective 
syndrome (depression or mania) preceded or developed 
concurrently with typical schizophrenic symptoms 
(e.g. delusions of control) Preoccupation with 
non-affective hallucinations or delusions, or the 
persistence of such symptoms after the resolution of 
affective symptoms, also established the diagnosis. 

In the final draft of DSM-III the category schizo- 
affective disorder was significantly narrowed. Most 
patients with mixtures of schizophrenic and affective 
symptoms are now to be diagnosed schizophrenia or 
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affective disorder. The category schizoaffective dis- 
order has been left devoid of criteria (the only such 
diagnosis in the nomenclature) because of the authors' 
inability to achieve consensus on its definition. It is a 
wastebasket category for cases in which ‘the clinician 
is unable to make a differential diagnosis with any 
degree of certainty between affective disorder and 
schizophreniform disorder or schizophrenia’. (Task 
Force, 1980, p. 202). 

DSM-IH asserts that affective symptoms are 
consistent with a diagnosis of schizophrenia and that 
schizophrenic symptoms are consistent with the 
diagnosis of affective disorder. The distinction for 
syndromes with both kinds of symptoms rests upon 
course. If schizophrenic symptoms precede, or 
follow a brief course of affective symptoms, the 
diagnosis is schizophrenia (or schizophreniform 
disorder) or schizophrenia with superimposed atypical 
affective disorder. In general, use of such multiple 
diagnoses is encouraged. 1f affective symptoms 
precede schizophrenic symptoms, the diagnosis is 
affective disorder (bipolar manic or major depression) 
with mood incongruent psychotic symptoms. Mood 
incongruent means not typically associated with a 
mood disturbance (e.g. persecutory delusions, bizarre 
delusions). Finally, if the mood incongruent psychotic 
symptoms dominate the clinical picture when the 
affective symptoms are no longer present, the diagnosis 
is schizoaffective disorder. 

The DSM-HI codes for subtypes of schizophrenia 
essentially retain the standard subtypes, despite an 
absence of data to substantiate their usefulness or 
validity (Carpenter and Stevens, 1979). Based upon 
cross-sectional symptom profiles, schizophrenia may 
be classified as disorganized (hebephrenic), catatonic, 
paranoid, undifferentiated, and residual. The latter 
category is reserved for patients with a history of at 
least one episode of schizophrenia with psychotic 
symptoms who present with some continuing evidence 
of the illness (e.g. blunted affect, withdrawal, etc.) but 
without prominent psychotic symptoms. 

Finally, DSM-HI allows for the classification of the 
course of the iliness: subchronic (less than two years); 
chronic (more than two years); subchronic with 
acute exacerbation; chronic with acute exacerbation: 
and in remission. The latter category is for patients 
with a history of schizophrenia who are currently free 
of all signs of the illness. 


Discussion 
The DSM-III concept of schizophrenia entails 
resolutions to several controversies. These resolutions 
are heuristic and for the most part unvalidated. 
Generally they reflect. the authors’ assessment of 
current schizophrenia research. They also reflect the 


compromise of varying aims, interests and perspec- 
tives. so Xie. 

The classic controversy in the study of schizophrenia 
involves the narrow, Kraepelinian definition of the 
disorder (a deteriorating disease) versus the broader, 
Bleulerian definition (a disease with several possible 
outcomes). The DSM-HI resolution falls somewhere 
in-between. By requiring six months' duration, the 
authors suggest that schizophrenia is a disorder with a 
tendency toward chronicity. On the other hand, 
deterioration is not considered inevitable. 

A variation of this controversy involves the universal 
observation that some schizophrenic patients do 
poorly and others do well. Are both groups truly 
schizophrenic or do those with more favourable 
outcomes suffer a different illness? By classifying 
schizophreniform disorder among the 'psychoses not 
elsewhere classified’ rather than among the schizo- 
phrenias, DSM-III tilts toward the latter position. 
Since patients with schizophrenia can have favourable 
outcomes, however, the distinction is blurred. 

Another related question is whether the briefer and 
more chronic forms of the disorder (or the two 
separate disorders) are distinguishable on the basis of 
symptoms. Langfeldt, who coined the term schizo- 
phreniform disorder, thought so (Fox, 1978). DSM- 
HI says no. Schizophrenia and schizophreniform 
disorder are distinguished by duration alone. 

Kraepelin set the stage for the second major con- 
troversy by dichotomizing functional mental disorder 
as dementia praecox and manic-depressive disease. 
How are conditions with features suggestive of both to 
be classified? The DSM-IH resolution again tem- 
porizes. By classifying most patients with mixtures of 
schizophrenic and affective symptoms as schizophrenia 
or affective disorder, the Kraepelinian dichotomy is 
reinforced. On the other hand, by defining a narrow 
entity called schizoaffective disorder and classifying 
it separately the principle of a separate, or third 
psychosis is suggested. 


Comment 

DSM-1II's atheoretical approach to classification, 
extensive descriptions of disorders, and multi-axial 
system constitute significant nosologic advances. Its 
most important innovation is the provision of 
specific operational criteria for diagnosis. Use of the 
criteria—-based as they are upon research findings and 
modified through extensive field trials and the 
involvement of large numbers of organizations and 
individuals—is likely to render American diagnostic 
practice more thoughtful, more precise, more valid and 


J more reliable. 


The value of the narrowed DSM-III concept of 
schizophrenia is moot. The increased homogeneity of 


— of the concept remains to be firmly established. 
=. Moreover, the categories of affective disorder an 
~~ atypical psychosis to which many of those excluded: 


'this group will likely contribute to more meaningfu 
Schizophrenia research. On the other hand, the validity 


will be re-assigned, will burgeon. 


The least satisfactory aspect of the DSM-IIT 3 
treatment of the psychoses is the classification of 
those acute and episodic disorders with features ^ 
Fox, H.-A, (1978) Bleuler, Schneider and schizophrenia. 


suggestive both of schizophrenia and affective 


disorder. By assigning most such cases to schizo- 


phrenia or affective disorder, DSM-III may obscure 


the uncertainty surrounding such patients, and- 


diminish the possibility of further clarifying their 
correlates (McGlashan and Carpenter, 1979). 

No systern of classification is perfect. Nosologic 
systems are approximations which reflect changing 
ideas and knowledge (Campbell, in press). The authors 
-of DSM- acknowledge that disorders cannot be 


sharply distinguished one from another, and that 


boundaries are often vague and imprecise. Not 
surprisingly, DSM-III is least satisfactory where the 
state of the art is most confused. Nonetheless, DSM- 
IH is a powerful and significant achievement. 
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Solitary Psychosis — Three Cases of Monosymptomatic Delusion 
of Alimentary Stench Treated with Behavioural Psychotherapy - 


By M. D. BEARY and J. P. COBB 


Summary: 


Three cases of monosymptomatic delusion of alimentary stench are 


described. Each patient was referred for behaviour therapy as a last resort, after 
extensive medical investigation for halitosis or flatulence and failure of other 
psychiatric treatment. Two of the patients showed clinical improvement after 
treatment, sustained at follow-up. Monosymptomatic delusion is now a treatable 


condition and is important to diagnose. 


A small group of patients suffer from a solitary 
delusional symptom only. Such delusions often have a 
hypochondriacal nature, and because of the clearly 
defined and encapsulated content can be subdivided 
according to their mode of presentation (Munro, 
1980). Bebbington (1976) has reviewed the literature 
and pointed out the intractable quality of the con- 
dition. One of his two patients committed suicide. 

One form of presentation, usually coming first to the 
dentist or gastro-enterologist, is the conviction that the 
patient is producing a foul smell from either the 
mouth or the anus (Pryse-Phillips, 1971). Recent case 
reports suggest that pimozide may be of value 
(B.M.J., 1978), although controlled trials have not 
yet been performed. 

This combination of marked disruption of day to 
day behaviour, and an otherwise intact personality 
structure, suggests that some patients might respond 
toasymptom-oriented behavioural approach. 

This paper describes three young patients who 
presented with flatulence (Cases 1 and 2) to a gastro- 
enterologist, and halitosis (Case 3) to a dentist. 

Several reports in the literature have described 
delusions successfully treated with behavioural 
psychotherapy (Milton et al, 1978; Watts et al, 1973). 


Patients 
Three patients recently attended hospital, com- 
plaining of alimentary stench. They all gave a history 


of extensive medical investigation before the psycho- 


logical nature of their condition was realized. Each 
had a solitary delusion that they stank either of flatus 
or of bad breath. (Case 2 believed both that he stank of 
flatus and of bad breath) Each patient lived an 
unhappy and largely isolated life; they were referred 
by other psychiatrists in the hospital for behaviour 


therapy as a last resort. The characteristics of the 
patients are summarized in Table I. 


Treatment 


Detailed behavioural assessment allowed tailoring 
of individual treatment packages. Patients were 
asked to identify aspects of behaviour which were 
causing disability and which would become targets in 
treatment. For instance, patient 3 was unable to talk 
while close to other people without either averting her 
head or covering her mouth with her hand because of 
her halitosis. They were asked to keep a diary, 
recording the frequency of such behaviours and the 
amount of associated distress on a 0-8 scale of 
severity. 

Direct behavioural treatments were exposure in vivo, 
exposure in fantasy, massed practice, response 
prevention and habit cost (Stern, 1978). The therapist 
demonstrated the imaginary nature of the stench by 
modelling interactions and by róle playing certain 
target social situations. 

Indirect behavioural treatments included assertive 
training, discussion and advice concerning family, 
social and sexual problems. 


illustrative Case 


A.H. was a suspicious man of 28 who lived alone 
and had believed that he stank of flatus for twelve 
years because of an incompetent anus, He was 
convinced that people knew when he had pressure in 
his rectum; this belief was confirmed by hand or facial 
movements they unconsciously made, and which also: 
meant that they ‘knew’ him in a deep way beyond 
description. This made him extremely anxious; he 
was even anxious when alone because he 'knew' 
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TABLE Í 


Patient number 





M M F Sex 





12 12 8 Duration of illness (years) 


S S M Marital status—single or married 





No Yes No Previous psychotic breakdown 





Yes No No  Previoussuicide attempt 


Yes Yes Yes Previous analytic psychotherapy 

















Yes No Yes Previous antidepressant therapy 
Yes Yes Yes Previous phenothiazine therapy 
li Nil 10 Direct behaviour therapy (BT— 
No. sessions) 
No Yes No Indirect behaviour therapy 
Yes Yes No Improvement after BT 
Improvement maintained at follow- 


Yes Yes No 





himself. He had attempted suicide four years prior to 
referral. 


Avoidance 


As a consequence, A.H. was unable to socialize, to 
date women or seek promotion at work. Public 
houses and the office canteen were particularly 
important meeting places to be avoided. 


Previous therapy 


He was referred by another psychiatrist in the 
department for behaviour therapy as a last resort. He 
had had extensive surgical investigation for flatulence, 
had undergone one year’s analytic psychotherapy, 
had been treated with tricyclic antidepressants and 
with phenothiazines, all without improvement. 


Assessment 


A.H. was a thin, depressed man, whose outstanding 
clinical signs were his total absence of eye contact and 
his need to sit at the far side of the room from the 
therapist. After constructing a hierarchy of situations 
in which the passing of wind provoked anxiety, he 
was asked to keep a diary to make base-line measure- 


ments of his condition. This demonstrated his 
flatulence frequency to be within normal limits 
(Sutalf, 1979). 


Treatment 


The major component of his treatment was exposure 
in fantasy to his own farts in the situations on his 
hierarchy. Daily homework between sessions involved 
repeating the previous therapy from memory. In 
addition, thought stopping was tried, but proved 
unsuccessful. 

An initial intensive programme of five sessions of 
70 minutes each was given over 10 days. This was 
followed by six sessions over 24 months. 


Measurements and progress 


Initially, he was asked to rate anxiety and avoidance 
for four targets, each.on a 0-8 scale. Total score: 25. 

During each of the first five sessions, he was in a 
state of high arousal with a pulse rate of 140, respira- 
tion rate of 40 and self-rated anxiety level of 8/8. The 
session was continued until subjective and physio- 
logical measures showed he had habituated. Para- 
doxically, there appeared to be no carry-over of 
learning between sessions. 

He was reassessed by another therapist, two weeks 
after this initial, apparently useless treatment. He had 
continued his homework, and reported feeling better; 
his hierarchy total score was now 20. A further six 
sessions of exposure in fantasy were arranged and in 
addition a taped relaxation programme was started. 


Follow-up 


Five months after initial assessment, he was much 
improved and satisfied with his condition. He was now 
able to go to public houses, to eat in the office canteen, 
and had changed his job to seek promotion. At 
interview, he made good eye contact and admitted to a 
7 lb weight gain. 

His target score was now 15, but despite con- 
siderable behavioural improvement, his delusion 
persisted. People still ‘knew’ him, but he did not 
mind very much. He was offered the opportunity of 
joining a social skills group to make further progress, 
and this was enthusiastically accepted. 


Results 
These are shown in Table I. 


Discussion 
Two out of the three patients described here with 
solitary delusion responded to behavioural techniques. 
Both of these retained their delusion with reduced 
intensity, but therapy separated social behaviour from 
delusion. The active ingredient of therapy is unclear; 
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mere therapist contact is unlikely to have been the 
agent of change. All patients had had previous 
therapy, which in two cases was on dynamic lines. 

It is possible that exposure enables the patient to 
alter behaviour patterns, even though the disturbed 
ideation persists. Avoidance behaviour may reinforce 
delusional thinking, as often happens in obsessive- 
compulsive and phobic neurosis. Once the link between 
behaviour and ideation has been challenged and the 
abnormal behaviour reduced, it is possible that the 
delusion may gradually wane, due to lack of be- 
havioural nourishment. 

Pimozide may have a place in treatment of this 
condition (Riding et al, 1975; Reilly et al, 1978). 
However, Munro (1980) states that relapse occurs 
rapidly after drug withdrawal. Pimozide is likely to 
have a primary effect on the delusional mental 
processes whereas behavioural psychotherapy has a 
more peripheral action. Consequently it might be 
predicted that the two might have a complementary 
effect. This needs to be tested in further controlled 
studies. 

Unnecessary medical investigation or surgical 
intervention has been the chief danger of the condition 
in the past. Now, the chief danger is failure to diagnose 
monosymptomatic delusion and not to instigate 
effective treatment. | 
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Variables as Predi f Outcome 


BRUCE J. ROUNSAVILLE, MYRNA M. WE AN and BRIGITTE A. PRUSOFF 


Summary: This paper evaluates the predictive power of two classes of variables 
which are thought to be related to psychotherapy outcome: patient character- 
istics assessed at the start of treatment, and process characteristics of the psycho- 
therapy. The treatment was Short Term interpersonal Psychoatherapy which was 
performed with ambulatory patients during a major depressive episode as 
defined by Research Diagnostic Criteria. Univariate correlations indicate that 
patients with generally healthier functioning on the Prognostic Index received 
better ratings on measures of psychotherapy process and experienced greater 
improvement in depressive symptoms and social functioning. However, in a 
multiple regression analysis, patient characteristics accounted for 64 per cent of 
the variance in treatment outcome, while psychotherapy process variables were 


not predictive of outcome. 


There is increasing evidence from controlled 
clinical trials as to the efficacy of specific psycho- 
therapies for ambulatory depressives. (Weissman, 
1979). However, not all depressives improve. Identi- 
fication of those premorbid, clinical or diagnotics 
characteristics or elements of the therapy which corre- 
late with its clinical effectiveness might help clinicians 
to guide the choice of treatment, or revise treatment 
methods, to suit the needs of different types of patients. 

In the current study we shall examine two different 
types of possible predictors of outcome: the socio- 
demographic and clinical characteristics of patients 
at the outset of treatment, and process characteristics 
of the psychotherapy itself. The relationship of these 
two classes of variable with each other and with the 
outcome of treatment will be explored. 


Method 

Data for the current study were derived from a 
two-hospital collaborative clinical trial evaluating the 
efficacy of tricyclic antidepressants and of short-term 
interpersonal psychotherapy, separately and in 
combination, in ambulatory depressed patients. Full 
details of the study are presented elsewhere (Weissman 
et al, 1979; DiMascio et al, 1979). 

Acutely depressed ambulatory patients of either 
sex, aged 18-65, who were referred to either clinic 
were eligible for the study. They entered it if they met 
the criteria for non-bipolar, non-psychotic, primary 
major depression in the schedule for affective disorders 


(SADS) interview (Endicott er al, 1978), using 
Research Diagnostic Criteria (RDC) (Spitzer et al, 
1978). In addition the illness had to be characterized 
by a depressive mood of at least two weeks' duration 
and of sufficient intensity to score seven or more on 
the Raskin Depressive Scale, range three to fifteen 
(Rasxin et al, 1969), 

After a one-week evaluation period, patients were 
randomly assigned to one of four treatments which 
were carried out for 16 weeks of the study. These were: 

(i) Psychotherapy alone, consisting at minimum 
of once-weekly, 50-minute individual sessions 
with. a psychotherapist. This was short-term 
interpersonal psychotherapy (IPT) focussing on 
the patient's current life situation and social 
functioning. The techniques and strategies for 
IPT have been described in a training manual 
(Klerman et al, 1979). 

(ii) Pharmacotherapy alone, consisting of 100-200 
mg of amitriptyline daily in flexible divided 
doses. 

(iii) Combined IPT and pharmacotherapy. 

(iv) A treatment-on-demand control group, with a 

. maximum of one 50-minute therapy session per 
month. The nature and feasibility of the control 
group has been described in detail (DiMascio 
et al, in press). 

Since our work focusses on the process of psycho- 
therapy and its relationship to treatment outcome, 
only patients receiving psychotherapy, either alone or 
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in combination with pharmacotherapy, are included in 
the current analysis. Moreover, in order to isolate any 
potentially significant relationships between the 
characteristics of the psychotherapy process and its 
outcome, only those patients who completed more 
than eight weeks of psychotherapy are included. Of 
96 patients who entered the study treatment, 48 were 
randomly allocated to a psychotherapy cell and 36 
completed eight or more weeks of psychotherapy. 

Depressive symptoms were measured on the 
Hamilton depression scale, based on a clinical 
interview (Hamilton, 1960). Social function was 
evaluated using the social adjustment scale self-report, 
a 48-item questionnaire assessing performance in the 
following roles: (a) marital, (b) occupational, (c) 
parental, (d) social and leisure and (e) extended 
family. Global prognostic factors were measured 
using the prognostic index (Auerbach et a/, 1972) with 
five underlying dimensions: (a) aptitude for psycho- 
therapy, (b) emotional freedom, (c) acute depression, 
(d) general emotional health and (e) intellectual 
achievement. 

Except for the prognostic index, all the assessments 
were made by a clinical psychologist (master's level) 
who was unconnected with the patient'z treatment and 
did not know which kind he was receiving. They were 
made immediately before treatment was begun and 
again after 16 weeks, or at termination if this was 
earlier. The prognostic index judgments were made at 
the beginning of treatment by the psychiatrist con- 
cerned on the basis of the first clinical interview with 
the patient, and were not repeated. 


Psychotherapy process assessments 


Variables relating to the process of psychotherapy 
were recorded on the problem oriented Treatment 
Schedule form, described elsewhere (Neu ef al, 1978), 
by the psychotherapist immediately after each 
treatment session. Three aspects of the psycho- 
therapeutic process will be considered in this report: 
techniques used, topical focus and attendance. 

Techniques. Eight techniques were recorded, accord- 
ing to the percentage of the total time spent using 
them. 

(i) Non-judgmental exploration. Listening to the 
patient and non-verbally encouraging him to 
talk. 

(ii) Elicitation. Active questioning by the therapist. 

(iii) Clarification. Rephrasing the patient's state- 

ments to help the patient understanding them 
fully. 

(iv) Direct advice. 

(v) Decision analysis. Encouraging the patient to 

consider alternative methods of dealing with 
problems. 


(vi) Insight development. Helping the patient 
become aware of previously unrecognized 
maladaptive patterns of thinking and behaving. 

(vii) Facilitation of affective response. Encouraging 
the patient to discuss emotion-laden issues. 

(viii) Otber, unspecified techniques. 

For the purpose of data analysis techniques were 
divided into only three categories: (i) Exploratory 
techniques—elicitation and non-judgmental explor- 
ation, (ii) Decision techniques—decision analysis and 
direct advice, (iii) Reflective techniques—clarification, 
insight development and affective response. All other 
techniques accounted for less than 1 per cent of 
treatment time. 

Topical focus. In IPT the patient and therapist 
agree in early sessions to focus primarily on one 
problem area because of time limitations. Topics 
discussed, in 10 categories, were recorded as the 
percentage of total therapy time spent discussing 
each. For this report the amount of time spent 
discussing the primary problem area will be analysed, 
as being an indicator of the patient's and the thera- 
pist's ability to focus the treatment. 

Attendance. Attendance was recorded as the number 
of sessions with the therapist. It included scheduled 
psychotherapy hours and unscheduled contacts 
between scheduled visits, initiated by either the 
patient or the therapist. 


Hypothetical relationships between 

psychotherapy process and outcome 

IPT is a short-term psychodynamically-oriented 
psychotherapy, which is intended to bring about 
improvement in defined problem areas of the patient’s 
current interpersonal functioning. The goal is to help 
the patient develop more effective strategies for 
handling interpersonal problems. Within this goal, 
it is hypothesized that discussion of other problem 
areas, and non-reflective or non-decision-oriented 
discussion of material, will have a relatively non- 
specific effect. In contrast, focussing upon agreed 
problem areas, helping the patient make useful 
decisions and facilitating the patient’s reflectiveness, 
regarded as theoretically important, comparatively 
specific features of psychotherapy should be related 
to positive therapeutic outcome. Although these 
behaviours are somewhat under the control of the 
therapist, a skilful therapist takes into account the 
patient's ability to benefit from their use, employing, 
for example, reflective techniques more frequently 
with a more psychologically-minded patient. The 
presence of desirable psychotherapy behaviours is an 
indication that treatment is moving and not stalled in 
comparatively general discussion. 

In the analysis below, the following aspects of the 
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psychotherapeutic process are hypothesized to be © 
related to positive outcome: more use of reflective _ 
and directive techniques, less use of exploratory |. 
techniques, a greater number of sessions, and a higher 

percentage of total time spent focussing on agreed - 


problem areas. 


| Statistical analysis 
. Three classes of variables are considered below: 
predictor variables (i.e. patient characteristics evalu- 
ated at the start of treatment), psychotherapy process 
variables, and outcome variables. The relationships 
between pairs of individual measures of the three 
types were first evaluated using the Pearson product 
moment coefficient. Next, in order to relate the initial 
characteristics of the patients to the therapy process 
and the therapeutic outcome, a multiple regression 
analysis was carried out, The pre-treatment char- 
acteristics included in the analysis were. (i) the two 
base-line symptom and social adjustment measures 
and (ii) the five prognostic index factors. The process 
variables included in the analysis were (i) the dis- 
cussion of major problem areas and (ii) techniques of 
psychotherapy. Techniques of psychotherapy were 
transformed for the multiple regression analysis to 
include one variable which contrasted exploratory 
techniques with all other techniques used, and a 
second variable which contrasted reflective technique 
with directive technique. This transformation was 
necessary because the original ratings were percent- 
ages, adding up to 100. 

Sums of squares obtained in the regression analysis 
were used to allocate the. variance between initial 
patient characteristics and the psychotherapy process. 


Results 


The sociodemographic characteristics of the group 
are displayed in Table I, which indicates that the 
patients were mostly white married women from a 
wide range of ages and socioeconomic groups. 

Patients had an average of 14 psychotherapy 
sessions, and spent only 34 per cent of the time 
discussing the major problem areas. The therapist 
used exploratory techniques for 65 per cent, decision 
techniques for 15 per cent and reflective techniques 
for 19 per cent of the time. Thus most of the time in 
psychotherapy was spent discussing non-defined 
issues. | 

As shown in Table Il, sociodemographic char- 
acteristics were not significantly predictive of either 
process or outcome. Higher initial levels of depressive 
symptoms were related to greater use of exploratory 
techniques, less frequent use of decision techniques, 
more discussion of the major problem areas and higher 
final levels of depressive symptoms. Duration of 
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TABLE I 


E ociodemographic characteristics of the depressed outpatient 





(n = 36) 
No. of patients — 

Sex 

Male mas. 4 

Female 32 
Race N- 

White 35 

Non-White | i 
Social class* 

L H, U1 21 

IV, V 15 
Age | 

Less than 30 ; 13 

30-39 10 

40 and up B 
Marital status 

Single 7 

Married 20 

Separated/divorced 9 





* Based on Hollingshead 2 factor index of social position. 


current depression was not predictive of either process 
or outcome. Poorer initial social functioning was 
predictive of poorer social functioning at the end of 
treatment. Prognostic index factors—particularly 
general emotional health—were highly predictive of 
less subsequent use of exploratory techniques, more 
use of decision and. reflective techniques, less time 
spent on major problem areas, and better outcome on 
symptoms and social functioning. 

As shown in Table HI, the therapy of patients whose 
depressive symptoms subsequently improved was 
characterized by less use of exploratory techniques, 
more use of decision techniques and less discussion of 
major problem areas. None of the process measures 
was significantly related to final ratings of social | 
functioning. =. . 

Several initial patient characteristics, notably 
lower depressive symptom level, more adequate 
social functioning, better general emotional health 
and greater aptitude for psychotherapy, have been 
found to be significantly related both to desirable 
psychotherapy behaviours and to a better psycho- 
therapeutic outcome. Also several psychotherapy 
process features, in particular more use of decision 
techniques, less use of exploratory techniques and less 
focus on primary problem areas have been found to 
correlate significantly with a favourable outcome. In 
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TABLE II 
Relationship between initial patient characteristics and psychotherapy process and outcome 


Process measures 


Initial patient characteristics Exploratory Decision 


Sociodemographic variables 


Age 12 .07 

Education .21 — .05 

Occupational level 13 — .01 
Depressive symptom level 

Hamilton total Pi ag -—.36* 
Duration of depression in weeks .26 .03 
Social functioning 

SAS-SR pretreatment .14 .04 
Prognostic index 

Aptitude for psychotherapy — .G9*** AE 

Emotional freedom — ,52** 19 

Acute depression ~ 45 .12 

General emotional health -.70*** .36* 

Intellectual achievement ~~ .A1* .18 


S À—À— 


Outcome measures 


Major prob- Total no. 


Reflection lem area session (SAS-SR) (Hamilton) 
22 „05 —. jii  -.07 .10 
.30 — .09 — 18 .24 .30 

— .26 .08 — .04 .22 .06 

—.23 ore — 42 19 .36* 
.29 10. —,18 .09 .30 

—-.27 .06 — .04 5544 .12 
.60*** — — 29 .06 —.02 — ,39* 
,S3*** 19 Q0 Ol — 17 
.05 . 10 — .04 — 19 — ,39* 
515" — ,44** 22 — ,38* -—- .67*** 
45** — 12 18 —.31 — .38* 


Higher score = more impairment, except for the aspects of the prognostic index where it indicates less impairment. 


*** P001; **P <.01;*P «,05; TP « .10. 


Tage H 


Correlation of process measures with psychotherapy outcome 
(n = 36) 


Status at 16 weeks 


Hamilton 
. Process variable total SAS-SR 

Techniques | 

Exploratory 49** .20 

Decision-making — ,42* — 13 

Reflection m (24 — 15 

Decision-reflection .07 —.03 
Topics | 

Discussion of major problem l 

areas . X907 17 
Tol number of sessions attended — .05 — . — .22 


| Higher — = more impairment 


(^— **P«.01;* P «.05 


separately run analyses the pre-treatment patient 
characteristics, the psychotherapy process features and 
the final treatment outcome appear all to correlate, 
but the meaning of their relationship is unclear. 

Three possible models to explain the interaction 
between the three factors are: 

Model 1 The favourable initial patient characteris- 
tics are predictively useful insofar as they indicate 
those patients with whom the therapist will perform 
useful therapeutic activities, which in turn are believed 
essential to the improvement of symptoms. Thus, the 
curative factor in treatment is the performance of 
certain psychotherapy behaviour, and initial prog- 
nostic indices are useful primarily because they detect 
patients Who can participate in the work 9f. psycho- 
therapy. 

Model 2 'The favourable initial patient gharien: 
tics are useful as outcome predictors independently 
of their being predictive of therapist psychotherapy 
behaviour. Performance of certain psychotherapy 
activities also leads to improvement independently of 
the relationship of these activities to prognostic 
indices. In other words, both initial capacity for 
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improvement and performance of desired psycho- = 
therapy behaviour can be determinants of improve- E. 
. ment during psychotherapy, but neither is essential for zd ind 
improvement and they can occur independently of 
one another. Patients with favourable prognostic. 
features may not elicit desirable psychotherapy - 
behaviours from the therapist, and may get well ~ 
anyway, while patients initially rated as poor candi- ous 
the effect of including. both factors in | thi equation 
‘would be that the relationship between prognostic 


dates may elicit desirable psychotherapy behaviours 
and get better in treatment. 

Model 3 Initial patient characteristics are useful 
predictors of clients who experience more improve- 
ment in treatment and with whom the therapist will 


perform desirable therapeutic activities. However, the _ 


relationship between the performance of desirable 
therapeutic activities and the improvement of symp- 
toms and social adjustment is significant only when 
initial patient characteristics are controlled. According 
to this model, what is essential for improvement 
during treatment is being a 'good' patient in the first 
place. If this is the case, the patient will elicit desirable 
therapy behaviours and will also get better, but the 
therapy behaviour is not essential to the improvement. 

To test the applicability of the three models, a 
multiple regression analysis was run which included 
prognostic index factors, symptoms and social 
adjustment at the beginning of psychotherapy and 
psychotherapy techniques as independent variables, 
and depressive symptoms and social adjustment at 
the termination of psychotherapy as dependent 
variables. It was argued that, if the first model were 
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ortect, the relationship between process odas and 
ou (come would remain Merge when prognostic 





f ktora and picado measures to outcome would 
fected by including these factors simultane- 


indices and psychotherapy outcome would remain 
high while the relationship between process measures 
and outcome would be diminished. 

As displayed in Table IV, the data support the third 
model. When the treatment outcome considered was 
social adjustment, the initial level was the best 
predictor of the level at 16 weeks. General emotional 
health, emotional freedom and intellectual achieve- 
ment were the other three factors which significantly 
predicted social adjustment at 16 weeks. The therapy 
techniques did not show an independent relationship 
to outcome. When the symptom status at 16 weeks 
was considered, the only significant outcome predictor 
was general emotional health. 

Thus, while the prognostic index is successful at 
predicting those who will have good outcomes and 
with whom the therapist will behave in desirable 
ways, the features of the psychotherapy process are 
not independently related to, and hence not essential to, 
good outcome. Despite the hypothetical importance 
of reflectiveness, decision-making and topical focus 


TABLE IV 


Multiple regression analysis of predictor and process measures and treatment outcome 


(n = 36) 





Social adjustment (16 wks) 


Depressive symptoms (16 wks) 





Independent variables (SAS-SR) Hamilton total 
SAS-SR initial level ,6]*** — 02 
Hamilton total initial level .27 | .05 
Prognostic index 

Aptitude for psychotherapy .28 —.16 
Emotional freedom . 39* | — 17 
Acute depression .09 — 25 
General emotional health .49* — ,60** 
Intellectual achievement TIT | —.23 
Psychotherapy process variables 
Exploratory 12 .06 
Reflective vs. directive AZ — .13 
Major problem area .09 25 





*** P < 001; ** P «.01; * P « .05 
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in short-term interpersonal psychotherapy, these 
factors do not predict improvement when patients' 
pre-treatment clinical states are controlled. 

Sums of squares obtained in the regression analysis 
were used to partition the variance between initial 
patient variables and therapy process variables. This 
analysis showed that initial patient characteristics 
accounted for 64 per cent of the variance in treatment 
outcome and 61 per cent of the process variables used 
in this equation. However, process variables were not 
predictive of treatment outcome. 


Discussion 


The prognostic index as a predictor of process and 
outcome 

A striking finding of this study was the predictive 
power of the prognostic index rating made by the 
psychotherapist after the initial psychotherapy session. 
Both desirable psychotherapy behaviour, such as 
greater use of reflective techniques, and better treat- 
ment outcome in respect of symptoms and of social 
functioning were highly correlated with this initial 
rating, in particular with the global rating of general 
emotional health. This finding is of interest, for several 
reasons: 

(i) The prognostic index measures, particularly of 
general emotional health, are psychodynamic in 
nature, based on such features of the patient as coping 
style, need for punishment and adequacy of inter- 
personal relationships. More factual and descriptive 
measures, such as sociodemographic characteristics, 
the prognostic index factor of intellectual achievement 
and the initial levels of depressive symptoms were 
comparatively less useful as predictors of outcome. 

(ii) The therapist, as the rater of the prognostic 
index, was able to denote the patients who would 
both a more favourable psychotherapeutic process 
and a better outcome. Therapists’ ability to detect 
good candidates for psychotherapy has been ques- 
tioned (Luborsky et al, 1979; 1980). In the present 
study the therapist, if given a structured format for 
his judgment, proved more successful in predicting 
the outcome of psychotherapy than other raters who 
did not use this structured format, for instance the 
patient or the independent evaluator. Initial ratings 
made by the therapist might have turned into self- 
fulfilling prophecies, either because the therapist 
behaved differently during the therapy on the basis of 
his initial rating or because he simply rated sessions 
as more productive, However, it is less likely that the 
therapists initial rating would bias the independent 
evaluator's measurement of improvement in symptoms 
and in social functioning. 

(iii) The direction of prediction indicated that 
patients judged to be more emotionally heaithy and 


to have less severe symptoms at the outset of treatment 
were those most likely to improve in short-term 
psychotherapy. Reviews of psychotherapeutic prog- 
nostic factors support the proposition that among 
identified patients seeking treatment, the initially 
healthier respond better (Luborsky ef al, 1971). In 
the present study, the brevity of treatment may have 
been an additional feature. making it useful primarily 
to those patients who were, generally, functioning 
adequately but who had become depressed because 
of circumscribed adverse life events. As has been 
reported elsewhere (Prusoff et a/, 1980), patients in 
our study who had situational depressions were more 
likely to respond to psychotherapy than those without 
an identifiable precipitant. 

(iv) The magnitude of the correlation between 
prognostic index ratings and process and outcome 
measures is somewhat higher than that reported by 
Luborsky et a/ (1979) as characterizing both their own 
studies and those reviewed in a comprehensive 
evaluation of the literature. These authors state, “for 
patients who start psychotherapy, predictions of 
benefit obtained by the end of treatment are only 
minimally accurate, in that they account for 5 per 
cent-10 per cent of the variance in outcome”. In the 
current study the accuracy of prediction was sub- 
stantially higher, which may reflect important design 
differences from other studies. In an 1deal experiment, 
for an independent variable to be identified as 
influencing a dependent variable, it is best that all other 
factors be held constant. This is not possible with 
psychotherapy, as many possibly relevant variables 
are uncontrolled across different cases with different 
therapists. However, in most previous studies even 
such potentially controllable variables as the length 
of treatment or the patient's diagnosis have varied 
widely. In the current study, a specific form of treat- 
ment was applied to a homogeneous group of de- 
pressed patients over a specified limited course of 
treatment. Because such potentially important con- 
founding issues were controlled, the predictive power 
of relevant measurements may have been made more 
evident. 


The relationship between psychotherapy process and 
outcome 


When initial patient characteristics were controlled 
none of the psychotherapy process measurements was 
significantly predictive of outcome. Findings of a 
previous study (Jacobson et al, 1977), using this 
therapy and similar measures of process, support the 
current finding that there is no significant relationship 
between reflectiveness and outcome. In studies of other 
psychotherapies, Gomez-Schwartz (1978) found no 
significant relationship between the therapist's use of 
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psychodynamically-orientated exploratory techniques 
and the outcome. Sloane et al (1975) found a negative 


^^ relationship between frequency of interpretative 


statements and improvement in target symptoms. In 
contrast Malan (1976) reported that the frequency of 
transference interpretations was related to a better 
treatment outcome in brief psychotherapy. 

Despite these largely negative findings, reflectiveness 
and decision-making may be seen as desirable in 
themselves, independent of other results of treatment, 
because they may be carried on by the patient outside 
the treatment setting. However, given the strong re- 
lationship between process behaviours and prognostic 
indices, the desirable treatment behaviours may be not 
so much a representation of these patients' response to 
treatment as an indication of how relatively healthy 
people interact with psychotherapists. 

The lack of an independent relationship between 
process measures and outcome may reflect limitations 
of the methods for measuring processes in psycho- 
therapy. First, the ratings may have been biased 
because they were made from memory by the therapists 
themselves after each session. Second, the areas of 
process measured were limited, and did not include 
aspects that have recently been shown to be sig- 
nificantly related to treatment outcome, such as the 
therapeutic alliance (Luborsky et al, 1976) or the 
patient's degree of involvement in treatment (Gomez- 
Schwartz, 1978). However, in the present study, some 
measured process factors appeared to be related to 
treatment outcome when univariate statistics were 
used, and it was only when initial patient char- 
acteristics were controlled that these relationships 
were seen to be non-significant. Those investigators 
who have reported significant relationships between 
process measures and outcome (Gomez-Schwartz, 
1978; Malan, 1976; Luborsky, 1976) have not 
statistically controlled for patient characteristics. 
Given the current findings, it becomes important in 
future research to evaluate the multiple possible 
determinants of psychotherapy outcome in order to 
assess the relative importance of apparently significant 
relationships among single pairs of variables. 

In this study, the failure of the process measures to 
be significantly related to treatment outcome can be 
seen as supporting the view that psychotherapy is 
effective through non-specific aspects of treatment, 
such as the provision of support and the instillation 
of hope in patients with comparatively mild conditions 
(Frank, 1974). Thus, although short-term inter- 
personal therapy was originally devised to help 
patients learn to improve social functioning in 
.. Specific ways, those aspects which are unique to this 
* treatment may be less important than aspects shared 

with other treatments. Two recent studies support 


the view that curative factors of psychotherapy are 
unrelated to specific therapeutic techniques. Zeiss, 
Lewinsohn and Munoz (1979) have noted homo- 
geneously good results from differently focussed 
behavioural therapies for depression, and Strupp and 
Hadley (1979), comparing psychotherapy given by 
professional and non-professional counsellors, found 
that the results of both were comparable and were 
generally favourable. 

 . However, in order rigorously to test the value of 
different psychotherapeutic techniques, studies are 
needed which either systematically vary them or 
which compare therapies with demonstrably different 
techniques. A large study of the latter type, the 
National Institute of Mental Health Psychotherapy of 
Depression Collaborative Research Program, which 
compares cognitive behaviour therapy and short-term 
interpersonal psychotherapy, is currently being 
undertaken. 
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Vulnerability Factors and Depression in Men 


ALEC ROY 


Summary : 


In a matched controlled study of 71 depressed men, parental loss 


before 17 years, poor marriage, and unemployment were found to be vulnerability 


factors associated with depression in men. 


As the result of a study of women in the com- 
munity, Brown and his colleagues (1975; 1977), 
described four vulnerability factors which are thought 
to increase the chances for a woman to develop 
depression in the presence of a life event or difficulty. 
They are: parental loss before 17 years of age— 
particularly loss of mother before the age of 11; 
presence at home of three or more children aged less 
than 14, a poor non-confiding marriage, and lack of 
full or part-time employment. These factors were 
found more commonly in the working class than in the 
middle class depressed women. Roy (1978), in a 
matched controlled hospital study, independently 
found these vulnerability factors present in female 
psychiatric patients with neurotic depression. The 
factors were again found more commonly in the 
working class depressed women. 

These vulnerability factors have to date only been 
described in depressed women. The aim of this study 
was to see if any of these vulnerability factors were 
associated with depression in men. 


Subjects and Method 


From October 1977 to May 1980 a consecutive 
series of 71 white depressed men, 21 in-patients and 
50 out-patients, aged between 18 and 65 years, were 
seen at the Clarke Institute of Psychiatry, Toronto. 
Inclusion criteria also required a non-bipolar, non- 
psychotic depression of at least one month's duration, 
with a minimum Hamilton depression score of 10 
(Hamilton, 1960). Excluded were patients with manic- 
depressive disorder (recurrent unipolar or bipolar) and 
depression associated with other psychiatric disorders, 
organic brain disease, addiction, physical disease or 
anti-social personality disorder. 

Each depressed man was matched for age (within 
S years), marital status, social class and whether 
Canadian or foreign born, with the next man seen in 
an orthopaedic clinic who had no past or current 
history of depression or other psychiatric disorder 
diagnosed by a doctor. The General Health Question- 
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naire (GHQ—30 item version; Goldberg, 1972) was 
given to prospective controls as a preliminary screen- 
ing instrument to detect any current depressive 
disorder and was followed by a short psychiatric 
interview to detect false positive and negative scores. 

The patients were asked about: whether they were 
in full or part-time employment before the onset of 
their disorder, the occupation of the head of the 
household, the ages of any of their children at home, 
depressive disorder in first degree relatives, and about 
parental loss by death of a parent or separation of or 
from parents for at least one year before 17 years of 
age. All married or cohabiting patients had a marital 
interview assessment covering the previous year 
(before the onset of depression in the depressives) 
using the semi-structured reliable marital interview 
method of Quinton et al (1976). They were also asked 
if they could confide in their spouse. 

Goldthorpe and Hope's (1974) classification of 
occupations was used to determine social class. A 
reliability study of the interview assessment of 
marriage was done with a colleague. Marital ratings 
from 1 to 3 were grouped together as ‘good’ marriage 
and ratings from 4 to 6 as ‘poor’ marriage. 


Results 


The mean age of the depressed patients was 33.0 
years and of their controls 32.1 years. In both groups 
51 patients were Canadian born and 20 foreign born; 
41 middle class and 30 working class; 28 were married 
or cohabiting, 30 single and 13 separated or divorced. 
Of the middle class depressives 15 were married, 
| cohabiting, 16 single, 9 separated and none were 
divorced or widowed; the respective figures for the 
working class depressives were: 12, 0, 14, 4 and 0. 
The depressed men had a mean Hamilton score of 
16.1 and had been depressed for a mean 4.0 months. 
The mean score of the control men on the 30 item 
GHQ was 1.9, | 

Of the depressed men 14 had a Hiis of depression 
in first degree relatives compared with 9 of the 
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TABLE I 
Vulnerability factors in depressives and controls 


T T i a a t e t ul 








Middle class* Working class** Total 
Depres- Signi- Depres- Signi- Depres- Signi- 
sion Controls — ficance sion Controls — ficance sion Controls —ficance 
N=41l N-—4l N =30 N = 30 N —71 N71 
————— M— MM M M M € LLL 
Parental loss 
before 17 years 13 6 P «0.05 17 7 P «0.05 30 13 P «0.01 
Poor il 4 9 1 20 3 
Marriage — — P «0.005 — a P «0.01 — = P «0.001 
16 16 12 12 28 28 
Unemployed 3 0 NS 10 4 NS 15 4 P «0.01 
Three children 
under 14 years 1 0 NS 3 2 NS 4 2 NS 


* 1 to 22 of Goldthorpe and Hope's classification. 
** 23 to 36 of Goldthorpe and Hope's classification. 


controls (no significant difference). Both the middle 
class and the working class men had significantly 
more parental loss before 17 years of age and poorer 
marriages than their controls (Table); five of the 
men with a poor marital rating stated they were 
unable to confide in their wives. The working class 
depressives had a weakly significant excess of un- 
employed men than their controls (P —0.1). 

Of the 30 depressives with parental loss before 17 
years, 18 had such a loss before 11 years of age and in 
24 this was loss by separation. 

In the marital interview reliability study, agreement 
was reached for the exact rating between 1 to 6 and 
whether the patient was ‘confiding’ or ‘non-confiding’ 
in his wife for 9 of the 10 marital interviews. Statistical 
analysis revealed no significant relationships between 
parental loss, unemployment and poor marriage for 
any of the groups. 


Discussion 

The methods used in this study closely followed 
those used in the previous study (Roy, 1978) where 
depressed English female psychiatric patients were 
compared with non-depressed gynaecological patients. 
In the present study, the GHO was used in the control 
group with a cut-off score of 9, as recommended in 
patients with physical disorder by Finlay-Jones and 
Murphy (1979). The mean GHO score nonetheless 
was low, probably because the controls were drawn 
from a sports medicine clinic and a fracture clinic and 
thus had acute disorders. 


In this hospital study of Canadian male depressives 
the findings are similar to those reported in the 
hospital study of English female depressives. In the 
two studies both the middle class and working class 
depressives had significantly more parental loss before 
17 years of age and poorer marriages than their 
non-depressed controls. Of the English female 
working class depressives 56 per cent had parental 
loss before 17 years of age compared with 57 per cent 
of the Canadian male working class depressives. In 
the English female middle class depressives 32 per 
cent had parental loss before 17 years of age compared 
with 32 per cent of the Canadian male middle class 
depressives. In both studies there was a significant 
level of unemployment in the working class depressed 
group and in the total group. In the present study, 
as expected, there was no significant difference 
between the depressed patients and the control group 
with respect to the number of children under 14 years 
of age at home. 

Although personality variables were not studied, 
many of the depressives were thought to have per- 
sonality deficits, difficulties or vulnerabilities which 
may have played a part in the development of their 
depression. Only 28 of the total 71 depressed men 
were married or cohabiting at the onset of depression 
thus making the numbers of married patients in each 
social class group relatively small. 

This study suggests that parental loss before 17 
years of age, poor marriage and unemployment are 
vulnerability factors associated with depression in 





to be determined. 
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Comments 





BLOOD PLATELETS AND PSYCHIATRY 


Blood platelets appear to have a somewhat schizoid 
existence. Haematologically they are intimately con- 
nected with the process of clot formation (for review, 
see Zucker, 1980) and, at least from a research stand- 
point, this aspect of their being is largely separate from 
their use as models of monoaminergic neurones (for 
reviews, see Maynert and Isaac, 1968; Abrams and 
Solomon, 1969; Lingjaerde, 1977; Stahl, 1977; 
Pletscher, 1978). 

In 1951, Rand and Reid reported that platelets 
contain the vasoactive substance serotonin (5- 
hydroxytryptamine, SHT), but at that time this 
monoamine was not known to be a neurotransmitter. 
The first connection of platelets with psychiatry 
probably occurred in 1960, when Marshall and her 
co-workers reported that patients receiving imipra- 
mine had decreased levels of platelet serotonin. (This 
was subsequently shown to be due to imipramine in- 
hibiting the uptake of plasma 5HT into platelets). This 
easily measurable property of tricyclic drugs and the 
observation that platelets actively transport mono- 
amines, together with the fact that platelets are readily 
obtainable in relatively pure form, led to their use in 
both clinical and laboratory studies related to 
psychiatry. 

Subsequently it has been shown that human platelets 
have numerous properties in common with central 
monoaminergic neurones. The active uptake of sero- 
tonin, and the relative potency of different tricyclic 
drugs as inhibitors of this process, is the same in plate- 
lets and neurones (Todrick and Tait, 1969; Campbell 
and Todrick, 1970; 1973; Carlsson et al, 1969). Platelet 
serotonin is stored in nucleotide-containing granules 
(Da Prada et al, 1967; Berneis et al, 1969) from which 
it can be released by drugs such as reserpine, tetra- 
benazineand amphetamine (Paasonen, 1965; Campbell 
and Todrick, 1976; Pletscher, 1978). Although there 
are some reports of decreased SHT uptake into plate- 
lets from depressed patients (Tuomisto and Tukianen, 
1976; Coppen et al, 1980), these properties of amine 
uptake storage and release tend to have moved from 
clinical into laboratory studies. However, the increase 
in receptor research into nucleotides such as adenosine 
as putative neurotransmitters or modulators, and into 
the process of nucleotide release in relation to amine 
release, may generate more clinical research. 

A recent development has been the discovery of 
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GABA transaminase in human platelets (White and 
Sato, 1978; White, 1979). However the levels of this 
enzyme have been reported to be unchanged in chronic 
schizophrenics (Reveley et al, 1980). 

Without doubt, the most clinically studied aspect of 
blood platelets is their monoamine oxidase (MAO) 
content. The studies of Nies et a/ (1973) on mono- 
zygotic and dizygotic twins and control pairs, indicated 
that the enzyme is under some form of genetic control. 
Numerous studies have reported that it is lowered in 
chronic schizophrenia (for review see Wyatt ef al, 
1979) and in bipolar depressives (Murphy and Weiss, 
1972), and that the level of platelet MAO may be a 
predictor of vulnerability to psychological disturbance 
(Haier et al, 1980). While many studies have controlled 
for such factors as changes in platelet MAO occurring 
during the menstrual cycle (Belmaker et a/, 1974) other 
influences, such as plasma catecholamines, have been 
reported (Gentil ef a/, 1975), and at present the area is 
still one of considerable disagreement. No doubt 
future studies will resolve the issues. 

A possibly more important question is that of the 
relevance of the platelet enzyme to brain MAO. In 
one study, Winblad and his colleagues (1979) found 
no correlation between platelet MAO and MAO from 
several areas of post-mortem brain (from the same 
subjects). It can be argued, however, that there are 
constraints on the use of data from post-mortem 
samples and perhaps the issue could be further 
examined in some primate studies. 

A final point I wish to mention in relation to platelet 
MAO is that the enzyme is monoamine oxidase type B 
(Johnstone, 1968; Donnelly and Murphy, 1977): that 
is, it has a low affinity for 5-hydroxytryptamine and 
noradrenaline and in humans preferentially deamin- 
ates B-phenylethylamine (PEA) and dopamine (for 
review see Murphy, 1978): it is interesting to note that 
these latter two monoamines have been implicated in 
the aetiology of schizophrenia (Sandler and Reynolds, 
1976; for review see Sulser and Robinson, 1978). The 
in vivo importance of MAO-B [which constitutes 80 
per cent of human brain MAO (Murphy et al, 1979)] 
is still somewhat unclear and thus platelet MAO 
could (for example) for a measure of the individual's 
ability to dispose of potential false transmitters and/or 
to metabolize hallucinogens such as dimethyltrypt- 
amine (DMT). 

A recent stimulus to both clinical and laboratory 
research into platelets has come from the observation 
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that they have «-adrenoreceptors (Boullin and Elliot, - 


1979; Grant and Scrutton, 1979) and high affinity 
binding sites for [PH] imipramine (Briley er al, 1979; 
Paul et al, 1980; Rehavi et al, 1980) on their cell 
surface, and both types of binding may be lowered in 
depressive patients (Zarifian et a/, 1980). The relevance 
of these two receptor systems to psychopathology and 
to the central nervous system in general, is unknown. 
In the case of the adrenoreceptors it has been reported 
that those in platelets belong to the «, subgroup 
(Hoffman et al, 1979; Elliott and Grahame-Smith, 
1980) although there are some pharmacological studies 
which suggest the presence of a small percentage of the 
x,-subtype (Grant and Scrutton, 1979). With respect to 
imipramine, its binding to platelets resembles that 
observed in human brain (Paul et al, 1980). It is 
probable that the [PH] imipramine binds to the site of 
active transport of SHT into platelets rather than to a 
site for some as yet unknown endogenous imipramine- 
like. compound. However it should. be noted that 
bound imipramine is not easily displaced by 5- 
hydroxytryptamine (Rehavi et al, 1980), but this 
could be due to the relative non polarity (IMI —5HT) 
of imipramine in a membrane lipid milieu. This 
question, together with studies on numerous other 
receptor ligands, is likely to be a subject for several 
studies in. the coming years and should changes be 
confirmed in particular psychiatric diagnostic groups, 
then the prospects are rather exciting. 

Finally, I would like to mention one recent area of 
platelet research. Platelets have been reported to 
contain a neurone-specific enolase (NSE) (Marangos 
et al, 1980; Campbell ef al, 1980). This enzyme is found 
only in neurones and in cells of the APUD (amine 
precursor uptake and decarboxylation) system (Pearse, 
1968; Pearse, 1977, 1979; Schmechel, 1978) and thus its 
presence in platelets suggests that platelets (like, for 
example, cells of the adrenal medulla and peptide- 
containing cells in the pancreas and gut) may belong to 
the Diffuse Neuroendocrine System (DNES) (which 
encompasses the APUD system). According to Pearse 
(1977), the DNES, the somatic and the autonomic, are 
the three divisions of the mammalian nervous system. 
Thus, while it is still controversial, there is some 
evidence that platelets may form part of the nervous 
system. Were this to be the case, conceptual problems 
concerning the relationship of various aspects of plate- 
let function to psychopathology would, I feel, be 
greatly decreased. 
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C Map 


MANAGEMENT OF SUICIDE RISK - E 
DEAR Sir, 


May I add my voice to that of Dr Goldner aurel, 7 


September 1980, 137, 303) in urging that we psych- 
iatrists should not abrogate our clinical responsibility 
for the assessment and management of parasuicide 
patients. The current fashion of transferring more and 
more clinical tasks to social workers, community 
nurses and even, in the case of parasuicide patients, to 
overworked physicians is to be deplored. 

At present, there is conflicting evidence concerning 
the efficacy of psychiatric intervention; consequently, 
it would be foolish and possibly dangerous to ignore 
those investigations in which psychiatric intervention 
has been associated with .a‘ significant reduction in 
subsequent self-poisoning behaviour (Greer and Bag- 
ley, 1971; Kennedy, 1972; Montgomery et al, 1979). 
More research is needed. What is also needed is a 
willingness on the part of psychiatrists to continue to 
accept responsibility for diagnosis and management of 
parasuicide patients. 

H. STEVEN GREER 
Academic Department of Psychological Medicine, 
King's College Hospital, 
Denmark Hill, London, SES 
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DEAR SIR, 

Dr R. D. Goldney (Jornal, September 1980, 
137, 303) is concerned at my view that it is rightly so 
that the psychiatrist cannot be regarded as the most 
expert in management of the suicidal. I am happy to 
explain my position further. 

i accept that the psychiatrist must take ultimate 
clinical responsibility for any such clinical problems 
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under his c care. Hei is ber most expert at correlating all 
aspects of the situation. and in deciding on executive 


action: only he has the necessary breadth of knowledge 


-through his training. concerning physical, psycho- 


logical, social, and behavioural problems, and of 
course adequate assessment must be based on a syn- 
thesis of all these. 

Nevertheless, this does not mean that he has an 
exclusive expertise in clinical. management of the 
suicidal, to which members of other disciplines may 
contribute their own distinctive skills. A nurse may be 
best at assessing general behaviour in a ward situation, 
and a general practitioner or social worker may be 
more insightful into relationship and social problems. 
With regard to psychopathology, I have known some 
highly skilled Samaritan volunteers who seemed to be 
as expert as anyone else (perhaps more so) at making 
contact with the suicidal and helping them in: their 
despair. The crucial point is that clinical management 
must concern the patient as a whole, and this total 
synthesis is the essence of the psychiatrist’s ultimate 
clinical responsibility. He may exercise this either by 
direct contact. with his patients or in providing con- 
sultative advice for other workers. 

My original comment. was. designed to open up 
rather than close debate on the precise nature and 
extent of the psychiatrist’s expertise and his relation- 
ship with. others, whether professionals or not, who 
also provide mental health care. I believe that the 
psychiatrist's role will ultimately be strengthened if he 
is concerned with shared rather than exclusive ex- 
pertise. Management of the suicidal is, of course, a 
paradigm of a. situation in which such debate is 
crucial. 

d p H. G. MORGAN 
Department of Mental Health, — 
University of Bristol, 
39 St Michael's Hill, 
Bristol, BS28DZ 


THE ISOENZYMES OF CREATINE 
PHOSPHOKINASE IN ACUTE PSYCHOTIC 
|. STATES 
Dear Sir, 
. Numerous investigations. have found elevated 
creatine phosphokinase (CPK) activity in the serum of 
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patients with acute psychotic states. These studies 
have been extensively reviewed by Meltzer (1976). The 
source of this increase is thought to be skeletal 
muscle since it is the skeletal muscle isoenzyme that is 
found in these patients. However, recently some un- 
certainty has arisen owing to the finding that the 
brain-type isoenzyme of CPK is highly unstable 
(Nealon and Henderson, 1975; Cho and Meltzer, 
1979). 

We have measured the CPK isoenzyme patterns of 
three groups of psychiatric patients using a tech- 
nique thought to preserve brain-type CPK isoenzyme 
activity (Cho and Meltzer, 1979). The blood samples 
were promptly brought to 4^C and were transported to 
the laboratory in ice. Most assays were performed 
immediately, but if this was impossible samples were 
deep frozen for a few days at most. Total CPK 
activity was determined by the method of Rosalki 
(1967) and CPK isoenzymes were separated and 
measured by a sensitive fluorescent technique based on 
the method of Somer and Konttinen (1972). 

The subjects were 30 female inpatients. All had been 
admitted to hospital within the previous two days. 
Using Spitzer's research diagnostic criteria (Spitzer 
et al, 1975) 10 patients had definite schizophrenia, 10 
had definite manic disorder and the remaining 10 had 
various neurotic disorders. All the subjects were 
between 20 and 55 years old. Those who had received 
a recent muscle injury or intramuscular injection were 
excluded as were any who had been forcibly restrained. 
None of the patients had thyroid, muscle or cardio- 
vascular disease and none abused alcohol. Patients 
taking drugs known to affect CPK activity were also 
excluded. 

We found that in all three groups of patients the 
CPK isoenzyme pattern was the same as in normal 
healthy individuals with no brain-type CPK iso- 
enzyme being present. It therefore seems probable that 
in patients with acute psychotic states serum CPK 
activity does indeed originate from skeletal muscle. 


C. G. FAIRBURN* 
University Department of Psychiatry, 
( Royal Edinburgh Hospital), 
Edinburgh, 
EHIOSHF 


A. E. H. EMERY 
D. BuRT 
University Department of Human Genetics, 
Western General Hospital, 
Edinburgh, 
EH4 2U X 


* Present address: The Warneford Hospital, Warneford 
Lane, Headington, Oxford, O X3 7J X 
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PREMENSTRUAL SYNDROME 
DEAR SIR, 

| find. Dr Katharina Dalton’s objections (Journal, 
August 1980, 137, 199) to Dr Gwyneth Sampson's 
double-blind trial of progesterone in the premenstrual 
syndrome (Journal, September 1979, 135, 209-15) very 
difficult to understand. The Moos Menstrual Distress 
Questionnaire, as its title and Dr Dalton suggest, does 
indeed measure affective and somatic discomfort and 
behavioural change during the menstruum, but it was 
also expressly designed to measure, retrospectively, 
such changes in other phases of the cycle as well 
(Moos, 1969). Its ambition in this respect renders it 
somewhat unwieldy to use (Clare, 1977; Rouse, 1978) 
and many prefer to use Form T, which is composed of 
the same 47 items but which allows the subject to rate 
herself daily throughout a cycle. Dr Sampson appears 
to have used the daily self-rating form in her study. In 
the circumstances, Dr Dalton's obiection that the 
MDQ ‘only measures menstrual distress’ is utterly 
mistaken and can have no bearing on Dr Sampson's 
results. 

Dr Daiton queries the definition of the premenstrual 
syndrome used by Dr Sampson. In doing so, she 
provides her own, whereby only women who have 
symptoms premenstrually and at no other time in the 
cycle qualify as sufferers. The problem with this 
definition is that it presupposes that symptoms such as 
anxiety, depression, irritability, headache, backache 
and tension are relatively uncommon. The fact is, 
however, that many of the symptoms which make up 
the premenstrual syndrome are not uncommon and 
occur intermittently in women of childbearing years 
(Banks and Beresford, 1979; Ingham and Miller, 
1979). Ín such cases, only the evidence of a premen- 


- strual exacerbation of symptoms occurring at other 
times may indicate a premenstrual component. Dr 

- . Dalton insists that these women are not premenstrual ` 
sufferers but it is not at all clear on what grounds, 
clinical, hormonal or therapeutic, she advances this ` 
distinction. She must surely know too that symptom 
ratings in the various cycle ratings repeatedly show 
high and significant correlations from phase to phase, - 









‘Moos, 1969; Halbreich and Kas, 1977; Taylor, 1979). 

here are significant correlations too between ratings 

em of dysmenorrhoea and premenstrual affective symp- 

^. toms, premenstrual somatic symptoms and pre- 

menstrual pain, 

| Dr Dalton herself is clearly aware of the difficulty, 

— for elsewhere she has drawn our attention to those 

zo. ‘unlucky sufferers’ whose symptoms ‘start at ovu- 

s. lation, increase in severity during the. premenstruum 

and resolve gradually during menstruation leaving 

only a few days in which good health is enjoyed' 

=. (Dalton, 1975). Indeed, one of the earliest papers on 

- the subject, by herself and Dr Raymond Greene, 

(Greene and Dalton, 1953), so defined the syndrome 

as to include just such cases. Reproving Dr Sampson 

for using a definition which Dr Dalton:herself pro- 

vided over 20 years ago seems, if 1 may be permitted an 
indelicacy, a little below the belt. 

However, Dr Dalton does raise an interesting point 
when she doubts the wisdom of equating reporting 
with complaining. She is right to be cautious. A recent 
study of over 500 women attending GPs found that 
95 per cent reported some kind of somatic, affective or 
behavioural change premenstrually (Clare, in prepar- 
ation), Such changes appear ubiquitous and merely 
eliciting their presence tells us nothing. Nor, however, 
can one simply rely on the fact that women present for 
treatment, without knowing more than is usually 
provided about how they come to identify themselves 
as ‘ill’ and how they differ, if they do differ, from 
women who do not come forward, 

My one reservation concerning Dr Sampson’s work 
relates to her use of sine curves in analysing the data 
from the diaries. Such a method presupposes a 
symmetry within the menstrual cycle such that the 
portion of the cycle in which the woman scores 
highly on individual symptoms is equal to the portion 
of the cycle in which she scores low, which is not 
necessarily so. It also presupposes a dip in symptom 
scores with a minimum score at some point in the 
cycle. A more appropriate approach, and one that fits 
the reality of symptom variation throughout the 
premenstrual sufferer’s cycle, involves fitting poly- 
nomials to the scores obtained on individual symp- 
toms or factors and examining for significance of the 
resulting fit using the F-test, as in fitting a regression 
line. 
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loubt, however, if my reservation affects Dr 


< Sampson’ s overall result, Dr Dalton may insist that 
E. ‘progesterone is the specific treatment for premenstrual . 
syndrome" but the fact remains that in the twenty 
years since this claim. was first made, not a single 
- properly controlled trial has shown it to be signi- 
ficantly superior to placebo nor to the many other 
treatments, such as pyridoxine, diuretics, monoamine 
J oxidase inhibitors and bromocriptine, on whose 
— behalf others argue. as enthusiastically as Dr Dalton 





argues for progesterone. 
ANTHONY W, CLARE 
Institute of Psychiatry, 

De Crespigny Park, 

Denmark Hill, 

London, SES 6AF 
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PSYCHIATRIC DISTURBANCE IN 
MENTALLY HANDICAPPED PATIENTS 
Dear Sin, 


There are cisim objections to the study 


described by Craft and Schiff (Journal, September 
1980, 137, 250-5) of fluphenazine in mentally handi- 
capped hospital patients. 

Firstly, the ‘behavioural disturbance ratings’ des- 
cribed amount to no more than ordinary scales 
peculiar to each clinician and patient. Their sum- 
mation, and the use of parametric statistics in their 
interpretation, is spurious, even had they been shown 
to be reliable (which they were not). 
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© Secondly, it emerges that about 22 per cent of the 
original group of patients did not complete the study. 
The possibility that the 'behavioural disturbance 
rating" improvement of the whole group can be 
accounted for by the progressive removal of those 
with the highest 'scores' is not attended to. 

Thirdly, and most seriously, the authors' abandon- 
ment of the traditional. methods of attempting to 
minimize sources of bias in drug studies (double-blind 
methodology and the use of control groups) cannot be 
justified in the context of so complex and difficult a 
problem as mental handicap. They imply that this is 
the unfortunate result of the clinicians’ inability to 
resolve ethical problems about the use of inert in- 
jections, but that this deficiency was unlikely to have 


Book Reviews 


affected the outcome because. the clinicians were 
‘largely undecided, and occasionally sceptical’! By 
this intellectual décolletage, the authors expose 
exactly why control groups are used in drug studies, 
and why little credence of the type sought by the 
authors can be given to results obtained without 
stringent methodology. 

It would appear, then, that the only piece of useful 
knowledge to emerge from this large study is that 
there were no deaths due to hyperpyrexia in a sample 
of 80 mentally handicapped patients given fluphen- 
azine decanoate over twelve weeks. 

A. J, D. MACDONALD 
7 Windsor Walk, | 
London, SES 
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Obesity. The Regulation of Weight. By PAULINE S. 
Powers. Baltimore, Maryland: Williams and 
Wilkins. 1980. Pp 427, $31.25. 


The aim of this book is to provide “a basic core of 
information about what is known and is not known 
about the etiology, effects, treatment and prevention 
of obesity" which the author regards as “a national 
problem that is reaching epidemic proportions". I 
believe that. Dr Powers has achieved this aim and 
would thoroughly recommend this book to anyone 
who wants a comprehensive, accurate and fair 
summary of recent research in the obesity field. 

Dr Powers has obviously read widely and gives 
about 50 original references at the end of her fourteen 
chapters. It is pleasing to note that these are inter- 
national references of recent vintage (1978 being the 
most recent). The book is well illustrated with care- 
fully chosen summary charts and diagrams which are 
always appreciated in this type of review. 

There are two particular aspects of Dr Power's 
book which impress me because they are aspects 
which are frequently poor in other books on obesity. 
First, areas of controversial research are always 
covered fully and both sides of any argument are 
presented. fairly. Secondly, animal experiments are 
referred to when appropriate, but priority is always 
given to studies in man. In the author's own words 
"animal models may. well provide an initial under- 
standing of basic biochemical and organic factors in 
human. obesity, but elucidation of critical emotional, 
cognitive, and social factors which influence the onset 
and maintenance of obesity will require carefully 
designed studies of man". 


Psychiatrists will not only find the excellent chap- 
ters on ‘Psychiatric Considerations in Obesity’ and 
‘Psychological Treatment Modalities’ particularly 
illuminating, but they will also be grateful to Dr 
Powers for reproducing, as appendices, several useful 
questionnaires including one on 'Nutrition History' 
and one on ‘Food Management’, 

Perhaps the only strange thing about the book is its 
title—I have always considered obesity to represent 
the non-regulation of weight! 


MARGARET ASHWELL, Research Scientist, 
Clinical Research Centre, Harrow, Middlesex 


Principles of Clinical Psychiatry. By ARNoLD M. 
Lupwic. New York: The Free Press. 1980. Pp 
438. $22.95. 


There is a mind that loves lists, diagrams, models 
systems, acronyms and mnemonics. Here is a book on 
clinical psychiatry to attract it, What some would call 
psychoneurosis becomes A.P.O.D. complex disorder: 
that is, anxiety, phobia, obsession and depression. We 
are commended to remember the features of 
O-R-G-A-N-I-C memory impairment as orientation 
impaired, retrograde amnesia, gradient of learning 
impaired, anterograde amnesia, nonspecific for 
emotional events, inaccessible memories and con- 
fabulation. Idiosyncratic, if neat. However the many 
diagrams often clarify and the trainee will find useful 
concepts on which to hang his teaching. Dr Ludwig is 
confident and logical if overfond of the dependent 
abstract, (situation, basis, aspect, sphere). The text 
covers consulting room psychiatry comprehensively 
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gait quickening 
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neck and limb stiffening 


..[,pseudoparkinsonism 


KEMADRIN 


tablets and injection 


rocyclidine Hydrochloride BP 
The way to control movement disorder in drug-induced 
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A good start ín 


When you decide that a minor tranquilliser 
is appropriate, there are three good reasons 
for prescribing or recommending Anxon. 


a a 
ghly effective 
a LÀ a L3 
in relieving anxiety 
In a comparative study involving over 
750 hospital outpatients with moderate or 
severe anxiety, Anxon and diazepam were 


shown to be equally effective, relieving 
symptoms with equal speed! 


NEW 


e treatment of anxiety. 


Low incidence of 
daytime drowsiness 
Anxon “... produces significantly less 
irowsiness than diazepam: 
“In fact, drowsiness was reported twice as 
ften in the diazepam group when compared 
o the ketazolam [Anxon] group. Ketazolam 
Anxon] appears to have the advantage of be- 
ng as effective as diazepam in treating anxiety 
out with fewer side-effects." 


Once-a-day dosage- 
better ie Be s D 


Effective in a single dose, usually at night, 
Anxon offers the simplicity and convenience 
which encourages patient compliance. Anxon 
is available in two strengths, 15mg and 30mg 
(in two-tone pink capsules), allowing flexible 
dosage schedules if preferred. 
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Prothiaden works beneath the disguises 
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of depression 


The disguises of depression and the 


patients brave face may fool everyone but his 


doctor To a growing number of doctors 
the benefits of Prothiaden are also 


obvious.In trials, Prothiaden 
has shown supenority to 


amitriptyline and with less {f 
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be tired and confused the 
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new Calendar Pack gives your patients every 


assistance to comply with your 
instructions. 
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.. With a new Calendar Pack to increase patient compliance 


Prothiaden 75mg 


asimple, evening dosage regimen treats the underlying depressive illness 


Abbreviated Prescribing Information 
Presentation Prothiaden is dothiepin 
hydrochloride, an anti. depressant of the 
tricylic group. It i5 available as 25 mg 
capsules and 75 mg tablets 

Dosage Prothiaden should be given in à 
dosage of 7510150 mg daily, based on 
response and severity This may be taken a 


a single evening dose In certain circumstances, 


ue. in hospital use, Prothiaden has been given 
in dosages up to 225 mg daily 


Precautions and Contra-indications 
Prothiaden has anti-cholinergic properties; 
therefore, it may precipitate urinary retention 
in susceptible individuals and its use should 
be avoided in patients with existing or 
potential urinary retention. Prothiaden should 
not be used in patients with closed-angle 
glaucoma. Caution is advised when treating 
epileptic patients and those with cardiovascular 
disorders. Prothiaden should not be used 
with MAO inhibitors 


Side Effects | hese are usually mild and 
normally controlled by reducing the dosage 
The following have been reported: dryness of 
mouth, constipation, disturbed accommodation 
orthostatic hypotension, palpitations, 
somnolence, tremor, headache 

Basic NHS. Price 28 x 75 mg £1.39 
Product Licence Numbers PL 0014. 5934] 


PL 0014/0209 
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but, for this side of the Atlantic, there is only passing ME 


- attention to the present preoccupation of European — med 
. psychiatry with the effect of illness on the man, his ~ gk 

. family and society. This is a book to supplement. the 
 trainee's reading. To adopt it as his main source: " 


might puzzle his British examiner. 


D. H. Dick, Consultant Psychiatrist, — 
Director of the National Health Service, 
Health Advisory Service | 


Child Development in Normality and Psychopathology. 
Edited by Jutes R. Bemporap. New York: 
Brunner/Mazel. 1980. Pp 549. $25.00. 

This text aims to be an introduction to child 
development and psychopathology. for the clinician. 
In the UK, a child psychiatrist will find it too psycho- 
analytic; and a child psychotherapist not psycho- 
analytic enough. The chapters are prolix with excessive 
repetition. 

After a brief, insubstantial coverage of theoretical 
approaches, the reader is. carried from infancy through 
to adolescence. The quality is uneven, e.g. the chapter 
on infancy is well referenced and stimulates the 
reader, while the chapter on toddlers is little more 
than an article from Nursery World. The next main 
section deals in a standard fashion with child psych- 
iatric subjects (mental retardation, autism, etc.) and 
seems out of place. The final section contains an 
article on caring for dying children, a useful account 
of dynamic assessment and a brief summary of 
psychological testing. Despite the claim to be encyclo- 
paedic, some areas (e.g. language development, 
cognitive development, family issues) are barely 
touched upon. 


WARREN KINSTON, Senior Research Fellow, 
Brunel Institute of Organization and Social Studies, 
Uxbridge, Middlesex 


The Survivors: A Study of Homeless Young New- 
comers to London and the Responses made to 
Them. By D. BRANDON, K. WELLS, C. FRANCIS 
and E. Ramsay. London: Routledge and Kegan 
Paul. 1980. Pp 212. £6.50 (paperback). 


Whilst much is known about homelessness in older 
people, the size and scale of the problem in adolescents 
is more of a mystery and has led to “dogmatic and 
wildly imaginative statements”. An example is the 
1976 Crisis at Christmas report which claimed that 
there were 8,000 young people sleeping rough in 
London alone. 

Television documentaries such as “Johnny Go 
Home" and “Cathy Come Home" (an interesting 


lia. generally seeming to paint the DIOCESS. more 
'ingly than it turns out in reality. 





— The authors (one a self-confessed runaway himself) 
have extensively studied three different types of 
`= accommodation available between 1974 and 1976, 

-and followed up. less than half of their 107 subjects a 


year later. Just. who: the book is aimed at (graphs, 
charts and statistics abound) is difficult to determine, 
of interest for all professionals 
in the field and possibly the public at large. 





HERBERT ETKIN, Con: sultant Child and Adolescent 
Psychiatrist, 
St Francis Hospital, Haywards Heath, Sussex 


Psychotherapy Supervision: Theory, Research and 
Practice. Edited by ALLEN K. Hess. Chichester: 
John Wiley. 1980. Pp 552. £18.25. 


Supervision in psychotherapy is a difficult, complex 
and important subject. Some of the many contributors 
to this book have stimulating contributions to make 
which provoke useful reflections both from the point of 
view of supervisor and supervisee. 

Unfortunately, the comprehensive choice of authors 
of different persuasions produces an uneven mixture in 
practice. Too large à proportion of the book des- 
cribe the scale.and external criteria of supervision in 
the USA, rather than the quality and evaluation of 
its content. The important research chapter is dis- 
appointing in being mostly concerned with Truax and 
Carkhuoff's Rogerian criteria. One longed for refer- 
ence to Malan and issues in psychotherapy research 
and supervision that many believe are closer to the core 
of the subject. Lang's contribution charts new ground 
in suggesting how the supervisor can utilize the com- 
plex mirroring which occurs when the therapist- 
patient interaction is transposed to that of the 
supervisor-supervisee "without changing SBBerViIOn 
into therapy for the trainee. 


GERALD Wooster, Consultant Psychotherapist, 
St George's Hospital, London 


Beyond the Best Interests of the Child. By JOSEPH 
GOLDSTEIN, ANNA FREUD and ALBERT J. SOLNIT. 
London: Burnett Books. 1973. (New Edition 
1980). Pp 203. £7.50, £4.25 (paperback). 

Before the Best Interests of the Child. By JOSEPH 
GOLDSTEIN, ANNA FREUD and ALBERT J. SOLNIT. 
London: Burnett Books. 1980. Pp 286. £7.95, 
£4.95 (paperback). . | 

Beyond the Best Interests of the Child attracted a 
wide readership when first published seven years ago. 
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The authors put forward guidelines for placement of 
children following the break-up of the marital home 
stressing (a) continuity (placements on a permanent 
basis, early adoption with a shortened period for 
appeal); (b) timing (the urgency of need felt by a child 
should be reflected by agency and court); and (c) the 
realistic limits of legal influence. The orientation is 
from the standpoint of the child's need for secure ego 
development and the thesis is that placement should 
provide ‘the least detrimental alternative’ for safe- 
guarding growth. By the time placement is being 
determined, the child already has been deprived of his 
‘best interests’ but security can still be obtained, even 
if on occasions a parent has to be excluded altogether 
from parental rights. The aim of reducing conflict in 
the child is, however, set against the hazard of bringing 
about profound fantasies of rejection by the non- 
custodial parent, especially with regard to theadoption 
of older children where the pain of continuing links 
with his family of origin has to be considered against 
the damage to self-esteem of total parental loss. 

The second volume takes up the searching question 
of examining why and under what circumstances the 
state should be authorised to invade family privacy 
and highlights the problems of defining neglect and 
abuse. Guidelines are set out for statutory periods of 
time for terminating the rights of absent parents and 
it is argued that non-adoptive but permanent relation- 
ships should be given full weight and recognised as 
‘care with tenure’. The horrifying account of the 
enquiry. into the death of Maria Colwell is included 
and the authors go on to enumerate ten ground rules 
for intervention, advocating an independent counsel 
to act upon the child's behalf to be appointed by the 
court. 

These two volumes. are a deep and meticulous 
study of the social and intra-psychic dynamics of the 
plight of the child in a disturbed or broken home and 
the authors’ combined expertise in law, psycho- 
analysis and paediatrics speaks for itself. There is no 
jargon or needless theorising and though some of the 
conclusions can be disputed, the humane and sensitive 
concern, together with the depth of argument con- 
veyed in these two books should make them of prime 
importance to professionals from all disciplines 
concerned with child care. 


ANDREW POWELL, Consultant Psychotherapist and 
Senior Lecturer, St George's Hospital, London 


Modern Perspectives in the Psychiatry of Infancy. 
Edited by Jonn G. HowtrLLs. New York: 
Brunner/ Mazel. 1980. Pp 650. No price stated. 


This book does exactly what the editor claims—it 
brings the facts from the growing points of the field to 


the attention of the clinician. It is divided into two 
sections, ‘Basic Theory’ and ‘Clinical Issues’, with 
contributions from psychiatrists, psychologists and 
paediatricians throughout the world. The content is 
generally scholarly, well-researched and well written. 
It is a pity that there are no chapters on feeding, 
sleeping and language problems as these are so 
common in clinical practice, and it is difficult to know 
what to make of a chapter on maternal and psycho- 
social deprivation that makes reference to neither 
Bowlby nor Rutter. This, plus the absence of any 
reference in the chapter on genetic counselling to 
Cedric Carter's major contribution, or in the chapter 
on play in under-fives to Marianne Lowe's work on 
symbolic play, raises a slight doubt as to what other 
important contributions to the field may have been 
omitted. Nonetheless, this is an extremely useful 
addition to the library of anyone involved in the 
development or treatment of infants and young 
children. 


BRYAN Lask, Consultant Psychiatrist, 
The Hospital for Sick Children, London 


Anorexia Nervosa: Let Me Be. By A. H. CRISP. 
London: Academic Press, 1980. Pp 200. £8.60. 


Professor Crisp's book is based on 20 years' clinical 
experience of treating patients with anorexia nervosa. 
He emphasizes the importance of learning to talk the 
anorectics’ language and has given a fascinating 
picture of the agonizing and distorted world of the 
starving but hungry patient who can only contemplate 
weight gain to the sub-pubertal level of 6-64 stones. 

The author acknowledges help from patients and 
their families and the case reports written by patients 
are illuminating. One girl described her illness as a 
self-hung millstone. Another wrote “What could be 
more rational for someone who can't cope with life 
than to literally fade away from it”. 

This book is simply and clearly written and includes 
many helpful clinical observations not generally 
known by the medical profession. It will also appeal 
to lay readers, patients and their families. 

Physicians, psychiatrists and all who work with 
anorectics must read this book. They will wonder how 
they ever managed without it. Highly recommended. 


JOAN SNEDDON, Lecturer in Psychiatry, 
University of Sheffield | 


Down's Syndrome and the Family: The Early Years. 
By ANN GaTH. London: Academic Press. 1978. 
Pp 130. £6.80. 


This book reports the findings of a study of 30 
families with a young mongol child living at home and 


EN 


BOO 





important and sensitively reported. 


m The objectives of the research and its. broad scope . 

- are reflected in the chapter headings which include- 
‘First News of the Handicap’, ‘Effect upon the Health ~ 
of the Parents’, ‘Effect on the Marital Relationship’, - 
‘Genetic Implications of the - 











‘Brothers and Sisters’, 
Birth of a Mongol Baby’ and. ‘Social and Medical 
Support of the Family’. 
Predictably, all the Denn of. mongol babies 
experienced shock and grief though, in general, Dr 
' Gath's interpretation is that caring for a young mongol 
- at home was not inevitably at the expense of the 

mental and physical health of parents.or siblings. 
- Nevertheless, maternal depression was more common 
|... and there was an excess of particularly ‘poor’ marri- 
|. ages in the families with a mongol, though, interest- 
- ingly, there were similar numbers of ‘good’ marriages 
in the two groups. Unfortunately, reliability coefficients 
for these ratings are not reported. 

Marriage ratings, for example, were carried out on 
only one occasion thus precluding longitudinal 
‘within group’ measures of process and change. In 
fairness, however, the children were only about two 
years old at the end of the study. If the families are 
followed up and re-assessed comprehensively, the 
research design will be strengthened and: the findings 
usefully extended to include the effects of caring for 
an older mongol at home. 





L. G. WALKER, Lecturer in Mental Health and 
< Secretary to the Unit for Marital and Family Studies, 
University of Aberdeen 


Offenders, Deviants or Patients? An Introduction to 
the Study of Socio-Forensic Problems. By 
HERSCHEL Prins. London: Tavistock Publications. 
1980. Pp 369. £4.95. 


The second part of this title is really more appro- 

... priate than the first, because the author attempts to 

reach three different though interrelated objectives. 

Since beside his university teaching he has also 

worked as a probation officer and psychiatric social 

worker, it is no surprise that in the first instance this 

is a practical manual addressed on a multi-disciplinary 

basis to those responsible for the management of 
mentally abnormal offenders. 

As such it is to be commended for its systematic 
treatment of issues such as criminal responsibility, 
specific offender/patient groups and ‘the anxieties 
which they create, fitness to plead and diminished 
responsibility. The text does not always go into detail 
but there is usually a substantial indication of where 
further material is to be found. © 






their 30 matched controls. The study is comprehensive, 
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: condly, the work contains a quantity of psych- 


^" :3atric information relevant to social workers in this 
"field. In connection with the association between 
. mental disorder and crime the author enters into his 
" own classification of the main psychiatric disorders - 

- which may be useful in its bearing on criminality. 
- There are also rather isolated chapters on psycho- 


pathy, arson, sexual offences, alcohol and crime, and. 
female offenders: the latter a particularly valuable 
contribution in a relatively unresearched area, with 
some interesting remarks on the need for a male 
therapist. 

Finally, this book is also what perhaps its author 
most wanted it to be, a thoughtful review of various 
ethical issues involved in the treatment of mentally 
abnormal offenders. It is here that he examines the 
characteristics of those variously labelled as offenders, 
deviants or patients and comes to the conclusion that 
their disposal through the penal or hospital system 
relies more often than not on chance rather than on 
any planning which has regard for their own or 
society's best interests. 


D. H. Reaper, Professor of Social Studies, 
Chelsea College, University of London 


Open Employment After Mental Hiness. By NANCY 
WANSBROUGH and Punipe Cooper. London: 
Tavistock Publications. 1980. Pp 208. £8.95. 


This book is an account of the employment of 
formerly mentally ill persons whose illness has 
necessitated a period of treatment as a hospital 
inpatient. Their adjustment at work is viewed through 
the eyes of employers, foremen and work doctors. 
Rather less is said about their own view of work. 
While the authors experienced formidable difficulties 
in identifying former psychiatric inpatients working in 
industry, they obtained data by sampling employers 
and, through them, those they employed. Altogether 
over nine hundred patients were studied in three. 
samples. The biases in these samples are as evident as 
they are inevitable and the authors, recognizing this, 
warn that their findings. cannot be generalized. 
Nevertheless, this book provides a more exact view 
of the difficulties caused by their absence from work, 
by their relapses and certain limitations of their work 
behaviour. It will do much to widen psychiatrists’ 
limited view of industrial life, and is a very welcome 
addition to the literature of rehabilitation. 


DouGLAS BENNET, Consultant Psychiatrist, 
The Maudsley Hospital, London 




















Psychiatric Illness. 3rd Edition. By H. MEeRSKEY. 
London: Bailliére Tindall. 1980. Pp 434. £7.50. 
Psychiatry in Dissent. 2nd Edition. By ANTHONY 
CLARE. London: Tavistock. 1980. Pp 460. £10.00, 

£5.25 (paperback). 

Autistic Children. 3rd Edition. By Lorna WING. 
London: Constable. 1980. Pp 168. £5.25, £2.95 
(paperback). 

Dr Merskey's book is directed at students and 
general practitioners and approaches psychiatry via 
common presenting symptoms rather than system- 
atically reviewing diagnostic categories. Generally 
well written, the content is of variable quality with 
some chapters, e.g. that on marital and sexual 
problems, better than others. 

Dr Clare has updated and slightly expanded his 
book on controversial and important issues in psych- 
iatry. It received wide acclaim when first published 
and remains a must for practitioners, teachers and 
students of psychiatry as well as for the interested 
members of the general public. 

Dr Lorna Wing's lucidly written book conveys with 
sympathy and understanding much sound practical 
advice for parents with autistic children of all ages 
and at all stages of their development. Its usefulness 
is not restricted to parents but is of value to all those 
involved in the care and education of this group of 
children. 


JEREMY M. Prerrer, Consultant Psychiatrist, 
The London Hospital (Whitechapel) 


Severe and Mild Depression: The Psychotherapeutic 
„Approach. By SILYANO ARIETE and Jurgs Bem- 
PORAD. London: Tavistock. 1980. Pp 453. 
.£10.00. s 
p A useful and interesting. account of the authors' 
linical. experience in treating depression. Their 
the ‘etical ‘Stance is. basically psychoanalytic but also 
incorpor: es key concepts from other theories, 
all cognitive - theory. The case studies are 
particularly vivid and a strength of the volume. 
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Treatment of the Obsessive Personality. By LEON 
SALZMAN. un York: Jason Aronson. 1980. Pp 
528. $25. 

In this i NR revised version Salzman provides 
an account of his vast experience in treating—chiefly 
along psychoanalytic lines—patients presenting with 
obsessive compulsive behaviour. Half the book is 
devoted to an intricately detailed case study. 

The Psychotherapeutic Instrument. By STANLEY L. 
OLINICK. New York: Jason Aronson. 1980. 
Pp 222. $17.50. 

A collection of articles, published previously in 
various psychoanalytic journals. Olinick's chief 
concern is with some of the processes such as empathy, 
interpretation. and questioning that occur in the 
course of psychoanalytic psychotherapy. Somewhat 
repetitive in quality; only analysts are likely to find 
the material of interést. | 
The Dream in Clinical Practice. Edited by Josepa M. 

NATTERSON. New York: Jason Aronson. 1980. 
Pp 498. $30.00. | 

A comprehensive volume of 28 original contri- 
butions on the place of dreams in psychoanalytic 
psychotherapy. Chapters on theory, dreams in differ- 
ent psychopathological states, and application in 
clinical practice; as the title suggests, the emphasis is 
on how to use dreams in clinical work. An uneven 
volume; several chapters top-heavy with technical 
jargon. 

Psychotherapy: Research and Training: Proceedings 
of the Xith International Congress of Psycho- 
therapy held in Amsterdam, The Netherlands, 
August 1979. Edited by W. De Moor and H. R. 
WUüUNGAARDEN, Amsterdam: Elsevier/North Hol- 
land. 1980. Pp 335. $51.25/Dfl. 105.00. 

Some conference proceedings merit publication, 
others do not; this report can be readily assigned to 
the second category. Those few papers which are of 
some value could well have been published separately. 


Sipney BLocH, Consultant Psychotherapist, 
The Warneford Hospital, Oxford B 
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ST. ANDREW'S HOSPITAL, NORTHAMPTON 
Private Psychiatric Care—A Comprehensive Facility 


St. Andrew's aims to provide the highest standard of psychiatric care in a comfortable and relaxed 
environment. Staffed by ten full-time Consultant Psychiatrists, four Clinical Psychologists and with a full 
complement of skilled nursing and rehabilitation staff, the hospital offers a broad range of psychiatric 
treatments. Care is offered on a short, medium or long term basis and the following specific units are 
available: 
SHORT TERM ACUTE TREATMENT 
ALCOHOL TREATMENT 
BEHAVIOUR MODIFICATION 
EATING DISORDERS 
PSYCHOGERIATRIC 
BEHAVIOUR DISORDERS IN THE BRAIN-INJURED 
GROUP PSYCHOTHERAPY 
ADOLESCENT 

The hospital also provides out-patient facilities at its Northampton premises, and in Harley Street, Oxford 
and Bedford. 


St. Andrew's is an independent hospital and subscribers to the main private contributory schemes may 
claim benefits within the terms of these schemes. 


Further information is available from the Medical Director, St. Andrew's Hospital, Northampton. 
(Telephone 0604-21311). 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, The 
Royal College of Psychiatrists, 17 Belgrave Square, London SW 1X 8PG. 


Contributions are accepted for publication on condition that their substance has not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of the 
Royal College of Psychiatrists. 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor's written permission. 


Manuscripts Two high quality copies (one of which should be the original typescript) should be submitted. 


Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages must 
be numbered. 


The tide should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 

A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. For the 
reference list, authors should follow the style of the Journal and study the illustrations set out below. Titles of 
books and of journals will be printed in italics and should therefore be underlined in the typescript. 


KeNbELL, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
RUTTER, M., TIZARD, |. & WHITMORE, K. (1970) Education, Health and Behaviour, p 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (ed. 1. Rosen). Oxford University Press. 


DURKHEIM, E. (1897) Le Suiade. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding and 
C. Simpson, pp 191—206. London: Routledge and Kegan Paul. 


In the test, references should be made by giving in brackets the name of the author and the year of publica- 
tion, e.g. (Smith, 197 D; or ‘Smith (1971) showed that...” 


Symbols and Abbreviations Follow ‘Units, Symbols and Abbreviations, a Guide for Biological and Medical 
Editors and Authors’ (1971, The Royal Society of Medicine, | Wimpole Street, London WIM 8AE). Terms or 
abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the text 
should be indicated (Table I here). Figures for reproduction in the paper must be drawn in black ink with 
reasonably thick lines to stand the reduction in size in block-making and must be on a plain white background 
not on graph paper. One original drawing or good bromide print should be submitted together with one photo- 
copy. 

Editing Manuscripts (PA 


ted for publication are subject to copy-editing and to editorial changes required 
for conformity with Journal style. 


€ 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer's errors may be 
disallowed or charged to the authors. EE prepared at the same time as the Journal should be ordered for all 
authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached to con- 
ciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published by the 
Royal Society (6 Carlton House Terrace, London SW1Y 5AG), 1974 edition. They should check the accuracy of 
all references in their manuscript and ensure that dates and spellings correspond in the text and reference list. 
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BERMUDA HOSPITALS BOARD 





= Consultant Psychiatris 


The Bermuda Hospitals’ Board requires a Consultant Psychiatrist for St. Brendan's ‘Hospital. 


The. hospital is fully accredited by the Canadian Council on Hospital Accreditation and consists of 170 beds 
for both the mentally ill and mentally handicapped. In addition there is an active day cure programme and 
out-patient clinic. The Consultants also provide support and services. to the general hospital, social services, 
child and family services, geriatric service, prison and probation services, addiction programmes and the 
alcoholism services unit. 


The clinical team comprises four Consultants, two Resident Doctors, two Clinical Psychologists, four Mental 
Welfare Officers, five qualified Occupational Therapists, one Educational Therapist and a nursing estabiish- 
ment of 119 of which over half are fully qualified. 


Special experience would be valuable but in selecting the candidate, emphasis will be on good all round psy- 
chiatric training and experience and the ability to share with colleagues the continued development of the 
service. 


The qualification of MRCPsych. or equivalent is essential. 


The Board will be pleased to send details of conditions of service and an information package regarding 
living conditions, renumeration, etc. in Bermuda on receipt of @ telephone or airmail request to the 
Administrator; 


St. Brendan's Hospital, 
P.O. Box 501, 

Devonshire 4 

BERMUDA 

Telephone 809 (29) 2-3770 


THIS IS A SPECIAL MESSAGE 

DDRESSED TO WORKERS IN ^E 

. PROBATION AND SOCIAL NOTICE TO 

SERVICES AND TO THE MEDICAL ADVERTISERS 
PROFESSION 


Applications for advertisement 
space in 
The British Journal of Psychiatry 
should be made to: 


THE RICHMOND FELLOWSHIP PTM PROFESSIONAL 


_ provides a network of Therapeutic Communities ATES Al 
throughout the | United Kingdom offering a supportive PUBLIC, m i 10 EA iS » 1 
environment to adults and young people as well as ju 


^ Catering: for emotionally disturbed and developmentally LIMITED 


= handicapped children. 


" et secet of anyone who wadd benefit from our B 282 High Street, 
rehabilitation programme please write to: MC ME wo GARA ARN 
The Admissions Officer, The Richmond Fellowship, | Sutton, Surrey SM | 1 PQ 

` 8 Addison Road, London wia SDL, : AA 4 
or telephone 01-6036373; — | Telephone: 01-642 0162/3. 


1959-1 981: TWENTY. Two YEARS OF CARING 









THE AUSTRALIAN NATIONAL 
UNIVERSITY 


invites application for appointment as -— 


PSYCHIATRIST . 
OR BEHAVIOURAL 
SCIENTIST - 


(SENIOR RESEARCH FELLOW OR 
RESEARCH FELLOW), in the 
NH&MRC SOCIAL PSYCHIATRY 
RESEARCH UNIT 


Candidates should have undertaken and published 
research in one of the following areas: clinical or 
epidemiological psychiatry, medical sociology, 
clinical or social psychology or medical anthro- 
pology. It is expected that most applicants will 
have completed an MD or PhD. The work of the 
Unit is directed towards two areas. The first is the 
epidemiology of neurosis, with special reference 
to the effect of adversity and of social relation- 
ships in groups specially at risk in general popula- 
tions. The second area, which is a new develop- 
ment for the Unit, is the longitudinal study of 
mental iliness in the elderly. The person appointed 
would be encouraged to undertake research in one 
of these two areas. The Unit is funded by the 
National Health and Medical Research Council. In 
1981 there will be an establishment of five 
scientific staff and four research assistants. Staff 
are appointed by the University and are full 
members of the University staff. Appointment will 
be for three years in the first instance with 
possible extension, following review, to 31 
December 1986, or for a further period should the 
Unit be funded beyond that date. After a recent 
increase, salary on appointment will be in 
accordance with qualifications and experience 
within the ranges: Senior Research Fellows: 
$25,769—$30,737 per annum; Research Fellow 
$18,449—$24,081 per annum. (Exchange rate 
$A1 = 0.49 NP). A salary loading of up to $5,000 
per annum may be paid to an appointee holding 
appropriate medical qualifications. Prospective 
applicants should write for further information to 
the Director of the Unit, Dr A. S. Henderson, or to 
the Registrar. Reasonable appointment expenses 
are paid. Superannuation benefits are available for 
applicants who are eligible to contribute. The 
University reserves the right not to make an 
appointment or to make an appointment by 
invitation at any time. Applications close with the 
Registrar on 28 February 1981. 
PO Box 4 


CANBERRA ACT 2600 
Australia 





G. E. Dicker 
Registrar 
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|| THE SWEDISH SOCIETY OF BIOLOGICAL 


English, French, and Spanish will be 


- gramme as well as pre- and post- 
- Congress tours are offered to partici- 
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$ THE WORLD FEDERATION OF THE 
=. SOCIETIES OF BIOLOGICAL 
PSYCHIATRY 
.and 


PSYCHIATRY 
invite to the 


Ilird WORLD 
CONGRESS OF 
BIOLOGICAL 
PSYCHIATRY 


Stockholm, Sweden, June 28— 
July 3, 1981 


Major plenary sessions are followed by 
some 40 symposia suggested by the 
various Member Societies. Research 
reports may be presented either orally or 
as posters, and Abstracts will be distri- 
buted during the Congress.. 

Preliminary deadline for papers: February 
15,1981. 


official languages with a simultaneous 
interpretation service in operation. 

New equipment. for use in experimental 
disciplines as well as drugs used in treat- 
ment and research will be exhibited. 

An attractive and qualified social pro- 


pants and all accompanying persons. 
Weather in Sweden at midsummer is 
agreeable, with an average temperature 
of 20-23°: evenings are light and nights 
short. 


The Organising Committee 
ilird World Congress of Biological 
Psychiatry 
Stockholm Convention Bureau 
Jakobs Torg 3 
S-11152 2 Stokholm, Sweden 


Imanan r aiana e ment itn ncm 
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Prothiaden works beneath the disqui 


(DOTHIEPIN 
HYDROCHLORIDE B.P) 


of depression 


The disguises of depression and the 


patients brave face may fool everyone but his 


doctor To a growing number of doctors 
the benefits of Prothiaden are also 


obvious.In trials, Prothiaden 
has shown supenority to 
amitnptyline and with less 
side effects: ^? In a group 
of patients who are likely to 
be tired and confused the 
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Part | 

In the year 1899 there occurred an event which has 
had great consequence for psychiatry. This was the 
publication. of the sixth edition of Emil Kraepelin's 
textbook, where he introduced for the first time his 
distinction between manic-depressive insanity and 
dementia praecox. It was a distinction which rapidly 
became accepted almost everywhere in the world, and 


jt still forms the basis of our thinking about the nature 


of the functional psychoses. Kraepelin's concept of 
mania was quite different from the concept of mania 
held during most of the nineteenth century; and so, 
historically speaking, there are two manias, more or 
less sharply separated by the Kraepelinian revolution. 
The purpose of the present essay is to give some 
account of the term mania in its pre-Kraepelinian 
sense and of the events which led Kraepelin to his 
new concept; and also (in Part II) to put forward a 
new idea of why this revolution came about. 

Although Kraepelin's new concepts were accepted 
fairly quickly—that is to say, over a span of 10-20 
years for English-speaking countries—something of 
the old concepts lingered on, especially in textbooks, 
causing confusion in the minds of students until quite 
recently. The story of chronic mania illustrates this, 
and may serve as an introduction to my subject. But 
first, I give a note about my sources and about the 
term ‘dementia’, 


Textbooks tend to go through many editions, and I have 
generally quoted from the earliest edition easily available to 
me. In the life of a successful textbook, one particular 
edition may come to be thought of as the standard or 
definitive one (the 8th edition of Kraepelin, for example), 
and then the earlier editions may become rare. It is not easy 
to consult a Ist edition of Kraepelin or even of Henderson 
and Gillespie. Moreover, in later editions of nineteenth 
century textbooks the date of the original publication often 
goes unmentioned. 

For foreign-language textbooks I refer in the text to the 
publication date of the edition. I quote, but the passages 
quoted are generally from an English translation. Fort- 
unately, most of these translations were made within a 
short time of the original publication, and the English 
terminology will be in line with usage then. From the 
historical point of view, therefore, the contemporary 
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translations are more useful than a modern translation 
could be. : 

I have for the most part used the term dementia in its 
nineteenth century sense. Bucknill and Tuke (1879, p. 177) 
describe the early stage of dementia as a confusion of 
thought and a failing of memory, and the late stage as one 
in which the patient is unable to tell his name, often dirty in 
his habits, and occupied—if occupied at all—only in 
purposeless activity, The dementia which commonly 
followed mania or melancholia was not, during the 
nineteenth century, distinguished in its clinical manifest- 
ations from. that associated with senility or general 
paralysis. The distinction was made only by age of onset or 
the presence of characteristic physical signs and post- 
mortem appearances. It was, of course, this usage of 
dementia which Kraepelin intended in his ‘dementia 
praecox'. But he accepted Bleuler’s alternative name, 
‘schizophrenia’, partly because he came to agree with 
Bleuler that dementia did not always occur and partly, no 
doubt, because schizophrenia was a word with a convenient 
adjectival form. 


Chronic mania 


The specific term chronic mania does not seem to 
have been used by textbook writers until about the 
middle of the nineteenth century, but its existence is 
clearly implied before that time. Thus Pinel (1801, 
p. 235) says of a case of mania that the patient 
became “sunk into continued mania”; and Esquirol 
(1839, p. 392) describes mania as “a disorder which is 
emphatically chronic", Griesinger (1865, p. 323), 
discussing states of mental weakness, says that 
"chronic mania and dementia constitute the vast 
majority of the insane". Chronic mania (he goes on) 
"is always a secondary disease, developed out of 
melancholia or mania; in it, the emotions of the acute 
illness disappear” ; there is a dullness and weakness, an 
absence of sentiment, an indifference; left to them- 
selves, the patients become absorbed in their delusions 
and there is eventual deterioration into apathetic 
dementia. | 

In their Manual of Psychological Medicine Bucknill 
and Tuke (1879, p. 303) say that, "when mania 
becomes chronic, we witness the almost hopeless form 
of insanity which is. only too common". Advanced 
chronic mania “is so little distinguishable from 
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dementia" that physicians disagree which is which. 
And 13 years later, in his Dictionary of Psychological 
Medicine (1892, under Mania), Tuke observed that 
patients who do not recover or do not die early from a 
maniacal attack "tend to fall into chronic dementia or 
what is called chronic mania. With the latter affection 
there is a considerable degree of permanent loss of 
mental power, so that it is really akin to chronic 
dementia. However, it may for descriptive purposes be 
differentiated by the retention of delusions". Accord- 
ing to Thomas Clouston (1892, p. 192), the typical 
picture of a patient with chronic mania was that of the 
mad Mrs Rochester in Charlotte Bronté's novel Jane 
Eyre (published 1847); and the same picture, though 
perhaps in a milder form, is reflected in Maudsley's 
statement (1895, p. 264) that the chronic manic 
patient displays absurd hallucinations, senseless 
conversations with himself, odd acts, imaginary 
enemies, various delusions and a gradually increasing 
weakness of mind. 

The opinion of contemporary German writers on 
the subject of chronic mania was summarized by 
Schott (1904). He recognized that many cases in 
which chronic over-activity and excitement termin- 
ated in obvious dementia could properly be included 
in Kraepelin's category of dementia praecox. But 
there was also, he said, a type of case which began as 
mania (in the Kraepelinian sense) but in which there 
gradually developed a weakness of memory and skill, 
with loss of initiative and insight and with deterior- 
ation of habits. Kraepelin, who in the 6th edition of 
his Textbook (1899, p. 385) had recognized that some 
degree of general deterioration might occur in severe 
and long-standing cases of mania, accepted in his 8th 
edition (1913, p. 16) the picture of chronic mania as 
delineated by Schott. He made no mention, however, of 
Schott's comment that these cases constituted "a 
special type of dementia". Kraepelin's reference to 
Schott was widely quoted in English textbooks and 
may have led a later generation of English-speaking 
psychiatrists to forget that the term "chronic mania" 
had been in common use long before then. 

The history of chronic mania during the first three 
decades of the twentieth century has beensummarized 
by Wertham (1929). He recognized that prolonged 
manic excitement might be an end-state of various 
groups of psychoses; but he thought the term ought to 
be reserved for a rare condition, developing only in 
persons of manic constitution and pyknic physique, 
and benign in the sense that it did not lead to severe 
mental deterioration. Yet he accepted that, even 
within his delimitation, delusions and "intellectual 
reduction" might occur. Wertham's views , were 
similar to those of many American authors, but were 
represented by only one British textbook—that of 


Henderson and Gillespie, whose account and whose 
illustrative cases remained almost unchanged through 
successive editions from 1929 to 1962. 

The general view among British writers was that, 
even within Kraepelin's classificatory system, chronic 
mania tended to mental deterioration. At first these 
assertions were made unreservedly—-Cole (1913), for 
example, says "in time the memory becomes affected 
and the process tends to secondary dementia", and 
similar views were expressed by Yellowlees and, as late 
as the 1950's, by Tredgold and Tredgold. Chronic 
mania, says Yellowlees (1932), is analogous to chronic 
melancholia, "but with the exceedingly interesting 
difference that the great majority of patients who 
remain in a state of even fairly mild elation for any 
great length of time begin to show distinct evidences of 
mental degeneration and become untidy, careless and 
degenerated, often to a remarkable degree". Tredgold 
and Tredgold (1943) say that "most patients with 
chronic mania have exacerbations . . . After each of 
these, intellectual deterioration is usually more 
pronounced, and eventually, it may be after many 
years, dementia supervenes". The statement is re- 
peated in the third edition of their textbook (1953). 

But later opinions become less definite and tend 
increasingly to account for the deterioration in terms 
of personality change, old age, arteriosclerosis or, 
more simply, a wrong diagnosis Thus Anderson 
(1964) says of patients with chronic mania "there is 
not, until age overtakes them, any evidence of intel- 
lectual deterioration". The first edition of Mayer- 
Gross, Slater and Roth (1954) says that chronic 
mania "provides a lasting and terminal picture of 
shallow and monotonous hilarity, querulousness and 
irritability '—though we should note that their third 
edition (1969) omits this and merely states that when 
mania becomes chronic lithium treatment is often 
helpful. 

I think it is fair to say that, over the past 20 years, 
the interest of textbook writers in the subject of 
chronic mania has steadily waned. The 8th edition of 
Modern Clinical Psychiatry (Kolb, 1973) says no more 
of chronic mania than that it is uncommon before the 
age of 40; and chronic mania is not mentioned at all 
in the 1974 edition of Arieti's American Handbook of 
Psychiatry. 

Thus chronic mania, from having been an important 
concept for nineteenth century psychiatrists, and from 
having survived, though in an emasculated form, the 
first decades of the Kraepelinian revolution, has 
gradually over the last 20 years or so seeped away until 
today it must be thought of—if thought of at all—as a 
mere ghost still haunting a few textbooks but without 
substance or clinical significance. 


Mania before Kraepelin 


refer to "the constant tendency of mania, and other 
forms of mental derangement, to pass into dementia" 


commonly leading to mental (i.e. intellectual) deter- 
ioration. Clouston (1892, p. 205), discussing the 
prognosis of mania, says there is complete recovery in 
about half the cases, death in 5 per cent, partial re- 
covery (that is, chronic mania) in 15 per cent; and in 
the remaining 30 per cent, dementia—adding that “the 
bulk of chronic patients in asylums are of this class”. 
Melancholia had a similar outcome, and it is evident 
that the concepts of mania and melancholia in the 
nineteenth century included cases of what we would 
now call schizophrenia and which Kraepelin called 
dementia praecox; indeed, Kraepelin specifically 
makes this point (1913, p. 193). 

The question may then be asked, did Kraepelin's 
concepts of manic-depressive insanity and dementia 
praecox spring fully armed, as it were, from the head 
of Jove, so that he saw in a sudden flash of inspiration 
what had been there all the time but which no one else 
had seen; or had a gradual change been taking place in 
the understanding, or in the clinical manifestations, of 
mental disorders, such that a distinction between 
these two groups must soon have become obvious to 
many observers? It is this question which I am going 
to consider. The attempt to answer it will involve a 
search among the complex and changing patterns of 
nineteenth century classifications for the emergence of 
the idea that there were some types of insanity, 
characterized by excitement or depression or both, 
which did not progress to "dementia". 

I propose to examine four strands from this vast 
pattern: the ideas related to (1) periodicity, (2) partial 
insanity, (3) simple mania, and (4) recoverability. 


Periodic insanity 


. Because we are apt to think of affective disorder (in 
its modern sense) as typified by a tendency to re- 
currence, an examination of the concept of periodic 
insanity might seem a promising one for our purpose. 
But Pinel was only recalling what had been recog- 
nized for centuries when he wrote in 1801 (p. 5) about 
insanity in general that, "intermittent or periodical 
insanity is the most common form of the disease"; 
and this is why, he says, he begins his Treatise with the 
subject of periodical insanity. It was of course this 
general tendency to periodicity which gave rise to the 
mediaeval English word “lunatic”, meaning a person 
affected with intermittent insanity—the intermittency 
being attributed to changes in the moon. A claim is 
sometimes made that Jean Pierre Falret, a pupil of 








ME Esquirol, “discovered” manic-depressive insanity in 
In their authoritative textbook, Bucknill and. Tuke ID 

> “folie circulaire" (1854). Thus in Hinsie and Camp- 
. bells Psychiatric Dictionary (1970), "folie circulaire" is 
(1879, p. 304). This observation sums up the nine- described as “Falret’s term for the condition known 
teenth century concept of mania às a condition 


is delineation of circular insanity, which he called 


"today. as manic-depressive psychosis, circular or 
: arenes 


„Falret indeed described a disorder characterized by 
alternating attacks of mania and melancholia, in 
which there were lucid intervals between each attack. 
The attacks were of the simple form of mania and 
melancholia—that is to say, without incoherence or 
intellectual disturbance. And yet, he says, although the 
simple forms arë more curable than most insanities 
when occurring in isolation, it isa remarkable fact that 
when they were united to form folie circulaire he had 
never known a case with complete cure or even a 
lasting remission; and that, even in the lucid intervals, 
the patient only seemed recovered and tried to conceal 
his intellectual loss and delusions. The prognosis of 
folie circulaire, he said, was particularly grave, indeed 
it was désesperant--—-hopeless. This view was generally 
accepted. Bucxknil and Tuke (1879, p. 304), in 
observing that mania may pass into melancholia, add 
that "if the two conditions alternate, it assumes the 
very unfavourable form of circular insanity", Mauds- 
ley (1895, p. 279) says that the prognosis of alternating 
recurrent insanity is always bad: it causes "the mind 
eventuallv to become weaker and the disease to last 
for life". 

Clearly, Falret's: folie circulaire cannot be simply 
equated with our. modern affective disorder. On the- 
other hand, Falret says of his folie circulaire that it-is 
strongly hereditary and that it affects females much 
more than males. And in spite of Falret's explicit 
statement about the bad prognosis, Kraepelin in- 
cluded “‘the so-called periodic or circular insanity” 
within his category of manic-depressive insanity. 
However, Kraepelin did not use periodicity as a 
distinguishing feature of the manic-depressive in- 
sanities because (he said) periodicity is also char- 
acteristic of epileptic insanity, hysterical insanity, and 
certain forms of dementia praecox (1913, p. 189). 

Thus the original concept of periodic or alternating 
insanity does not seem to lead us directly to the 
reason for the Kraepelinian divide. 


Partial insanity 


The nineteenth. century inherited two opposing 
views on the nature.of the mind and, in consequence, 
on the nature of mental disease. One view—of which 
John Locke was a proponent—saw the mind as an 
indivisible unity, like the soul. On this unitarian view, 
the mind was incapable of suffering any partial 
derangement: if diseased, it would be diseased 
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throughout, and therefore all insanities were essential- 
ly the same, varying only in their mode of onset or in 
the comparative severity of symptoms. This view was 
incorporated in the nineteenth century concept of the 
Einheitspsychose, held in Germany by Griesinger and 
in Britain by Sankey and to some extent by Maudsley. 
It is reflected in Bucknill’s remark that when a man isa 
lunatic he is a lunatic to his fingers’ ends, a remark 
which is quoted with approval by Maudsley (1867, p. 
343), and is repeated in Tuke's Dictionary (1892) in the 
article on ‘Hair of the Insane’, together with Darwin’s 
comment-—that Tuke might have added “and often to 
the extremity of each particular hair”. 

The other view of the mind was that its activities 
could be considered under distinct categories, parti- 
cularly those of feeling, thinking, and willing, as set out 
by Emanuel Kant. This view allowed the concept of 
partial insanity. Already in the eighteenth century 
William Cullen—who was a disciple of Linnaeus and 
therefore a classifier—had classed insanity into partial 
(which he called melancholia) and general (which he 
called mania). Pinel (1801) took the same view, but, 
unlike Cullen, he divided mania into two types accord- 
ing to whether or not it was accompanied by ‘delirium’ 
(see Appendix). Pinel’s mania without delirium, or folie 
raisonnante as he called it, became the prototype of 
partial insanity during the nineteenth century. But to 
consider the further development of this concept, we 
need to remind ourselves of the classification of Pinel's 
successor, Esquirol. 

In his Maladies Mentales of 1838, Esquirol classified 
insanities into partial and general, and he called partial 
insanities “monomania”, i.e. mad in only one aspect. 
He divided partial insanity into two types, according 
to the dominant mood being sad or gay. The gay type 
he called “monomania proper", and he further sub- 
divided it according to the faculty chiefly disordered: 
that is to say, he divided it into intellectual, affective, 
and instinctive types. He says that his affective mono- 
mania is equivalent to Pinel's folie raisonnante. Yet we 
should be wrong if we thought that Esquirol's gay 
affective monomania represented what we now call 
mania or hypomania. For we have to note: first, that 
Esquirol defined his monomania as insanities in which 
the delirium was partial and permanent, so that by 
definition affective monomania was an incurable 
condition; and second, that, to quote Esquirol, “in 
the character of Don Quixote, we find an admirable 
description of mononiania" (p. 331). 

. During the course of the nineteenth century, the 
partial insanity which Esquirol called monomania 
passed through a series of names, such as “primary 
systematized mania" (Maudsley 1895, p. 299) and 
"systematized insanity", and finally came to cover a 
group of disorders under the general name of para- 


noia—a group which worried Kraepelin because, as it 
included cases showing all gradations between those 
which ended in dementia and those in which the 
personality and intellect seemed perfectly preserved, 
he had difficulty in deciding whether or not to include 
it in his dementia praecox group. 

Thus the concept of partial insanity does not seem to 
lead us towards the Kraepelinian (and present-day) 
idea of affective disorder. 


Simple mania 


If then we are to find the equivalent of our modern 
idea of mania in Esquirol's classification, we must 
look among his group of general insanities, and parti- 
cularly perhaps in his concept of simple mania. 
Esquirol divided general insanities into two groups, 
mania and dementia, and he says of mania that if it is 
simple, then it is the most certainly curable of all 
forms of mental alienation (p. 395). 

Later in the century it became common to refer to 
simple mania and simple melancholia, meaning con- 
ditions which were uncomplicated by delusions or 
incoherence. Thus Griesinger (1865, p. 299) described 
simple mania as a form of incompletely developed 
mania, "a relatively mild mode of expression of 
certain desires and instincts, in which the patient still 
shows no striking disorder of the intelligence". We 
might think that sounds a. promising candidate for 
Kraepelin's mania. But, says Griesinger, this is the 
maniacal form of folie raisonnante and though it 
might end in recovery, it might also “pass into a state 
of mental weakness . . . with silly foolish acts and 
desires and childish play"; and he adds that “in no 
single case of mania is the conscious thought, the intel- 
ligence, perfectly free from any disorder" (p. 302). 
Maudsley, in 1867, grouped together Pinel's folie 
raisonnante, Esquirol’s monomania and Prichard's 
moral insanity as being only phases of what he called 
"affective disorder" or "affective insanity"——terms 
which he later equated with simple mania; but he went 
on to say that these were conditions “which, continued, 
usually end in positive intellectual disorder or de- 
mentia" (p. 322). Bevan Lewis, in his Textbook (1899, 
p. 201), says that "simple uncomplicated mania is a 
remarkably recoverable affection". Yet the table he 
gives (p. 221) of the outcome of 1800 cases admitted to 
the West Riding Asylum, Yorkshire, shows simple 
mania to have an outcome no better than acute mania: 
for only 60 per cent recovered, 12 per cent died during 
the attack, and 16 per cent passed into the chronic 
state with "permanent mental enfeeblement”’. 

Thus we cannot easily find Kraepelin's mania—that 
is, a condition which never leads to profound de- 
mentia—in the “simple mania" of the second half of 
the nineteenth century. 


3 © Recoverability | 
-.' There was a long tradition, upheld by John Monro 


(1758), that insanity was incurable. This was a pre- 
judice which, said Esquirol, “has proved exceedingly 
fatal to maniacs” (1838, p. 389), because it led phys- 
icians to neglect both the treatment of such patients 
and the study of mental disorder. With the worthy aim 
of refuting this prejudice, Esquirol—and Pinel before 
him—was concerned to show that insanity was not 
necessarily a hopeless condition. "Experience has 
proved", he wrote, “that mania is not incurable"— but 
it is disappointing that neither he nor Pinel mention 
the proportion of their manic patients who recovered. 
Later in the century, during the era of asylum build- 
ing, it became the concern of medical superintendents, 
with an eye on public relations and the reports from 
other asylums, to claim as high a cure rate as possible. 
Perhaps it was partly for these reasons that there 
seems to have been no very serious effort to define 
what was meant by cure or recovery. Thus recovery 
might mean only that the patient did not die or did not 
immediately pass into a state of dementia. 

The more thoughtful writers gradually began to 
Observe that those patients who were considered to 
have ‘recovered’ nevertheless often failed to return to 
their former state. Thus Griesinger, in 1867, said, “It 
is not at all unusual, although it has hitherto been very 
little attended to, to observe a mental state character- 
ized by moderate (mental) weakness occasionally 
ensue after apparent recovery from other forms (of 
insanity), and to remain persistent" (p. 322). Hack 
Tuke, in his Dictionary (1892 under Mania), says that 
"it is usually found that recovery from any form of 
mania is preceded by a state of dullness . . . recovery 
may take place with a certain mental enfeeblement 
(the Heilung mit Defekt of Neumann)". Maudsley 
(1895, p. 259) says that recovery from mania occurs in 
about half the cases, but the recovery “is not invariably 
quite so perfect as it looks": there is a moral blunting 
and "some degree of impairment of intellectual 
memory may be detected sometimes after acute 
mania". | 

Nevertheless, attempts were being made to isolate a 
group of disorders which recovered in a stricter sense 
—in the sense that they were never associated with 
decline into dementia. Here the contributions of 
Mendel and Kahlbaum are important. 

Mendel, as Privat Dozent at the University of 
Berlin, published in 1881 his Die Manie, a book in 
which he put forward a new name and a new concept 
—hyporaania. He proposed this name for “that form 
of mania which typically shows itself only in the mild 
stages, abortively, so to speak" (p. 36). This form of 
illness, he says, can't properly be called simple mania 
because simple mania has come to be equated with 
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Pinel's folie raisonnante (mania sine delirio) which has 
characteristic features—as we have noted above. Nor 
can it properly be called excitation manique because 
that has been used to cover states of excitement due to 
various types of recognized brain disease. Mendel 
describes his hypomania as an illness “similar to the 
state of exultation in typical mania, (but) with a 
certain lesser grade of development" (p. 38), and 
which never comes to incoherence of speech. He says 
that a// his cases of hypomania were cured (p. 185), and 
to that extent we may accept Mendel's hypomania as 
one of the earliest descriptions of a purely affective 
psychosis which did not lead to mental (ie., intel- 
lectual) enfeeblement. 

Kraepelin was to take over the term hypomania and 
use it as the equivalent of the mildest form of (his) 
mania. But it is a curiosity of history that the term 
hypomania was soon replaced, in the textbooks of 
writers who adopted the Kraepelinian scheme, by that 
of "simple mania"—a term which, as we have seen 
above, had been commonly used for cases ending in 
dementia; and Kraepelin himself, in the ninth edition 
of his Textbook (1927), reverts to the use of simple for 
the mildest degree of mania. For some decades after 
Kraepelin, the distinction between acute mania and 
simple mania was still based on the presence or 
absence of incoherence. But incoherence, in its nine- 
teenth century sense of incomprehensible and raving 
speech, became increasingly uncommon during the 
twentieth century both as a technical term and as a 
clinical state; and this is no doubt why the distinction 
between simple and acute mania went out of fashion. 
When that happened, a new word was needed for that 
form of mania which was even milder than Kraep- 


. elin's simple mania, and it was to fill this need that 


Mendel’s term ‘hypomania’ has recently staged a 
come-back (Hare, 1976). 


Kahibaum and cyclothymia 


A more explicit account of affective disorder not 
leading to dementia was given by Kahlbaum. Al- 
though Kahlbaum is chiefly remembered for his book 
Die Katatonie of 1874, I think he deserves at least as 
much credit for his paper On Circular Insanity (1882), 
in which he put forward the view that there was a type 
of circular disorder characterized by attacks of 
excitement and depression but which, unlike typical 
and recurrent attacks of mania and melancholia, did 
not end in dementia. To appreciate this, we must 
recall the almost universal belief that attacks of mania 
(in the pre-Kraepelinian sense) were generally 
preceded by a period of melancholia. Thus Griesinger 
had said (1865, p. 276), that “in the majority of cases, 
melancholic states precede the maniacal" ; and Mauds- 
ley (1879, p. 395), talking of mania, said “most often 
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there is a forewarning of calamity, a precursory stage 
of depression”. Such statements, which must certainly 
have reflected contemporary experience, have dropped 
out of modern textbooks. But during the nineteenth 
century, the repeated sequence of depression leading to 
excitement was the form called "typical circular 
insanity". It was from this group that Kahlbaum 
extracted what he considered to be a generically 
distinct type, a type that did not end in dementia and 
which he called cyclothymia (“we need a new name for 
the non-deteriorating group, and for this group I 
propose the term cyclothymia"). And he went on to 
say that there are pure states of depression and pure 
states of exaltation which also do not lead to dementia 
and for which he proposed the names dysthymia and 
hyperthymia. 

These ideas were re-moulded by Kraepelin. Just as 
Kraepelin took over the concepts of catatonia and 
hebephrenia (which had been delineated by Kahl- 
baum and by Kahlbaum's pupil Hecker) and made 
them into aspects of his dementia praecox, so he took 
over. Kahlbaum's cyclothymia, dysthymia and hyper- 
thymia and made them into aspects of his manic- 
depressive insanity. He then used Kahlbaum's term 
cyclothymia in an altogether different sense, the sense 
in which we still use it. 

Krafft-Ebing, building on Kahlbaum's observations, 
clearly distinguished in his textbook (1898) —and as 
far as I know, for the first time in the history of 
psychiatry— between types of insanities which were 
curable and types which were not. His classification 
seems unsatisfactory today because it was based on 
the then still persisting ideas of Morel on degeneracy. 
Thus he held mania and melancholia to be acquired 
disorders, and to be curable because they were 
acquired; and he classified them under the heading of 
Psychoneuroses. Other types of insanity, which tended 
to dementia, did so because they were due to heredi- 
tary degeneration. Kraepelin took over the concept of 
mania and melancholia as recoverable, but unlike 
Krafft-Ebing he recognized the hereditary factor. 
Indeed, one of the points on which he based his 
opinion that manic-depressive insanity represented a 
single morbid process was that its varieties showed 
mutual replacement in heredity. 


Part ll 

From the above considerations, it appears to me 
that the distinction between mental disorders which 
tended to progress to permanent mental enfeeblement 
(what the nineteenth century called dementia) and 
those which did not-—a distinction which Kraepelin 
considered to be a fundamental one—first clearly 
emerged in the early 1880's with the publications of 
Mendel and Kahlbaum. If that is so, then we may 


pertinently ask why the distinction emerged at that 
time. If the distinction is really a permanent and 
enduring feature in the nature of mental disorders, 
why was the discovery not made earlier ? 

There is one straight-forward explanation why 
Kahlbaum was able to delineate the non-dementing 
forms of insanity and why this had not been done 
before. Under the influence of Griesinger, psychiatry 
had become an academic subject in Germany by the 
mid-nineteenth century. But it was dominated by 
Griesinger's concept of the Einheitspsychose, and so 
the university climate was unfavourable for the study 
of syndromes and classification. Moreover, university 
research and teaching is likely to have been based 
(as so often, even now) on acute cases, studied over a 
short period of time. Kahlbaum, on the other hand, 
worked for more than 30 years at a single institution 
and was therefore well placed to detect syndromes on 
the basis of long-term outcome. 

But although this explanation is reasonable, it 
does not seem to me sufficient. The classification of 
insanities had been very carefully studied since the end 
of the eighteenth century, and it is not easy to believe 
that Esquirol and the many very able members of his 
school, who studied their cases in institutions and not 
in university clinics, would have missed the particular 
class of non-dementing insanities if it had been clearly 
there. Again, the explanation does not account for the 
very widespread belief that all insanities tended to 
dementia. This belief was held by the ablest observers 
throughout much of the nineteenth century, whereas 
today, of course, the most casual experience would 
refute it. To take account of these points, I propose an 
additional explanation. 


The mutability of disease 


This explanation is based on the belief—or the fact 
—that diseases are continually undergoing change. 
The mutability of diseases has not attracted much 
attention from clinicians or historians; and after more 
than a hundred years, Darwin's ideas have still not 
made any great impact on medical thinking. It is a 
curious fact that when Linnaeus proposed the first 
satisfactory method for classifying species of plants 
and animals, his method was immediately adopted by 
medical men; and Linnaeus himself, though not a 
physician, wrote a book (Genera Morborum, 1763) on 
the classification of disease—including mental disease 
-in which he, like his followers, treated each disease 
as though it were a species comparable to the species 
of living organisms (which at that time were con- 
sidered immutable). Diseases are not closely com- 
parable with species, but I think there is an analogy in 
the sense that diseases, like species, represent the 
balance of a process by which living organisms 
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struggle to adjust to a continually changing environ- 


ment. The main difference is that diseases change 
much more quickly than species do. And perhaps 
psychiatric diseases change more quickly than others 
because their expression is largely psychological and 
follows changing fashions in the mode of expressing 
mental distress. 

Such changes make the understanding of disease 
more difficult. The simplest, and perhaps the best, way 
in which the vast mass of medical experience can be 
brought under intellectual control is by constructing a 
classification of disease. But when diseases are chang- 
ing significantly within a few decades, the attempt to 
classify them becomes like an attempt to describe the 
changing shape of a cloud. The innumerable classi- 
ficatory systems of nineteenth century psychiatrists no 
. doubt reflect to some extent a growing insight into the 
nature of the disorders. But I think they also represent 
an attempt to keep pace with the continually changing 
manifestations of the disorders. 

McKeown (1979) has emphasized the relatively 
rapid change which has occurred in the incidence and 
severity of many common diseases in Western Europe 
since the beginning of the nineteenth century. The 
progressive fall in death rates during the nineteenth 
century from such diseases as tuberculosis, typhoid 
fever, measles and scarlet fever are attributed by him 
not to medical treatment but to the effects of better 
nutrition, better hygiene (especially as regards drink- 
ing water and milk) and smaller families (which allows 
more food and parental care for each child and dim- 
inishes the chance of cross infection). These effects, he 
suggests, led to increasingly better health and to a 
greater constitutional resistance to disease among the 
general population. 


Changes in mental disease 


If one accepts McKeown's thesis, then it is worth 
considering what effect the continuing improvement in 
health and constitutional resistance may have had on 
the manifestations of psychiatric disease in Western 
Europe during the last 150 years or so. A striking fact 
which emerges from a study of nineteenth century 
psychiatric textbooks is that the diseases described 
there are not much like the kind of psychiatric diseases 
we see today. One has only to consider their des- 
-criptions of typical cases of acute mania to realise this 
—and it does not matter whether they were des- 
cribing cases of what we would now call mania or what 
we would now call catatonic excitement: such cases 
are certainly rare now among the native-born popu- 
lation in Britain. This is only one of many such 
changes. 

Thus in the mid-nineteenth century, between 10 per 
cent and 20 per cent of admissions to asylums in this 
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country were for general paralysis. We are apt to 
believe the disappearance of general paralysis was a 
triumph of medical science, but there is evidence that 
this is not the full story (Hare, 1959), 

A hundred years ago, between 5 per cent and 10 per 
cent of admissions to asylums were for epileptic 
insanity. Epileptic insanity was not merely a condition 
in which a patient might have a manic-like attack after 
a fit—epileptic furor—but a condition in which 
there typically developed changes in personality, often 
with delusions and hallucinations, and generally 
progressing to ‘dementia’, a dementia which, apart 
from the fits, seems to have been indistinguishable 
from that consequent upon attacks of mania and 
melancholia. Esquirol (1838, p. 381) said that epilepsy, 
"which is so often a cause of idiocy and dementia, also 
produces mania". “Of the 400 epileptic patients that 
we now have in the Salpêtrière, 50 at least were man- 
iacs after every attack. The fury of epileptics is blind, 
terrible, and dangerous in the extreme". According to 
Griesinger (1865, p. 405) "a very large number of 
epileptics are in a state of chronic mental disease even 
during the intervals between attacks . . . The most 
persistent psychical disorder to which epileptics are 
subject is dementia". Maudsley says of epileptic mania 
that it “differs chiefly from ordinary mania by the 
extremity of its blind fury and reckless violence”; and 
that epilepsy tends to progress to epileptic dementia, 
“which differs from ordinary insanity only in being 
more accompanied by hallucinations and more prone 
to outbreaks of excitement and violence". 

Yet today, I think, we never see such cases; and we 
too easily account for that by thinking of the great 
advances in the treatment of epilepsy when we should 
also be considering whether epilepsy itself has become a 
rarer disease or milder in its consequences than it used 
to be. In relation to the effects of better general 
health, Clouston (1892, p. 444) has an interesting 
Observation. He says that the proportion of admissions 
to British asylums for epileptic insanity varied from 11 
per cent in the poorer agricultural counties to 5 per 
cent in the better-off mining and manufacturing 
counties, and he goes on to note the "curious fact" 
that in Edinburgh, in his department for the richer 
classes, there was not one case of epileptic insanity 
among 800 admissions over 19 years. 

Chronic alcoholism is a condition which is probably 
commoner in Britain now than it was a hundred years 
ago. But what has become of alcoholic insanity? 
During the latter part of the nineteenth century, about 
5 per cent of asylum admissions were for alcoholic 
insanity, a disorder which, like epileptic insanity, was 
commonly associated with delusions and hallucina- 
tions and which pursued a downwards course to 
"dementia". It was of course the general similarity 
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between the symptoms and course of insanities 
associated with mania, melancholia, general paralysis, 
epilepsy and alcoholism which led to the idea that all 
insanities were essentially the same and that all 
tended towards dementia. 

Another striking difference between the psychiatric 
disorders of the nineteenth century and today is in 
their mortality rate. There is considerable agreement 
among the textbook writers of the nineteenth century 
that the mortality rate of an attack of acute insanity 
was about 10 per cent—and this even when cases of 
general paralysis, epilepsy and alcoholism had been 
excluded. From a study of 3800 deaths in Scottish 
asylums, Mitchell (1879) concluded the death rate 
there was between six and eight times that of the 
general population and that the excess death rates 
were higher in the younger age-groups. Part of the 
high mortality was due to general paralysis, but even 
at Bethlem Hospital, which did not admit epileptic or 
paralytic cases or cases where the duration of the 
illness had been more than a year, the mortality rate 
was between 5 per cent and 9 per cent (Griesinger, 
1865a; Robinson, 1865). 

However much the statistics may be open to doubt, 
there seems no escaping this evidence of high mortality 
in acute attacks of insanity during the last century. 
Once again it is easy to suppose that the improvement 
in mortality rate between then and now is simply the 
consequence of earlier admission, better care and 
better treatments. But it seems to me at least as 
plausible to attribute it to improvements in general 
health and in constitutional resistance to disease, in 
consequence of better nutrition and the other factors 
which McKeown noted, 


The amelioration of insanities 


Such considerations as these lead, I suggest, to the 
reasonable supposition that psychiatric disorders 
taken as a whole were becoming less severe during the 
nineteenth century, particularly during its second half. 
There is indeed plenty of evidence that the later text- 
book writers of the nineteenth century noticed that 
acute mania was becoming a less serious condition 
than had been described by earlier writers. Thus 
Bucknill and Tuke (1879, p. 296) say that mania, or 
raving madness, “is to be found at the present day 
much better described in books than observed in 
asylums”, and they add that Arnold's statement (of 
1782) that the patient raves incessantly, "is not 
applicable to nearly so large a proportion of cases of 
maniacal insanity as it was when Arnold wrote", And 
Clouston (1892, p. 154) says that "the raving madness 
of the older authors, or acute mania, is perhaps the 
type of all insanity both in the popular and profes- 
sional mind... Yet this type of disease is nowadays 


not at all so common as others"; and among 297 
cases of acute mania he could find "not more than 20 
which could have sat to Esquirol's pictures". 

The idea that the manifestations of psychiatric 
disorder were changing during the last century is 
reinforced by the many studies which have indicated a 
change in the manifestation of psychiatric disease in 
the last few decades. There is general agreement that 
the prognosis of schizophrenia has notably improved, 
that catatonic stupor has practically disappeared, and 
that the various sub-types which Kraepelin delineated 
have become much less well defined. I think marked 
changes must have occurred too in that form of 
mental disorder which used to be called involutional 
melancholia. It has faded away and can hardly be 
made out nowadays--and in this respect has followed 
a similar course to that of its counterpart, chronic 
mania. 


Dementia in dementia praecox 


The view that psychiatric disorders were amelior- 
ating during the nineteenth century allows us to con- 
sider in what ways this might have occurred to permit 
Kraepelin to reach his distinction between manic- 
depressive insanity and dementia praecox ; and also to 
consider whether this can be linked with the changing 
manifestations of schizophrenia in Western society 
during the present century. Apart from genetic dis- 
position, there are two factors contributing to the 
severity of a disease. One is the prevalence and viru- 
lence of environmental causes and the other is the 
patient's constitutional resistance to disease. For the 
major classes of mental disorder we know little about 
the causes, but we can say something about the general 
standard of a person's health. Thus his health as an 
adult will be determined by the state of his mother's 
health during pregnancy; by complications of preg- 
nancy and delivery; by the standard of nutrition he 
received, particularly in early childhood; by the 
amount of infection to which he was exposed—parti- 
cularly virus infections which may be associated with 
encephalitis; and by the general standard of care he 
received from his parents, which would include how 
far he was protected from accident and violence. 
These determinants have greatly changed over the past 
150 years in industrialized countries; and it is their 
changes, I suggest, which have been a major factor in 
the amelioration of the course of psychotic disorders. 

Good general health, in so far as it is indicated by 
good physique, has long been recognized as a favour- 
able prognostic sign in schizophrenia. Clouston (1888) 
said that the cardinal problem of psychiatry was, 
"How can we avert dementia ?"; and his suggestions 
for prophylaxis, or early treatment, were of “rapidly 
fattening the patient, life out of doors, regular exer- 
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cise” and so on—in other words, an attempt to build — 


up the patient's physique and therefore by implication 
his resistance to dementia. Kraepelin, 25 years later, 
gave almost exactly the same advice (1913a, p. 279); 
and it is worth noting that most of the 'successful' 
treatments for schizophrenia have had the effect, if 
not primarily the intention, of increasing the patient's 
appetite and thus fattening him up. We might also 
reflect that until a few decades ago it was the common 
opinion that schizophrenia in young persons was 
associated with various physical stigmata which were 
referred to as the somatic manifestations of schizo- 
phrenia (Shattock, 1950). We do not see such mani- 
festations now, and that may be simply because the 
general health of patients has further improved. 

One of Kraepelin's criteria for his dementia praecox 
group was that, unlike manic-depressive insanity, its 
course tended to profound dementia. But nowadays 
(in Britain at least) schizophrenia rarely leads to 
. profound dementia, and to that extent the Kraep- 

elinian distinction has worn thin. The improvement 
which has occurred in the prognosis of schizophrenia 
is commonly attributed to advances in care and 
treatment. No doubt they are a factor, but it seems 
clear that the improvement had begun well before the 
introduction of modern methods of treatment and 
particularly before the introduction of the pheno- 
thiazines (Odegaard, 1967). 


Dementia in manic-depressive psychosis 

In spite of much careful study, it was not until the 
1880's that any clear evidence emerged for a group of 
insanities which did not tend to dementia. But even 
in Kraepelin's day, the prognosis of his manic- 
depressive insanity was by no means of the entirely 
non-dementing kind which we nowadays tend to 
associate with affective disorder. Kraepelin accepted 
that his manic-depressive insanity might progress to a 
type of psychic weakness—-and indeed found this to 
have occurred in 37 per cent of nearly a thousand 
cases which he had studied (1913, p. 117). He des- 
cribed the nature of this weakness as simple personal 
peculiarities, such as occur in the families of manic- 
depressive patients. It is perhaps strange that, although 
he did not feel it necessary to give any particular ex- 
planation for the dementing process of dementia 
praecox, he was nevertheless at some pains to explain 
—to explain away, as it might seem—the “permanent 
peculiarities" in manic-depressive insanity. Thus he 
suggested that this weakness might be due to a severe 
hereditary taint, or to long residence in an institution, 
or to approaching age, or even to a postulated aetio- 
logical relation between manic-depressive insanity and 
arteriosclerosis (p. 161). Moreover he did not make it 
clear in what way the psychic weakness differs from a 


mild degree of schizophrenic deterioration—and 
nowadays a schizophrenic deterioration is often 
manifested as no more than a defect of personality. 
Nor does this distinction become clear in the writing 
of later authors. Lewis (1960), for example, discussing 
the course and prognosis of affective disorder, states 
that “in the more chronic forms, or after a series of 
attacks, there may be impaired initiative and judge- 
ment, irresoluteness, dullness and social deterioration 
—none of them conspicuous", a description which 
would do very well for a mild state of schizophrenic 
defect. I suggest that in such descriptions we still see 
the tail end, the ghost as it were, of a process of mental 
enfeeblement which can occur in affective psychosis 
and which generally did occur, to a more severe 
degree, until towards the end of the nineteenth cen- 
tury. 


Conclusion 


I have suggested that the mental deterioration which 
was the common sequel of insanity during the nine- 
teenth century was due, at least in part, to the rela- 
tively poor state of general health then, and to the 
consequent low resistance to disorders affecting mental 
function. This idea permits a reconciliation of two 
opposing views held during that century: the view that 
all insanities were essentially similar and tended to 
dementia, and the later view that there was a type of 
insanity in which the intellectual function was not 
significantly involved, Thus we can say that, under the 
conditions of poor hygiene and poor general health 
which existed during much of the nineteenth century, 
most insanities did tend to dementia. But as the 
general health of the population gradually improved, 
this tendency became less; and the effect of this was 
first apparent in the group of affective disorders, so 
allowing their identification late in the century as a 
distinct, non-dementing group. And we may then 
suppose that the same cause has continued to act, and 
that its effect has more recently become apparent in 
Kraepelin's dementia praecox group; and this would 
explain why we no longer see the ‘profound dementia’ 
which was still the characteristic end-state of the dis- 
order in his day. 
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Appendix 

An essay might be written on the vagaries of the word 
delirium and the misunderstanding it has caused in psych- 
iatry. The Latin word delirium became the French délire, 
but in the eighteenth and early nineteenth centuries the 
English equivalent was raving. During the course of the 
nineteenth century, raving was quietly dropped from 
English medical terminology; and delirium, which had 
formerly included raving madness, became restricted to 
conditions where there was evident brain disease, fever or 
exhaustion (see Tuke's Dictionary, 1891). Their places 
were taken by two terms denoting different aspects of 
insanity. These terms were incoherence and delusion. 

Incoherence, which had formerly been used as a synonym 
for dementia, came to refer to speech which, being illogical 
or too rapid, had “a want or absence of cohesion or 
connection" (Tuke's Dictionary). 

Delusion referred to false beliefs, but its connotation was 
wider then than nowadays. It included a patient's false 
belief of hearing voices (Sankey's "auditory delusions"), or 
of his feeling extremely fit when in fact he was suffering 
from mania. A further difficulty was that delusion is a 
peculiarly English word. In France, the word délusion had 
become obsolete by the seventeenth century. Sankey (1884) 
wrote that “In French there is no such word as délusion; 
the French for the English word delusion is ilusion, and the 
French for the English word illusion is hallucination”. 
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An Experimental Study of the Clinical Judgment of General 


Physicians in Evaluating and Prescribing for Depression 


H.-U. FISCH, K. R. HAMMOND, C. R. B. JOYCE and M. O'REILLY 


Summary: Fifteen general physicians were given profiles of symptom combin- 
ations representing 80 depressed patients. They were asked to judge the severity 
of the disorder and to prescribe. There were two phases to the experiment, the 
formal structure of both being the same. In the first phase, all physicians based 
their judgments only on the cues of the Hamilton Depression scale; in the 
second, each physician defined his own cues. Multivariate regression analysis 
was applied to the observations. Agreement between the judges was low. Most 
had a more complex policy, in regard to both judgment of the severity of the 
depression and prescribing, when selecting their own cues than when restricted 
to textbook variables, but used it more consistently. The observations have 
important implications for training and research in psychiatry and in psycho- 


pharmacology. 


Competent judgment is one of the most important 
human activities. Politicians sometimes have to 
choose implicitly between peace and war, the judgment 
of physicians affects the wellbeing of their patients and 
admission committees select future doctors and 
scientists, Judges usually believe that it is at least 
possible for their judgments to be correct or nearly 
correct, Unsuccessful or inconsistent judgments or 
those that are at odds with one's own are considered 
to be due to inexperience, incompetence, or even bad 
intention. But in fact judgment has repeatedly been 
shown to be unreliable; even that of the same indivi- 
dual fluctuates widely between occasions. The 
consequences of the extent to which this occurs are 
unlikely to be less important in clinical situations 
than elsewhere. 


Diagnosis, severity of depression, and prescribing 

Much of the very information on which physicians 
rely in making their judgments is unreliable and 
uncertain; because it may often not be known which 
part of the available information is really relevant to 
diagnostic or therapeutic decisions, the physician 
must try to make ‘adequate decisions with inadequate 
information’ (Elstein et al, 1978). 

Many diagnostic cues may be redundant; social 
stereotypes and prejudices may play an important 
role in determining what information is collected. 
Thus agreement between psychiatrists about diagnosis 
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is usually small (for a review see Kendell, 1975), as is 
that about evaluation of the severity of the illness. 

There appear to be good grounds for believing that 
physicians evaluate and prescribe for depressive states 
according to principles additional to those usually 
taught or mentioned in textbooks, but it is not known 
to what extent they do so, nor how the strategies of 
different physicians differ. One may also ask whether 
they make use of definite symptom patterns, and 
whether the variables involved are used overtly or 
covertly. Prescribing is not only influenced by pharma- 
cological considerations but also by personal factors 
such as the educational qualifications and the degree 
of orientation of the physician towards the whole 
patient (Joyce et al, 1967; Hemminski, 1975). Experi- 
mental investigations of the strategies of physicians 
are rare, especially in prescribing (Henry et al, 1976). 

Decisions about diagnosis and prescribing require 
the rating of behaviour (a supposedly more objective 
procedure, although the extent of disagreement 
between observers has been repeatedly studied) as a 
preliminary to the integration of this information into 
a judgment (an admittedly subjective process). The 
present work was not concerned with rating behaviour 
as such, but was purposely focussed on the way in 
which such ratings are put together to form a judg- 
ment; i.e. with clinical thinking at its most detached 
and presumably most effective. 

In many countries general physicians who have no 
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special training in psychiatry usually see the depressed 
patient first. The diagnostic and prescribing policies of 


such physicians were the subject of the present study. 


Methods 
The physicians 


Sixteen physicians known to one of the authore us 
(H.U.F.), who was working at the time asa psychiatric: 


consultant, were invited to participate and 15 agreed 
to do so. Eleven were working as general practitioners, 
three in a hospital setting, and one in both. Two were 
women; seven were between 31 and 40 years old, six 
between 41 and 50 and two between 51 and 60. Six 
had had 5 to 10 years of professional activity since 
their final exams; five, 11 to 20 years and four, 21 to 
30 years. The great majority had received their 
medical training at the University of Zürich. All had 
an active interest in psychiatric problems. Strict 


ce anonymity was maintained in regard to the judgments 


provided by the individual physicians, who were 
identified only by a code number and sent their 
results to a firm of public accountants for forwarding 
to H.U.F. 


Analysis 


The observations were submitted to the form of 
multiple regression analysis used by Hammond and 
his colleagues (Hammond et al, 1975; Hammond and 
Adelman, 1976; Hammond and Joyce, 1977). 


Simulated patients: Formal task characteristics 


Neither real patients, videotape nor film (Kendell, 
1973) can be used for an experiment in which identical 
Observations must be presented to all the participants, 
because the observers will have already started making 
different inferences at the stage of observation itself. 
In the present study, global judgments based on 
identical information were required; a simple form of 
presentation was therefore sufficient. 

Each sheet of a small booklet contained information 
about one ‘case’. There were 49 cases, 31 of which 
were duplicated in order to provide an additional 
check on consistency; 80 sets of data were therefore 
presented in all, Each of 8 variables was represented 
by a vertical bar, of which the length was proportional 
to the value of the cue (ie. the intensity of the 
symptom). Though they could equally well have been 
obtained from ratings of actual patients, the values of 
the variables were generated by a random process that 
disposed the variables orthogonally, distributed the 
scores widely, and hence produced profiles that were 
representative of a greater range of patients. All 
physicians received identical material. 


en 
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ontent characteristics of the tasks 
here were two main phases to the study, following 


. a practice task, in both of which physicians were 


| equired to judge the severity of depression experi- 


ses had the same formal characteristics, but the 
tent varied (that is to say, the distribution of 


numerical values was identical but the labels of the - 
. variables differed). In the first phase all physicians 


were supplied with the eight variables based by the 
authors upon the Hamilton depression rating scale 
(HDRS: Hamilton, 1967). 

The version employed was somewhat condensed 
from that published, the scoring and method of use 
of which were individually discussed with the partici- 
pants. The three items concerned with insomnia 
(initial, middle and delayed) were combined into the 
single item 'disturbance of sleep'; general somatic 
symptoms, gastrointestinal symptoms and hypo- 
chondriasis were condensed to 'somatic and psycho- 
somatic complaints related to the depression'*; and 
anxiety, psychic symptoms, and anxiety, somatic 
symptoms, to ‘anxiety, psychic and somatic’. Loss of 
libido, loss of weight and loss of insight were omitted, 
because in an earlier investigation with the HDRS in 
the same region of Switzerland, all patients had 
insight into the psychic origin of their iliness, hardly 
ever gave information about their sexual life and rarely 
suffered loss of weight. The item diurnal variation was 
omitted altogether because the relationship between 
this factor and severity of depression is far from clear 
(see review by Chen, 1979). The items retardation and 
agitation were condensed to the single bipolar variable 
‘psychomotor deviation from the norm’, 

Two experienced independent psychiatrists con- 
firmed that the random generation of cue values had 
not led to self-contradictory symptom combinations, 
and that the stimulus materials were thus equivalent 
to those that could have been derived from real 
patients. 

In the second phase each doctor was asked to 
describe the variables he or she personally considered 
most important for the diagnosis of severity of 
depression and for the prescription of antidepressive 
medication. To do this, each was first encouraged to 
think aloud in an individual non-directive interview. 
Some mentioned as many as 12 different variables, 
which were easily reduced by agreement to 8 or fewer 
because of the high degree of redundancy. Each then 
also predicted his own relative 8-weights. To do so, 
a pie-diagram divided into 16 segments was presented 
as an analogue for the total amount of information 


* Abbreviated in Tables II, III, V and VI to ‘bodily com- 
plaints/hypochondria’. 


by each case, and to prescribe: The tasks in both 
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needed to diagnose severity of depression, and the 
doctor was asked to decide how many segments 
should be awarded to. each variable. 

In both phases, the severity of the depression 
suffered by each patient was rated on an analogue 
scale, the ends of which were described respectively 
as ‘depression completely absent’ and ‘most severe 
depression possible’. Any drug or drugs to be pre- 
scribed (the choice was not limited to antidepressives) 
were recorded beneath this. 


Analysis of results 

The consistency of each physician's judgments was 
examined in two ways (Table I. R (the multiple 
regression coefficient) estimated the reliability of the 
internal structure of the judgments: an R of 1 would 
indicate that he or she always awarded a given symp- 
tom exactly the same degree of importance in estimat- 
ing the severity of depression, as well as that the 
overall judgmental policy was completely accounted 
for in terms of the symptomsand the weights attributed 
to them. The product-moment coefficient r, on the 
other hand, represented the extent to which the 
replicated judgments of the subset of 31 duplicate 
cases agreed with each other. 

R was calculated for each physician in a stepwise 
linear regression procedure. The criteria for including 
each new variable were an F-level of >2.5 and a 
tolerance of >.001. All tolerances were >.7; thus the 
8 variables could be considered orthogonal. 


Results 
Severity of depression 
Variation of judgments (consistency) 

All 15 physicians participated in phase 1, but only 
14 in phase 2, because physician 8 predicted that his 
(or her) policy would still be fully based upon the 
modified HDRS measures and therefore considered 
that it would be a waste of time to take part in phase 2. 

The differences between physicians for R and r were 
large in both phases | and 2 (Table I). In phase 1, R 
varied from 0.575 (physician 5) to 0.888 (physician 1); 
the extremes of r were represented by the same two 
physicians and were even greater (0.260 and 0.905 
respectively). The mean R was 0.773, indicating that 
an average of 60 per cent of the variation in judgments 
was accounted for by the calculated policy. The range 
of both R and r in phase 2 was narrower, with a 
considerably higher average: nearly 75 per cent of the 
variance was contributed, on average, by the calculated 
policy, with an individual maximum of 87 per cent 
(physician 3). 

Within each phase R and r correlated highly with 
each other (Spearman correlation coefficient --0.721 











TABLE I 
Consistency of judgment in rating severity of depression: 
Phases il and2 . 
Phase b Phase 2 

Physician — ————————————7——7-7"——7—7—.—-—7——-—"— —————— 
No. R r R r 

1 888 .905 870 7 828 
2 .858 .716 883 „806 
3 .872 ,830 931 .838 
4 ,641 .612. 844 .810 
5 21919 . 260 813 .595 
6 805 689 . 799 . 704 
7 .818 .719 . 862 846 
8 M i ien .532 - - 
9 .671 657 .738 443 
10 .727 581 .882 792 
11 .733 .548 .862 .839 
12 | .721 653 .901 . 863 
13 .728 i954 «197 .441 
14 .828 . 796 .903 . 866 
15 .755 458 .903 .785 
Average IAS .691* 862 .T12 





* Physician 8 excluded (see text). 

Multiple regression coefficient R = 1.000 would indicate 
subject always gives symptom same importance for 
severity rating, and that weighting of 8 listed symptoms 
accounts completely for overall judgment. 

Correlation r = 1.000 would mean complete agreement 
between the ratings given the first and second in each pair 
of 31 duplicated cases. 


(phase 1) and +-0.666 (phase 2); P <.01). Of the 14 
physicians participating in both phases, 12 were more 
consistent in phase 2 (i.e., when using variables of 
their own choice) than in phase 1, as measured by 
comparing their R scores; and 11 when r scores were 
compared instead. This difference in favour of greater 
consistency in phase 2 is unlikely to have been due to 
chance (P <.01 for Rand <.03 forr). 

The underlined variables in each row of Table II 
together account for at least the first 50 per cent of 
the explained variance in the phase 1 judgments of 
each physician. Differences in weights awarded by 
different physicians to the same cues were consider- 
able: for example, less than 0.10 to 0.86 for depressed 
mood; less than 0.10 to over 0.60 for risk of suicide or 
anxiety. With the exception of physician 8 all partici- 
pants used depressed mood, and most also used 
suicide, feelings of guilt and anxiety in diagnosing 
the severity of depression. The somatic variables 
bodily complaints/hypochondria, sleep disturbances 
and psychomotor deviation from the norm were very 
little used... 

Most cues used in phase 2 were identical with or 
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strongly resembled those of the modified HDRS 
provided in phase 1 (Table HI), but they were used 
more consistently in phase 2 (see above). A number of 
physicians introduced. two new variables, namely 
‘general impression’ and ‘loss of drive’, and six also 
named one or two others; for example, the ‘general 
history’, ‘feelings of insufficiency’, ‘disturbance of 
interpersonal relations’. These were given Q-weights 
varying between 0.18 and 0.47 (see row ‘other cues’ in 
Table HD. On the other hand, ‘feelings of guilt’ was 
not used as a relevant cue by any of them. 


Prescribing of antidepressives 


Individual physicians prescribed either no drug 
treatment or only drugs other than antidepressives for 
between 0 and 88 per cent of the 80 cases, although the 
prescription of no drug at all was very rare. One 
individual considered that as many as 9 of the 11 
different antidepressive preparations mentioned in 
total would be needed to cover the spectrum presented 
by the 80 cases. Five of these were the preferred 
treatment of different doctors (Table IV). In phase 1, 
10 physicians used imipramine, 3 dibenzepine, one 
maprotiline and one amitriptyline most frequently. 
In phase 2 imipramine was used most frequently by 
7 physicians, amitriptyline, maprotiline and diben- 
zepine by 2 each and desipramine by one. Many non- 
antidepressive drugs were also prescribed. Stepwise 
regression discriminant analysis was used to isolate, 
for each physician, the core cues for his prescription of 
different drugs. For simplicity only the cues dis- 
criminating the antidepressive most frequently pre- 
scribed by each doctor from all other antidepressives 
together were examined. 

In phase 1, the variables most frequently used to 
select the preferred medication were the final judgment 
of the severity of depression (by 9 physicians), de- 
pressed mood (by 7) and risk of suicide (by 4). Target 
symptoms were used by very few: sleep disturbances 
and anxiety by 3 each; and feelings of guilt, work 
disturbances, psychomotor deviation and bodily 
complaints by 2 each (Table V). Severity of depression, 
initially the dependent variable (Tables H and V), 
formed an additional independent variable in the 
judgment of prescribing (Tables IHI and VI). 

The use of all variables, especially that of target 
symptoms, showed a reduction in phase 2. Certain 
variables were sometimes exclusively used to decide 
the treatment (e.g. ‘work and occupational distur- 
bances’ by physician number 5), but only 3 new 
variables (‘general impression’ by 3, and ‘loss of drive’ 
and ‘anamnesis’ by 1 each) were used to any great 
extent (Table VI). Further cues introduced were little 
used for prescribing. — 


Agreement between physicians — 

Although the agreement between physicians about 
the judgment of severity was low (Tables H and HD, 
judgment of severity was most important in pre- 
scribing (Tables V and VI). It is therefore not sur- 
prising that there was wide variation between physi- 
cians in the choice of treatment for each case. How- 
ever, the observation that the agreement between 
physicians was so low runs strongly against clinical 
intuition. The estimates of consistency were therefore 
submitted to a sensitivity analysis. Eleven of the 14 
physicians had predicted their own use of 8-weights 
for phase 2 using the pie-diagram. These values were 
substituted for the calculated {8-weights in the 
regression equation. Similar calculations were also 
carried out substituting random and equal 8-weights 
respectively. 

Whereas in phase 2 the average variance accounted 
for by obtaining B-weights experimentally represented 
75 per cent of the total (Table I), the weights predicted 
by the physicians (using the pie-diagram) accounted 
for only 49 per cent, equal 8-weights for 25 per cent 
and random B-weights for 22 per cent respectively. 


Discussion 


Most approaches to the study of medical judgment 
(see, for example, Feinstein, 1967; De Dombal, 
1978; Elstein et al, 1978) are academic; few, if any, 
study what clinicians do and fewer still are concerned 
with how they could do it better in practice. There is an 
emphasis on hierarchical, or algorithmic, analyses 
that may work well in a research setting, but give little 
practical help to the busy practitioner. On the other 
hand, the use of relatively simple mathematical 
procedures allows information to be more consistently 
combined than is possible by unaided human judgment 
(Dawes and Corrigan, 1974), as has been shown in 
many different contexts, such as admission committees 
for student psychologists (Dawes, 1971), radiologists 
(Slovic et al, 1971), rheumatologists (Joyce et al, 
1977) and others. Such analyses are of interest for 
several reasons: they allow the individual to gain 
insight into his own judgmental process; they con- 
sequently permit the description of areas of disagree- 
ment between judges and the reasons for this; and 
they may also be used to increase the reliability of 
the individual's judgment on subsequent occasions. 
These points mean for the busy doctor that, even if he 
is working alone, he can (with the aid of the analysis 
proposed) apply his diagnostic and prescribing skills 
consistently; if he is one of a team, the team can 
define its group policy explicitly and ensure that it is 
consistently used, by undertaking the appropriate 
analysis. | 
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Judgment depends upon the acquisition of reliabl 


information and its combination. By using stand- 


ardized sets of information here, the well-known 
problems associated with variations between observers 


of the same phenomena were avoided, and two’ 


different strategies in judging the severity of depression 


and in prescribing (respectively relying upon cues ^ 
from the textbook HDRS and those of the physicians’. Ot 


own choice) could be directly compared. 


It may be objected (as it has been already in dde us 


contexts) that judgment about pieces of paper in the 
quiet of the study is a poor analogy for clinical 
decisions about patients in the heat of the surgery. 
Decisions combine rating of behaviour with the 
integration of this information. This study was 
deliberately concerned only with the latter. 

Many other investigations have shown that in 
judgments about a complex system, multiple R's and 
correlations between repeated measures are low and 
that, as here, the judge actually uses fewer variables 
than he believes. Depending upon the nature of the 
cues it may be appropriate to treat some relationships 
as non-linear, but more complex analyses seldom lead 
to more accurate simulation of the judgmental process, 
although this is not to say that human judgment 
actually functions in this simple manner (Dawes and 
Corrigan, 1974). 

The observation that 75 per cent of the variance in 
phase 2 was accounted for by the physicians’ observed 
policies indicates that the relatively simple analysis 
was, as expected, strong and effective, The introduction 
of higher-order terms in the regression equation gave 
little improvement, and no encouragement to any 
desire to examine more complex analyses, such as 
hierarchical systems of judgment. 

In psychiatry, judgmental systems have only a 
small degree of internal structure and consistency; 
this is one reason for the proliferation of systems for 
categorizing patients (Gift et al, 1980). Thus, the low 
multiple R's for estimation of severity in phase 1 are 
not surprising. Such a result also agrees with that from 
studies with physicians in other specialities (Hammond 
and Joyce, 1977; Joyce et al, 1977). In phase 1, 
textbook variables, as taught in medical schools, were 
used. The judges in the present study were not medical 
students but experienced physicians obliged to cope 
daily with the evaluation and treatment of depression. 
Such physicians presumably base their policies to some 
extent on their personal experiences (Basagni ef al, 
1977), and these can only be partially represented by 
the HDRS. In phase 2, where the physicians chose 
their own variables, 12 of 14showed greater consistency 
than they had done in phase 1. It is improbable that 
this was simply due to the participants having learned 
the formal properties of the system during the course 
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phase 1. Had this been so, an even bigger difference 


“should have been observed between the practice 
period and phase 1 and this was not the case. 


The differences between the content of the variables 


i in the two experimental phases were not very large. 
Ate phase 2 only two new variables were widely 
. employed: “general impression’ and ‘loss of drive’. 
Oth 


ners were used by certain physicians. Though two 





— physicians referred to ‘feelings of guilt’ as an important 
cue during subsequent discussion of phase 2, none 
. of the 14 had in fact used this variable. This was in 


striking contrast to phase 1, where it had been used 
by 11 physicians, some giving it a rather high weight. 
This item may therefore reflect the difference between 
a textbook diagnosis and real diagnosis as performed 
by the practitioner. 

Grinker ef al (1961) have pointed out that the 
phenomenology of depression is changing, although 
textbooks still abide by the descriptions of Kraepelin. 
Zung has excluded guilt from his scale, because it 
proved to be culture-specific (Zung, 1977). Its value 
as at least a specific cue for the diagnosis of depression 
has been questioned (Harrow and Amdur, 1971). In a 
recently computed depression. rating scale (Mont- 
gomery and Asberg, 1979) the much broader term 
‘pessimistic thoughts’ has been used. Shapiro con- 
cludes his critical review of empirical work on this 
question: (a) feelings of guilt had to be expressed in 
general and not specific form; and (b) expressions of 
severe guilt would fail to differentiate neurotic 
depressives from nondepressives” (Shapiro, 1979). 

In choosing between antidepressives, physicians 
attributed little importance in either phase to pub- 
lished or advertised. differences between drugs, 
especially in regard to their reported specificity for 
target symptoms. The present observations thus 
implicitly supported the views expressed in some 
critical reviews of clinical psychopharmacology (e.g. 
Bielski and Friedel, 1976). 

In most experiments on clinical judgment, the judges 
are given the cues considered by experts to be relevant. 


However, if each judge combines and uses the . 


information in his own way, standard cues will not 
be able to reflect his policy fully. Therefore, it is not 
surprising if a judge under such conditions appears 
to perform poorly. 

Most clinical rating scales, including the HDRS, 
attribute an almost equal weight to each symptom 
(the depth of the depression being estimated by the 
arithmetic sum of the symptom scores) with little if 
any theoretical justification. This practice might 
appear to be defensible on the grounds that equally 
valid predictions can often be obtained from random, 
or at least equal, cue weights (Dawes and Corrigan, 
1974). However, the judges in the present study, as in 
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others, characteristically attributed very different 
weights to symptoms, and calculations using random 
or equal weights gave very much poorer results. 

Some implications for clinical research and practice, 
as well as for medical education, are worth con- 
sidering. Differences. between individual strategies 
may markedly influence the comparability of ratings 
in multicentre investigations (Stewart et al, 1975; 
Hammond and Joyce, 1977; Joyce et al, 1977), and 
the desirability of analyses being based upon scores 
deriving from the widely differing policies of individual 
physicians seems questionable. 

It would appear to be worthwhile to obtain a 
generally agreed set of weights from an appropriate 
group of judges for the HDRS and other rating scales. 
Such weights if used clinically or for research purposes 
should give much more sensitive, reproducible and 
responsible evaluations of the severity of depression 
than is presently the case. The argument can be 
extended to measurements of variables in other 
indications than depression. 

If qualified psychiatrists were also to show differ- 
ences of a similar magnitude to those reported here in 
their weighting of items in the HDRS or other 
measures, it would also be necessary to examine the 
policies of even these. specialists as a preliminary to 
achieving an explicit consensus before they partici- 
pated in multicentre trials or other investigations. If 
retraining were necessary, should it be based upon a 
consensus derived from the participating group 
(Joyce et al, 1977) or of some more representative, or 
authoritative group? Is it more, or less, necessary to 
teach students textbook variables, if the present 
evidence that subsequent experience causes them to 
be rejected is valid? Similar questions can be asked 
about postgraduate education and recertification 
(Relman, 1979). Medical teaching (which may differ 
from school to school or teacher to teacher) is largely 
concerned with the content of textbook variables as 
such and has generally been less interested in the 
systematic way in which that content is organized 
-. (Hammond, 1971). 

But apart from the value of the present approach 
to education or to the improvement of clinical trials, 
it is relevant to medical practice as well. The success 
with which the individual physician carries out his own 
desired intentions is usually variable, because the 
consistency of his judgments is low. By studying it 
more intensively with the help of the simple technique 
used here, he will be able to apply his own therapeutic 
policies more reliably; even if these are not always 
identical with those of his colleagues. 
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Molipaxin (trazodone HCl) rs chem- 
ically unrelated to all other psychoactive 
preparations. Not a tricyclic, tetracyclic or 
bicyclic, not an MAOI, not a lithium 
compound. Molipaxin is the first of a quite 
different group of psychoactive 
compounds —the triazolopyridines. 

Molipaxin has been proven in world- 
wide controlled clinieal studies in over 
10,000 patients, with publications in the 
UK, USA and Europe. 


Chemically unique 


"The fact that trazodone, a triazolo- 
pyridine compound, is structurally 
unrelated to any existing psychotropic 
agents makes it a particularly interesting 
compound for the clinician.” ' 


Proc. Lith. C.LN.B. Sympos., Vienna, 1978, Excerpta Med. 1980, p86 
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Without cardiotoxicity 


Suggested by animal studies... 
* _ unlike imipramine, trazodone at equi- 
effective therapeutic levels should have 
comparatively little, if any, tendency 
clinically to compromise cardiac function.’ ” 
Life Sciences, 1878, 24, 1841 
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BASIC NHS PRICES: Molipaxin 50 mg £9.95 per pack, Molipaxin 100 mg £19.85 per pack. 


PRODUCT LICENCE NUMBERS. Molipaxin 50 mg 0109/0045 W, Molipaxin 100 mg 0109/0046 Y 
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Confirmed in the clinic... 

In more than a thousand patients 
suffering from some degree of cardiovascular 
pathology, no serious adverse cardiac effects 
dueto Molipaxin could be demonstrated. 


Rapid onset of action 


Rapidity of action of Molipaxin has 
been prominent in many trials, with a 
therapeutic response within 7 days. *°""* 
Symptoms likely to respond within the 
first week include depressed mood, insomnia, 
suicidal thoughts, anxiety, somatic 
symptoms and hypochondriasis. 
“Onset of efficacy was more 
rapid [than imipramine | for the 
trazodone-treated patients.” 


J. Clin, Psychiat., 1979, A0, 390 
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dosage 
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Thetotal daily 
dose of Molipaxin 
canbe given at 
bedtime, or in 
divided doses. 
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activity. 
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In treating depression including 
depression accompanied by anxiety, 
Molipaxin has consistently proved as 
effective as the standard tricyclic reference 
drugs — amitriptyline," imipramine *"*" 
as well as dothiepin” and doxepin.* 
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School Phobia: A Therapeutic Trial with Clomipramine 
and Short-Term Outcome 


T. BERNEY, I. KOLVIN, S. R. BHATE, R. F. GARSIDE, 
J. JEANS, B. KAY and L. SCARTH 


Summary: A double-blind trial failed to demonstrate any significant short-term 
effects of clomipramine in doses recommended for use in general practice (in 
addition to the usual range of psychotherapeutic help) in the treatment of 
children with school refusal and neurotic disorder. Patterns of improvement were 
also studied for the sample as a whole irrespective of treatment. Neither age nor 
sex were significantly related to improvement, except on one behavioural 
measure where girls initially did better than boys. In addition, it was found that 
there was a rapid relief of depression but neurotic symptomatology tended to 


persist. 


School phobia is a misnomer for a heterogeneous 
collection of disorders associated with a marked 
reluctance to attend school. The theories advanced to 
explain these disorders are to a large extent governed 
by the psychotherapeutic school to which the clinician 
belong. Those belonging to psychodynamic schools 
find dynamic explanations more acceptable (Johnson, 
1957; Kahn and Nursten, 1962); behaviour therapists 
find learning theory explanations acceptable (Yates, 
1970; Ross, 1972a, b) and biologically-oriented 
therapists explain the illness in terms of biological 
mechanisms (Campbell, 1955; Agras, 1969). As might 
be expected, treatment approaches vary; some use a 
behaviour modification approach, while others restrict 
themselves to a psychodynamic treatment strategy. 
Most authorities advocate an early return to school 
(Eisenberg, 1958; 1959), but others claim that such a 
strategy could hinder the adequate resolution of the 
underlying conflict, While some advise hospital 
admission for children with more severe disturbance, 
others only admit to hospital those whose disorder is 
intractable. Finally, there is the question of the value 
of drug treatment. Imipramine has been claimed to 
have. different modes of action. Some clinicians 
consider that imipramine exerts an antidepressive 
effect in a disorder which is basically a depressive 
equivalent in childhood (Frommer, 1967), but others 
consider that the effect of this drug lies in reducing 
anxiety associated with separation from the parents, 
thus making the child more accessible to therapy and 
facilitating return to school (Gittelman-Klein and 
Klein, 1971). 

Treatment today is based upon a psychosocial 
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assessment which provides the basis of the diagnostic 
formulation. However, therapeutic approaches vary 
from one clinical department to another but, despite 
these differences, it has been claimed that the outcome 
is good. 

The first aim of the present research was to study the 
short-term effects of an antidepressant drug, clomi- 
pramine, in addition to the usual psychotherapeutic 
measures, in the treatment of school refusal. However, 
patterns of outcome for different groups of children 
are equally important, and the second aim of the 
study was to discover if the sex and age of the children 
had an effect on the outcome. The third aim was to 
study the course and short-term outcome of the 
disorder in relation to customary methods of psycho- 
logical treatment irrespective of drug treatment. 


Method 


The present study was a double-blind trial to 
compare clomipramine and a placebo in the treatment 
of school refusal. Patients were stratified for sex and 
randomly assigned to treatment. The trial lasted 
12 weeks. 


Subjects 

For the purpose of this study school refusal was 
defined as the association of a neurotic disorder 
with a marked reluctance to attend school which had 
persisted for at least four weeks. Clear-cut cases of 
truancy, psychoses and children already taking anxio- 
lytic or antidepressant drugs were excluded. Some 
degree of depression was common. We did not attempt 
to distinguish between the various underlying psycho- 
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pathologies as described by Hersov (1976) and- 
Waldron (1976) and the group therefore includes 


children with school refusal, whether they had 


excessive separation anxiety, or more specific fears of . 


school and school-related situations. 
Of the 52 patients who were selected for the study; 


one developed schizophrenia; four patients were 
excluded because of failure to comply with medication - 
or attendance at the clinic and a further patient was ^ 
excluded because it had been necessary to break the 


code before the end of the trial. Of the remaining 46 
patients 19 were on placebo and 27 on clomipramine, 
19 were male and 27 female, and 18 were pre- 
adolescent (younger than 12 years) and 28 adolescent 
(12 years or older). Compliance was checked and 
encouraged by tablet counts together with reminders 
to the patients and their parents. Such checks led to 
the conclusion that the pills had been taken regularly. 
The average time that the children had been off 
school at the beginning of the study was six months 
but there were some children who, despite marked 
distress, continued to attend school because of 
considerable pressure from the family, their general 
practitioner, or professional workers associated with 
education. The number of exclusions as detailed above 
proved to be very few, and, therefore, we concluded 
that our criteria were more inclusive than exclusive. 


Treatment 


The dose was prescribed according to age and was 
increased over a few weeks until the dose for that age 
was achieved, i.e. 40 mg a day for 9 to 10 year olds; 
50 mg a day for 11 year olds; 50 mg a day for 12 year 
olds and 75 mg a day for 13 and 14 year old children. 
As will be discussed later, the dose recommended by 
the manufacturers for use with adults in general 
practice is 50 to 75 mg a day and, furthermore, a 
number of general practice trials have reported 75 mg 
a day as being an effective dose (Gringras, 1973; 
McMillin, 1973). As reported by Saraf et al (1974), 
some side-effects occurred but were usually not 
severe; in the one instance when the code had to be 
broken on account of supposed side-effects the patient 
proved to be on the placebo. 

Concurrent treatment was tailored to each patient 
and consisted of individual psychotherapy for the 
child and casework with parents. When there was 
severe anxiety, pressure to attend school was with- 
drawn but reintroduced as soon as the child and 
family were able to cope with it. In due course all 
children were encouraged to attend school either 
alone or escorted by a parent or a member of staff. 


Data collection and rating scales 
At the beginning of the study, baseline data were 
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à ned, both by the psychiatrist in charge of the 
well as a second assessor, who separately and 
endently interviewed the patient and parents; 


i 


thereafter, both doctors carried out independent brief 
. assessments at monthly intervals over the following 
- 42 weeks. The inter-rater reliabilities of these ratings 
“were significant and are described later. As we later 
-found that the follow-up ratings obtained by the 
-psychiatrists responsible for the case were more 


complete, we decided to use these in our subsequent 
analyses. We considered this to be legitimate, both 
because the assessments were reliable and because 
the research was conducted blind. 

On the basis of an interview with the parents, 
children were assessed on 14 items of behaviour, 
which were rated on 4-point scales, from absence of 
disorder to marked disorder. These items were 
subsequently summed to give global scores. From a 
psychiatric examination of the child, ratings were 
obtained from a similar set of 13 items (see Appendix). 
In addition, on the basis of information available 
from both the parents and the child, the psychiatrist 
made an overall clinical judgement on the following 
four dimensions: | 

i. Overall severity of disorder: This was rated on a 
4-point scale from marked severity (4), through 
moderate (3) and dubious (2), to absence of disorder 
(1). 

ii. Depression: This was defined as a sad, unhappy 
mood which was associated with at least one of the 
following: an appearance of being gloomy or tearful, 
a lack of his usual energy, a feeling of hopelessness or 
that life was not worth living. This state differed from 
the child's usual mood variations in severity, quality 
or duration. The severity of depression was rated as 
follows: 4: profound unhappiness as well as a serious 
degree of one of the other three symptoms (or a milder 
degree of all three); 3: a lesser degree of sadness and 
unhappiness and also one of the other symptoms; 
2: an ill-sustained presence of one of the four main 
symptoms; 1: an absence of depressive symptoms. 

iii. Neurotic Dimension: This was defined as 
behaviour which included such features as anxiety, 
sensitivity, obsessive-compulsive phenomena, phobias, 
somatic symptoms, hypochondriasis or hysterical 
symptoms. The severity was also rated on a 4-point 
scale, marked (4), moderate (3), doubtful (2) and 
absent (1). 

iv. Separation anxiety: This was defined as anxiety 
manifesting as excessive feelings of fear (panic) in 
specific situations, such as actually separating from 
parents or leaving home unaccompanied. The 
severity was also rated on a 4-point scale from very 
severe (4), moderate (3), dubious (2) and absent (1). 

v. Ability to attend school: This was one of the 
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.14 items derived from interviewing the patents and 
.. because of its importance to the theme of this research 
.. we present the four points of the scale: 4: completely 


.' unable to attend school; 3: attends school on one or 


two. occasions in the week, if escorted; 2: attends 
School reasonably frequently, but usually requires 
escorting; 1: able to attend school unescorted four or 
five times a week, though often under considerable 
pressure. ; 

` This scale is only a measure of actual arrival at 
school and does not take into consideration what 
happens subsequent to that. 

Thirty families were independently interviewed by 
two psychiatrists. The scales proved to have satis- 
factory reliability, as follows: i. 14 individual items 
obtained from interview with the parents—average 
correlation +.59; ii, global score of the above 14 items 
—correlation -4-.82; iii. 13 individual items based on 
interview with the child—average correlation +-.67; 
iv. global score of the above 13 items—correlation 
+ ,88; v. clinical judgements of severity of disturbance 
on the four dimensions—average correlation +-.79. 
All correlations are significant at the one in a hundred 
level. 

As is usually found with rating scales, there is a 
lower average reliability for individual items in 
comparison with global scores which are based on the 
summation of such items. The agreement between 
clinicians on the four dimensions based on clinical 


judgement is higher than occurs with individual items 
and is therefore better than we had anticipated. 


Background data " 

The 51 children were all between their 9th and 15th 
birthdays; of these, 61 per cent were 12 years and 
over, which was the arbitrary demarcation we adopted 
to signify the onset of adolescence. There was a slight 
preponderance of girls (57 per cent) and 35 per cent 
of the children were first-born, with a further 35 per 
cent being second-born. The distribution. by occu- 
pational class of parents was similar to that of the local 
community, with 18 per cent of the sample falling into 
Classes 1 and Il, 47 per cent in Class HI and 35 per 
cent in Classes IV and V or unemployed. 


Results 
a. Comparison of treatment groups 

We analysed our data in two ways. We first studied 
the shifts towards improvement that occurred within 
each group (drug or placebo); we then directly 
compared the improvement of these two groups using 
analysis of covariance (making allowance for any 
initial differences between groups). 

i. Within-group shifts (Table I) In this part of the 
project we used a repeated measures design to study 
the changes (a) from baseline to eight weeks; (b) from 
baseline to 12 weeks, for each group with itself (but 
not for comparisons between groups). At eight weeks. 


TABLE Í 


Significance of improvement of the various subgroups on the different clinical dimensions (using McNemar’s test of correlated 
change) 











Change by 8 weeks (compared with baseline) 




















g Overall Severity of Separation Degree of Ability to 
Subjects severity depression anxiety neurotic disorder attend school 
Untreated controls —— (32) (26) Gn -— (26) (58) 

(placebo) oe y? = 4,2* x= NS y -4* v z= NS 47 == 9,1 ** 
Treated subjects | | (27) (35) (38) (7) (14) 

(clomipramine) y* == 5.1% q4* == 5..8* yis 8,.1** y? = NS y? = NS 
Change by 12 weeks (compared with baseline) 
Untreated controls (53) (32) (37) (47) (88) 
- (placebo) mE yi 8.q** yi-4.2* y? = 4.0* yt = 7.1%" y? == 9, p 
Treated subjects — isi (50) (35) (58) (38) (42) » 
y?  7.1** yi = 13.19% - qy* m $.1* yi = E 


(clomipramine) 21700 y5 om 11.1** 





* = Significant at the 5 per cent level. 
** «: Significant at the | per cent level. 


The figures in brackets consist of the excess percentage of those getting better over those getting worse. 
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=- on three of the five scales studied, the group without 
medication showed a significant shift towards improves — 


ment, By 12 weeks the changes were significant on all 
scales (and highly so on three). The group with 


:. medication showed a broadly similar pattern and by. 
.. 12 weeks there was a highly significant shift towards 
. improvement on four of the five scales. 


ii, Between-Group Shifts Using an analysis of co- 
variance, we compared the improvement of the two 
groups (drug and placebo) on the two global scores 
described above. No significant differences were 
found. The question remained of whether there would 
be differences in shifts to improvement either on any 
of the individual items which contributed towards the 
global scores or in the case of the clinical scales. 
Again, there were no significant differences and the 
only relevant finding was that the group on clomi- 

c pramine showed a slight trend to greater improvement 
: ^at four weeks on the item of sad, depressed mood of 
~~ the child but this trend disappeared by 12 weeks. 
= Finally there remains the question of whether 





< clomipramine affected outcome in the smaller sub- 


group of children with initial high depression scores. 
Again there were no significant differences either in 
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$ tion of depression scores or in improvement in 
! "n yto attend school. 


b. "Comparison of other Sub-groups 


- As there were no significant differences between the 


groups on the measures (global scores and clinical 


scales) at 4, 8 and 12 weeks, we examined the outcome 
according to sex and age of the child (adolescence | 
versus pre-adolescence) for both groups combined. 

i. Within-group shifts (See Table IP) The Table 
provides a summary of the findings in terms of 
significant shifts at eight weeks and 12 weeks. It will 
be seen that at eight weeks the degree of improvement 
was smaller than at 12 weeks. 

In the case of the pre-adolescent group, there wasa 
significant shift towards improvement on only one 
scale at eight weeks but by 12. weeks only one of the 
five was not significant and furthermore, three were 
highly significant. In the adolescent group there were 
significant shifts by eight weeks on three of the five 
scales and by 12 weeks on all of the scales, four of 
which were highly significant. Thus short-term 
improvement occurred more rapidly in older children. 





Boys show a significant shift towards improvement 


TABLE II 


Significance of improvement of the various subgroups on the different clinical dimensions (using MeNemar' s test of correlated 
change) | | | 


Change by 8 weeks rate d with baseline 





Overall Severity of Separation Degree of : 
Subjects severity depression - anxiety ‘neurotic disorder attend school © 
Pre-adolescents (28) (28) (33) (11) (39) 
y! = NS X = NS y? = NS | yf NS y3 = $.1* 
Adolescents | (30) | (33) | (41) s (18) (30)... 
| yi s6.1* i'm AE y* on 9,1** x NS yi = 4,1* 
Boys . (26) (32) (42) | €) . QD... 
4° = NS y? = NS z? = 6,1* X NS 7 eee p 
Girls BD- (31) (35) | .(23) GI). 
zy? = 6.1* A ae Lon 8* ; i. = NS xy? = 4.1* 
E Change byt 12 =e (compared with h baseline 
Pre-adolescents | (56) (28) i (59. : a (50) (56) 
y 28.1** x? = 3.2, NS. yb-71 x? = 5.7% y! 8.1** 
Adolescents (48) (37) (489 . | Q7) 44) 
y? == 11.1** y*-8.1** P= 9.68 yt $57 ya 10.18% 
Boys | 63 (37) 0» . 695 (47) 
| y = 9.1** x5-5.1* y = 4.0% O yt = 7.8** y! = 7.1** 
Girls (56 —. BI) (58) | 85 (56) 
x = 11.1** y! = 6.1* ye 13.97" y? = 4.9" z? = 11.1** 


* — Significant at the 5 per cent level. 
** - Significant at the 1 per cent level. 
The figures in brackets consist of the excess percentage of those getting better over those getting worse. 
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on two.of the scales by eight weeks but by 12 weeks 
on all of the scales whereas the girls show a significant 
shift on four of the five scales by eight weeks and all 
of the scales by 12 weeks. Thus short-term improve- 
ment occurs more rapidly in girls than boys. 


ii. Checking between-group shifts (using analysis of 
covariance) 

A comparison of the improvement was undertaken 
between the sexes and between the two age groups. 
There were no significant differences on any of the 27 
individual items studied. However, on the global 
scores resulting from the summation of the 13 indivi- 
dual items derived from interviewing the child, a 
number of trends were evident: adolescents tended to 
improve more rapidly than pre-adolescents and girls 
more rapidly than boys. These differences were found 
at four and eight weeks after the start of the trial but 
had disappeared by the time of the 12-week interviews. 
The only significant difference is in the case of girls 
who showed a greater improvement at eight weeks 
(F = 7.7, P <.01) but by 12 weeks the boys had 
almost caught up. The same trends, though less 
pronounced, were found in the analysis of the global 
score obtained from interviewing the parents: there 
was a more rapid initial improvement by girls, but by 
12 weeks the boys have caught up. 


C. Patterns of improvement for the total group 


As there was only one significant difference between 
the three sets of sub-groups studied, we decided to 
study the patterns of improvement for the sample as a 
whole. The findings are presented in percentages in 
histogram form at the baseline, four weeks, eight 
weeks and 12 weeks. We confined this analysis to data 
from clinical ratings made by the psychiatrist. On this 
occasion we included all cases on which there was full 
data including those in which there was lack of 
compliance. (Further details available from LK.). 


i. Clinical assessment of overall severity (Fig 1) 

The Figure demonstrates change in severity of all the 
cases included in the study. It is notable that all the 
cases fell into the moderate to marked categories and 
indeed, three-quarters were rated as being of marked 


severity. This gave rise to the question of whether we 


were dealing with a selected group of more severe cases 
directed to the University Department because of 


their gravity or intractability. Selectivity is likely to 


have played a part in cases coming from beyond our 
own catchment area but we tried to minimize this by 
drawing on a full range of cases both from the 
University Hospital and from the local child guidance 
clinics. 

There is an obvious rapid improvement and at the 
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end of three months the numbers in the moderate or 
marked degree category have been reduced by half, 
with the highest percentage of cases collecting in the 
dubious category. 


ii. Depression dimension (Fig 2) 
Some 44 per cent of the cases were initially rated as 
having a moderate or marked degree of depression but 





“this dramatically falls so that, after 12 weeks, only - 
' 1 I pet cent had a significant degree of depression. 


iii. Neuralis dimension (Fig 3) 
‘Some 87 per cent of these cases fall into the marked 


.—. and moderate categories at baseline. This reduces only 


gradually so that, by 12 weeks, 47 per cent of cases fall 
into these categories. Again, we have evidence of the 
intransigence of this type of disturbance but perhaps 
the most important finding is that, by 12 weeks, all of 
"the cases studied still showed evidence of neurotic 
behaviour. Some may interpret these findings as 
suggesting that, while the symptomatology has 
receded, there has been insufficient resolution of the 
underlying problems and. conflicts. Furthermore, the 
above findings suggest that, while there is a spon- 
taneous, rapid improvement of depression and anxiety, 
other manifestations of neurosis are more intransigent 
phenomena. 


iv. Separation anxiety (Fig 4) 

Initially, 87 per cent of the cases fall into the marked 
to moderate category of anxiety at separating from 
their parents or leaving home. This is a higher 
proportion than is usually described in the literature. 
This may reflect either the severity of the disorders we 
were managing or the definition of this scale. How- 
ever, only 30 per cent were rated as having marked 
anxiety at baseline, which is closer to the percentage 
described in the literature. Twelve weeks later, only 
2 per cent fall into the marked category and only 37 
per cent into the combined marked and moderate 
categories. About a quarter of the cases are rated as 
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- being apparent! y free of such anxiety by the end of the 


study. 
We ‘also: looked at. ihe individdal items from the 


interview with the parents which assessed the child's 


ability to attend school (Fig 5). Here the picture over 
the 12 weeks is that of a distorted ‘U’; with the arms 
of the.*U' having a. reciprocal: relationship to one 
another. This suggests that the children either. fell 
into a can-get-to-school category or into a cannot-get- 
there category. As pepe there is a shift from the 
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latter to the former over the three months of the study 
but, at the end, more than one-third of the children 
still have serious difficulties in attending school. 


Discussion 

On the basis of the above findings, we can conclude 
that clomipramine, in doses used in general practice, 
appears to make no substantial difference to outcome. 
Our findings also provide no support for the belief 
that clomipramine reduces separation anxiety and 
neurotic behaviour or that it is specific for depression. 
In addition, age makes no difference to outcome and 
the only significant sex difference is that at eight 
weeks girls do better than boys when rated on a global 
score of improvement. In addition, there are some 
short-term trends for adolescents to do better than 
pre-adolescents but by 12 weeks both the boys and 
the pre-adolescents have caught up. 

We had chosen clomipramine because it was 
reported to have both anxiolytic and antiphobic 
properties (Murphy, 1973) in addition to its anti- 
depressive effect. This wide range of effects was 
particularly relevant to school refusal as, both from 
the literature and clinical experience, there is evidence 
of symptoms extending beyond anxiety and fears to 
depression. The literature suggests that antidepressants 
are effective in the school refusal syndrome, though, 
to our knowledge, there has only been one controlled 
trial (Gittelman-Klein and Klein, 1971; 1973) in which 
it was reported that six weeks of imipramine therapy 
in high dosage significantly reduced separation anxiety 
and thereby increased the chances of school attendance. 
On the other hand, in dosage levels recommended for 
and used in clinical practice. we have not been able 
to demonstrate that clomipramine is effective. 

We need to examine the possible reasons for the 
apparent ineffectiveness of clomipramine. The most 
important is the dosage level used. The manufacturers 
recommend rather higher dose levels (by 50-100 per 
cent) for imipramine (Tofranil) than for clomipramine 
(Anafranil) (Data Sheets Compendium, 1979), 
the dose of clomipramine recommended for children 
and early adolescents being 25 to 50 mg daily and for 
severely depressed adults 75 mg or higher daily. Hence, 
the dose levels of clomipramine used in our trial are 
consistent with those recommended for the severely 
depressed adult patient in general practice. Although 
higher dosage regimens have been suggested for 
obsessional states and have been used in certain 
clinical trials a high frequency of side effects, parti- 
cularly postural hypotension has been reported and 
it has been concluded that clomipramine should not 
be used as a drug of first choice (Harding, 1973). This 
may be one of the reasons for the lower dosage 
recommended for general practice. On the other 


hand, it is interesting to note that a low dosage of 
clomipramine (10 mg tds) has been reported as being 
as effective as a higher dosage (25 mg tds) and to be 
well tolerated (Gringras, 1973). 

Although direct comparison is difficult, we estimate 
that the dose level of 100 to 200 mg of imipramine a 
day used for 6 to 14 year olds by Gittelman-Klein and 
Klein is higher than the dosage of clomipramine that 
we have used. They assert that no response to imipra- 
mine occurs until a higher dose than that recommended 
by the manufacturers for use with children and 
adolescents in general practice (Data Sheets Com- 
pendium, 1979) is attained. It could therefore be 
argued that our negative findings are consistent with 
the above assertion. On the other hand, their work 
has not been replicated and even if their assertion was 
true there remain questions about the propriety of 
using such levels for children without sufficiently 
strong clinical justification, many of whom are 
treated on an outpatient basis. Further, the doses used 
in our trial were within the therapeutic range in which 
therapeutic effect is reported in adults. All we can 
conclude is that, even at the highest adult dosage 
recommended by the manufacturers, clomipramine 
adds little to the treatment of children and young 
adolescents when used in addition to psychotherapy. 

A second possible explanation for the negative 
result is non-compliance. However, this is unlikely in 
view of the checks undertaken which were identical 
for both the placebo and control groups. Third, there 
is the question of whether the amount and nature of 
psychotherapeutic treatment differed for the drug and 
the placebo groups. Again, this is unlikely as every 
possible precaution was taken to ensure blindness at 
the stárt and to maintain this over the course of the 
study. An indirect check is available from the assess- 
ments of the independent observer at the final follow- 
up where inter-rater reliabilities of --.88 for the 
parent interview global scale and --.89 for the child 
interview global score were obtained. Finally, there 
is the question of selective dropout, but the dropout 
rate was too low for this to have substantially affected 
the results (one control case reported major side 
effects). 

Although there has been a steady stream of opti- 
mistic accounts of the outcome of school refusal 
(Davidson, 1960; Hersov, 1960; Baker, 1978), there 
are studies which suggest that this condition may be 
moré intractable than has been thought previously 
(Berg et al, 1975; Berg and Fielding, 1978; Waldron, 
1976). Our findings of a substantial persistence of 
neurotic behaviour, including separation anxiety, is in 
line with the latter view and suggests that, even in 
some of those children who managed to attend school 
there may have been insufficient resolution of the 
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underlying problems and conflicts. At the same time, 
there has been a rapid reduction in depressive sympto- 
matology, which may lead to a decision to discharge 
the child from treatment. This may be premature in 
view of the residual neurotic disturbance. This theme 
has been taken up by other workers (Waldron, 1976; 
Berg and Fielding, 1978). In this respect, the findings 
of different rates of improvement on different dimen- 
sions is of crucial importance. Evidence of depressive 
symptomatology, taken alone, gives a false picture of 
improvement, and the neurotic dimension alone gives 
a more pessimistic impression. The dimension of 
overall severity shows a surge of improvement in the 
first four weeks which appears to recur in the last 
four weeks. In fact, an analysis of the previous two 
dimensions suggests that the pattern is determined by 
the rapid reduction in depressive symptomatology in 
the first four weeks and a comparatively rapid reduc- 
tion in neurotic symptomatology in the last four 
weeks. 

Some commentary is necessary on the various 
ascertainment criteria and behavioural measures that 
we have studied. We initially defined school refusal as 
a marked reluctance to attend school, associated with 
a neurotic disorder. When we rated children for 
separation. anxiety, we found it was moderate to 
marked in a high proportion (87 per cent) and in no 
case was it absent. The rate of separation anxiety in 
various studies of children who are school refusers 
differs considerably: Eisenberg (1958) reports sepa- 
ration anxiety as a universal phenomenon; Waldron 
et al (1975) report that two-thirds of their cases, with 
an average age of 9 years, showed separation anxiety: 
while Smith (1970) reported it in a third of his cases. 
A study of Eisenberg's sample of pre-school and 
elementary school children suggests that separation 
anxiety may be an age-related phenomenon, and this 
is supported by Smith's findings. However, in their 
study of children aged 6 to 14 years Gittleman-Klein 
and Klein (1971; 1973) found that most of them 
showed separation anxiety, and felt it to be funda- 
mental to school refusal Finally, Hersov (1960) 
described it in only 34 per cent of his cases, who were 
of a wider age range. 

Some 44 per cent of our cases were classified as 
suffering from a significant degree of depression. This 
is similar to the rate reported in other studies (David- 
son, 1960; Gittelman-Klein and Klein, 1971), but 
falis short of the figure of 56 per cent given by Waldron 
et al (1975). This aspect of the study will be the 
subject of a later paper. 

Finally, although cases showing truancy were 
specifically excluded, those children showing other 
manifestations of conduct disorder were not excluded. 
It is, therefore, interesting to note that antisocial 


symptoms, such as lying, stealing and wandering, 
were rare. If there were a spectrum of disorders 
covering school refusal and truancy, then one would 
have to anticipate that cases of school refusal would 
show at least some antisocial symptoms. For instance, 
Tennent (1969) has demonstrated neurotic sympto- 
matology in a population of truants referred by the 
courts to a remand centre, and his work supports 
the concept of a spectrum of disorders whereas ours 
does not, 
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Appendix 


As described in the method section, on the bus of 
interview with parents, children were assessed on the 
following 14 items of behaviour. On the basis of a psych- 
iatric examination of the child ratings were obtained on the 
firsti3items. — 

Sad depressed mood; 

2. Life is not worth living; 
3. Bouts of weeping; 
4. Irritability; 

5. Panicattacks; 
6 

7 

8 


E 


. Initial insomnia; 
. Night wakening; | 
. Early morning wakening; 
9. A poor appetite; 
10. Nausea, vomiting; : 
11. Abdominal pains or headaches; 
12. An inability to go shopping unaccompanied; 
13. An inability to attend school unaccompanied; 
14. Outbursts of aggression confined to the home. 
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Abnormal Sexual Behaviour in Pre-Pubescent Children 


JOHN C. POMEROY, DAVID BEHAR and MARK A. STEWART 


Summary : 


Abnormal sexual behaviour in pre-pubescent children is uncommon 


even in a psychiatrically referred population. Among 516 referrals there were 6 
boys and 10 girls, the girls starting younger. The boys differed little in history or 
background from other conduct-disordered boys, but the girls were more 
commonly victims of sexual abuse and lacking a father in the home. The person- 
alities of the girls suggested continued risk of sexual experimentation and 
possible development of personality disorder. 


The presentation of abnormal sexual behaviour in 
childhood is a relatively neglected area in child 
psychiatric literature. No studies have specifically 
looked at such behaviour presenting in pre-adolescent 
children. We have tried to define the types of sexual 
misbehaviour seen in pre-adolescent children referred 
to a child psychiatric department and to isolate 
possible aetiological factors. Follow-up is limited due 
to the recency of contact with these children. 


Method 


. The referral complaints of all the pre-pubescent 
children seen in the University of Iowa Child Psych- 
iatric Department during the years 1974-1979 were 
studied (n = 516). Those children for whom the 
presenting complaints included sexual problems were 
identified. Children were admitted to the study if their 
sexual problems had been persistent, involved other 
individuals, were public and inappropriate, and inter- 
fered with their social development. Data were taken 
from their out-patient and in-patient records. 


Results 
The chief clinical characteristics of these children 
and family background are shown in Table I. 

Epidemiology: Ten girls and six boys fulfilled the 
criteria, representing a prevalence of 9 per cent for 
females and 1.5 per cent for males Vidas pre- 
pubertal children referred to this clinic (y? = 11.5, 
P <.01). One girl (No. 7) had been seen in the oiva 
practice of one of the authors (M.A.S.) and is not 
included in the prevalence figures. 

The referral! sources for both sexes were similar, the 
parents or guardians being the primary source in half 
the cases and the social services being the other major 
source. The parents of two of the boys and one of the 
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girls seemed not to be concerned over the sexual 
behaviour. 

All of the children had experienced separation from 
at least one of their parents and it is notable that at the 
time of referral all but one of the boys were living in 
stable two-parent homes but half of the girls were 
living in single-parent homes with no evidence of 
consistent or appropriate paternal influences. 

Age of onset: The median age of onset for the girls 
was 4 years with a range of 2-8 years. For boys the 
median age was 8.3 years and the range from 4-13 
years. However, the presenting sexual behaviour 
occurred at 11 years or older in all but one of the 
boys since two (Nos. 2 and 3) exhibited sexual acting- 
out at two distinct periods of their childhood. 

Clinical picture: In. all the children the sexual be- 
haviour was pathological in the sense that it was not 
accepted by peers and publicly embarrassed the child- 
ren. Conduct disorder was prominent in both sexes 
and in no instance was the sexual behaviour the only 
sign of disturbance. 

Four of the boys were diagnosed as having un- 
socialized aggressive conduct disorder, one (No. 4) as 
mixed neurotic and conduct disorder and one (No. 1) 
as pure neurotic disturbance. Seven girls fulfilled 
DSM-III criteria for unsocialized aggressive conduct 
disorder; the remaining three girls had undiagnosed 
conduct disorders but the clinicians' impressions were 
that the behaviour reflected a personality disorder. 

There were differences in the clinical pictures 
between the two sexes. The boys' behaviour more 
often included homosexual acts (4 out of 6) and 
aggression. The girls’ behaviour was characteristically 
heterosexual, but four of the youngest girls also 
involved older females in their sexual activity. Their 
disorders were more lengthy and persistent and other 
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— Observations suggested increased disturbance amongst | 
them. All the girls masturbated excessively and in- 


public, and all but one of them habitually sought 
attention in a provocative manner, particularly from 
adults of the opposite sex. Of the six girls observed on 


In contrast, none of the boys masturbated in public, 
only two were described as attention-seeking, and of 
the four boys observed as inpatients, two showed 
some sexual activity which promptly responded to 
limit-setting. 

The clinical pictures separated naturally into three 
types amongst the boys and two in the girls. 

Three boys (Nos. 2, 3 and 4) presented at about 12 
years of age following aggressive sexual acts towards 
peers. Two had a history of sexual acting out at five 


~~ years of age (attempting sexual manipulation with 


peers and pulling girls’ pants down). 


Example: Case 2 


When first assessed at 5 years, his behaviour was char- 
acterized by aggressiveness, resentment of authority, 
temper outbursts, poor peer relations, enuresis and 
encopresis. This was accompanied by persistent pulling 
down of girls’ pants and use of vulgar gestures and profane 
language. Therapy included use of stimulants and pro- 
longed counselling by an educational consultant. The 
enuresis and encopresis stopped at 8 years of age, but by 13 
years behaviour and academic achievement were deter- 
iorating. Readmission occurred following an incident in 
which he and two other boys forced a 9-year-old girl to 
undress and kiss the members of the group. The father, 
who had little contact with his son, had a long anti-social 
history. The mother was from a professional family. She 
and her three siblings had a stormy adolescence and were 
involved in drug abuse. Married at 17 years, the mother 
never appeared mature enough to cope with her son. 
Observation on the ward and in follow-up suggested that he 
was developing an anti-social personality. 


Two boys (Nos. 5 and 6) had IQs in the dul! range 
and presented with inappropriate bisexual acting-out 
at 12 years of age; typical behaviours were fondling 
peers and exhibitionism. Both had severe conduct 
disorder and poor social interactions. These boys had 
been removed from their natural homes for neglect 
and, in one case, physical abuse. 


Example: Case 6 

This 12-year-old boy had difficulties, mostly apparent in 
school only, which included lying, occasional non-com- 
pliance, roughness with animals and poor concentration. 
Sexual behaviours seen were fondling female classmates 
and kissing them on the chest, drawing naked bodies, 
exhibitionism, talking of making classmates pregnant, 
trying to initiate male peers to act out sexually and kissing 
foster-mother inappropriately. His IQ was 76 and he had 


"special schooling. He had been in foster care for three 


years and last saw his natural mother 1 year earlier. Both 
natural parents were alcoholic and had been jailed on child 


c neglect charges. The mother was known to be promiscuous, 
. have a police record and many medical consultations. The 


- father had been in prison r to marriage. Three m 
the ward, five persisted with sexual activity or provac- fathe DA prison prio E ee male 


tiveness, two responded quickly to ward expectations. 





ings also had educational, psychological and be- 


- haviour. problems. Treatment consisted of supporting 


school and home in behavioural management. Follow-up 
suggested some improvement although inappropriate social 
responses continued which were thought to relate to his 
intellectual deficit. 


One boy (No. 1) presented with behaviour that 
included sexual manipulation and oral-genital sex 
with female peers. Other characteristics included an 
attention-seeking immature manner, lying and low 
self-esteem. It was felt that the history reflected 
underlying neurotic disorder. This boy's presentation 
was similar to the girls’ and the unconfirmed account 
of sexual stimulation by natural mother plus abuse at 
the hands of step-father is interesting in this respect. 

Six girls (Nos. 11-16) exhibited open masturbation, 
sexual preoccupation and experimentation with peers 
and siblings. These girls had attention-seeking, mani- 
pulative personalities and demanded affection through 
inappropriate physical contact. All came from severely 
disturbed families. in which incestuous contact 
(mainly father-daughter) was common. This group 
was most commonly referred by social services. 


Example: Case 13 


This 12-year-old girl, referred by the juvenile court, had a 
history of lying, stealing, fighting and sexual misbehaviour 
over a number of years. The latter included excessive and 
open masturbation from the age of 5 years, oral-genital sex 
play with a 5-year-old brother and attempts to have sexual 
interaction with a 10-year-old brother and older sister. The 
natural father was alcoholic and physically abusive to the 
mother. When she was 8 years old, her mother left the home 
and for a two-year period the father regularly sexually 
molested this child. There was no evidence that this girl had 
any hostility toward her father. However, following re- 
placement with mother there was one aggressive sexual 
assault by the father on the child. In school she was out- 
going, popular with staff and commonly volunteered for 
projects. Her IQ was average and projective psychological 
tests showed a preoccupation with violence, men being 
brutal and women being promiscuous, submissive victims. 
Despite a long period of intervention she remained a 
seductive, superficial girl with no major behaviour changes. 


Four girls (Nos. 7-10) showed early sexual activity 
in accompaniment with clear evidence of conduct 
disorder such as lying, stealing and extreme compet- 
itiveness. Their sexual behaviour was initiated by 
excessive masturbation and soon included hetero- 
sexual experimentation with peers. 
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Example: Case 7 

This 13-year-old girl was the adone daher of a 
professional family. Nothing is known of the natural 
parents, but she was born prematurely, weighing 24 pounds 
at birth. She was a fussy baby; restless and reckless from 
early months. By school age lying and stealing were 
problems. From the age of 2 she masturbated excessively as 
well as displaying interest in sexual ideas. By 8 years she was 
sexually active, initially with male peers, but also with 
adult males. At the time of referral, she flaunted her sexual 
relationships and was also aggressive, competitive, failing 
at school and truanting. Her twin brother showed no major 
psychological or behavioural disturbance. Follow-up in 
early adulthood revealed some improvement although she 
remained an itinerant, immature girl, tending to fantastic 
lying, many job changes and during a short Army career 
was diagnosed as having epileptic absences. 


Aetiology: Sexual acting-out in the boys showed no 
consistent aetiological factors. The mothers of the 
boys tended to have personality disorder and drug or 
alcohol abuse, and half of the fathers had anti-social 
personality disorder. Cognitive deficits were apparent 
in three of the boys. One (No. 3) had a specific reading 
disability and two had IQs in the dull range, one 
having a grossly abnormal EEG. 

Table II compares the backgrounds of the 6 boys 
and a 16-month consecutive series of male referrals 
(starting in 1975) to the same department. The group is 
divided diagnostically by the presence of aggresive 
conduct disorder. Children with an IQ below 55 or 
with chronic organic or psychotic disorder have been 
excluded. The mean age of the boys was 9.68 years 
(SD-4-2.56). All groups of boys show a high incidence 
of violence in the home, family separation, and paren- 


tal psychiatric history. Although our boys may have a 
higher rate of such disturbances this is only significant 
in terms of maternal psychiatric. DEO (specifically, 
substance abuse). 

The majority of our boys therefore differed little 
from other unsocialized aggressive males seen in this 
clinic in respect of environment and background. It 
seemed possible that the sexual acts stemmed from 
normal sexual inquisitiveness and a lack of social and 
intellectual skills. Compatible with this explanation 
was the example that one boy's sexual misbehaviour 
appeared to start after seeing his step-mother breast- 
feed her youngest child. 

Amongst the girls cognitive abnormalities were 
uncommon, reading disability being found in one girl 
(No. 13) Table HI compares the environmental 
factors with a consecutive series of under 13-year-old 
female referrals during the same period and with same 
exclusions as control boys. It is apparent that our 
girls showed significantly more disturbed family 
backgrounds than non-aggressive girls in terms of 
violence between parents, sexual abuse, intact families 
and single mother guardians. Only evidence of sexual 
abuse differentiated from other aggressive girls 
although nearly all parameters, except violence 
within the home, approached significance at the 0.05 
level. 

Severe environmental disturbance was characteristic 
of the first group of our girls. Child abuse, 
both physical and sexual, was universal and virtually 
all the fathers (or step-fathers) were aggressive 
alcoholics. The extended family background revealed 
psychosocial disturbance through several generations 


TABLE II 
Comparison of background data of present boys and a control group 








Other clinic boys 
Our boys Unsocialized aggressive Other diagnoses 

Spouse abuse 2 4} l 18 
Child abuse (physica) 3 25 " 15 i 
Father absent from home 5 45 | 22 
Maternal psychiatric history 

—anydiagnosis . 6 46 | 281 

— hysteria (somatization) - 2 9 2 

—drugoralcoholabuse 3 at 4* 
Paternal psychiatric history 

—any diagnosis 4 52 2$ 

—anti-social personality 3 26. 9 

—alcohol abuse - 1 17 9 
Total no. of patients — 6 74 | 52 





Comparing index cases with other groups, y? with Yates correction * P « .05; ** P < ,01; Fisher exact probability T P 


< 05. 
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Taste HII 
Comparison of background data of present girls and control group. 


Other clinic girls 
Unsocialized. Other 
Our girls aggressive — diagnoses 
History of sexual interest | 9 4t MO 21 
spouse abuse 5 6 A It 
child abuse-— physical 5 (1 unconfirmed) 55 6 
—Ssexual § (2 unconfirmed) 1** 4* 
Living with both natural parents L 0 8 13+ 
Living with single mother NE 5. 4* 
maternal psychiatric history | | 
—any diagnosis 5 7 © H 
paternal psychiatric history 
—any diagnosis 7 9 9 
Total no. of patients | 9 27 27 


Comparing index cases with other groups, z? with Yates correction * P < .05; ** P « .01; Fisher exact probability t P < .01. 


and many interventions by social agencies. Although 
the sexual behaviour may have been related to early 
sexual experiences our observations. suggested that 
they were predisposed to sexual experimentation by a 
combination of their aberrant social situation and the 
personality traits previously described. 

The guardians of the remaining group of girls 
showed less overt psychiatric disturbance but little 
information was recorded of the natural parents’, 
particularly the father’s, psychological health. Con- 
stitutional factors may have been important since all 
showed precocious and persistent interest in sex play 
as well. as conduct disorder. Alternatively, it is 
possible that the parents stimulated interest or un- 
wittingly focussed on early normal sexual activity. 
Certainly one girl (No. 9) was thought to have wit- 
nessed: adult. sexual. acts and another (No. 8) had 
explicit explanation of sexual behaviour at the age of 
three years because of her masturbation. 

Ín view of our findings relating to sexual abuse, a 
re-evaluation of the children who had evidence of this 
in our control groups was made. No boys had reports 
of abuse. Two of the five girls who had been abused 
suffered a single assault by an unknown male and one 
girl, assaulted by her step-father, promptly informed 
her mother and was placed out of the home. The two 
remaining girls were similar to our patients. One, for 
example, accused her father of regularly molesting her 
after she was found suggesting to a babysitter's child 
that he place his penis between her legs. Both these 
girls had attention and affection-seeking personalities, 
were provocative to adult males and had considerable 
family disturbance. Only one of the other girls 
thought to have increased sexual interests had be- 


haviour that was clearly sexually motivated and this 
was accompanied with a history of child abuse and 
open sexual behaviour within the family. 

Prognosis: Follow-up ranged from 6 months to 
2 years for the boys and 6 months to 6 years for the 
girls. Continuing behavioural problems were the 
norm for boys, only one continuing his sexual be- 
haviour. Three of the girls improved, but the re- 
mainder had persistent behavioural problems, three 
continuing their sexual acting-out. Three girls were 
followed into late adolescence and all had evidence of 
personality disturbance. which included anti-social, 
histrionic and somatization characteristics. More 
optimistically, early intervention seemed to produce a 
better prognosis, eg, one patient, No. 16, placed in 
foster care at 54 years was assessed 15 months later as 
having improved socialization, reduced conduct 
problems and, although tested with a different 
measure (WISC-R), her IQ was 16 points higher. 


Discussion 

The nature of this study necessitates a cautious 
approach in considering abnormal sexual develop- 
ment. The group of children described are a small 
group from a referred population of disturbed 
children. The differences between boys and girls may 
be a factor of referral biasses, and such a finding as 
sexual abuse as an aetiological factor could be due to 
arousal of the investigators’ concern when confronted 
with sexually acting-out children. However, com- 
parison with our control groups suggests that some of 
the differences are significant and the recording of high 
levels of intra-familial strife in all groups suggests 
investigation was thorough. ý 
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In our clinic abnormal sexual behaviour was an 
uncommon presenting problem in pre-pubescent 
children but occurred significantly more often in 
girls. This is consistent with Achenbach and Edel- 
broch's (1979) finding that when the behaviour prob- 
lems of referred children, separated by sex and age, 
were subjected to factor analysis, sexual misbehaviour 
only emerged as a factor in girls aged 6-11 years. The 
association. of sexual misbehaviour with conduct 
disorder or anti-social behaviour has also been 
reported previously (Hewitt and Jenkins, 1946; 
O'Neal et al, 1960). 

Rutter (1971) reviewed the literature of normal 
psychosexual development and concluded that the 
extent and importance of infantile sexuality had been 
confirmed. Genital stimulation to orgasm-like res- 
ponses has been reported from five months of age. By 
five years masturbatory activity increases and games 
often involve bodily exploration. The so called 
latency period between 5 years and puberty has not 
proved to be true in either sexually permissive or more 
repressive Western cultures. However, in all studies of 
normal children boys are seen as more sexually active 
in each stage of development. The behaviour des- 
cribed in the referred boys also may not be atypical 
since reports claim that by the age of 13 years two- 
thirds of boys have been involved with heterosexual 
play and just under one-third homosexual play. 

Therefore, for the majority of boys and a small 
number of the girls their clinical picture was similar to 
other aggressive children. The behaviour may relate 
to disturbed family backgrounds, constitutional or 
temperamental differences and for the boys, who 
tended to be near pubescence, biological changes 
affecting sexual arousal. However, the most signi- 
ficant factor seen in the girls (and in one boy) was a 
combination of physical and sexual abuse or parental 
stimulation. 

In comparing the children with other accounts of 
sexually abused children there are marked similarities. 
Weiss et al (1955) found different clinical pictures in 
those children who were victims of random assault and 
those who seemed to participate in the sexual acts. 
The latter seemed unhurt by the experience and any 
psychopathology reflected abnormalities already 
present. Other workers have given similar descriptions 
of the attractive, seductive personalities these children 
possess (Bender and Blau, 1937) but assumptions 
about these children's psychopathology and degree of 
participation have been criticized (Breezley Mrazek, 
1980). Controlled studies (Burton, 1968) have shown 
that these children do have an increased need for 
affection and Weiss suggested that sexual partici- 
pation arose from a combination of emotional depriv- 
ation, maternal rejection and parental stimulation. 


Burton concluded that such children have a tendency 
to fall back on the body for satisfaction either in auto- 
erotic and social sexual behaviour or physical com- 
plaints. These latter observations could relate to de- 
velopment of personality traits consistent with dis- 
orders seen in three of the girls on follow-up. Previous 
workers have noted a relationship between incest or 
sexual molestation in childhood and anti-social or his- 
trionic personalities (Lukianowicz, 1972; Heims and 
Kaufman, 1963), somatization disorder (Coryell and 
Norton, 1980) and conversion reaction (Jones, 1980). 
The probability is that the child's psychopathology 
and incest are products of the same situation. 

Statements about prognosis from this study, how- 
ever, must be guarded. A number of the girls had 
shown severe disturbance for many years prior to 
referral and hence their slightly poorer outcome may 
reflect such late intervention. The length of follow-up 
was also generally too short to make definitive state- 
ments. The clinical implications of the study are that 
close investigation should be made of family inter- 
action in children presenting with sexual misbehaviour. 
Our approach was to counsel the guardian on paren- 
ting skills and, for the children to withdraw attention 
from their sexual interests to more age-appropriate 
behaviour in accompaniment with modelling and 
teaching social skills. In none of these cases was the 
sexual abuse a recent occurrence, but a different 
approach will be needed in such situations (Breezley 
Mrazek, 1980). 
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Five Exhibitionists and a Method of Treatment. | 


R. P. SNAITH and S. A. COLLINS 


Summary : 


Five consecutive patients referred to a psychosexual clinic are 


described to illustrate the diversity of aetiology and pathology, and the need for 
a range of treatment techniques. Three patients responded to a cognitive- 
behavioural therapy which is described, and one to antidepressive drug treatment. 


“The general understanding of exhibitionism is the 
act of exposing— practically always on the part of the 
male—the external genital organs to persons of the 
opposite sex. This exposure of the sexual organs is 
usually the only thing that happens. No attack is 
contemplated or made. The exhibitionist usually 
neither masturbates nor shows signs of sexual excite- 
ment. Yet he departs strangely satisfied" (Rickles, 
1942). However, neither this nor any other definition 
can apply to all cases of exhibitionism, for it is not a 
unitary disorder with an unvarying aetiology and 
stereotyped behavioural pattern. Allen (1962) con- 
cluded that there was no uniform psychopathology 
which was invariably present, while Rosen (1979) 
delineated a simple or regressive type and a phobic- 
impulsive type. In the former, the act of exposing 
followed upon some kind of sexual or social trauma, 
disappointment or loss, or as an accompaniment to 
mental or physical illness, old age or alcoholism, but 
the underlying personality structure was not abnormal. 
The phobic-impulsive type was composed of the more 
recidivistic exhibitionists ‘with an amoral cast of 
mind, prone to other forms of character disorder and 
actual perversion such as transvestism or voyeurism 
as well as commission of the crimes of stealing’. 

From a wide survey of the literature Rooth (1971) 
attempted a division into two broad groups. The first 
group consisted of inhibited young men who struggled 
against their impulse, exposed with a flaccid penis and 
felt humiliated by their behaviour. The second group 
was the obverse of the first: they exposed in a state of 
sexual excitement, masturbated during the act and 
experienced little sense of shame, they were generally 
more sociopathic and there was frequently a family 
history of mental illness. However Rooth considered 
that there was no sharp division between these 
groups and that intermediate types were common. 

Since there is such a variety of phenomena and 
background features among exhibitionists it is clear 
that there can be no standard treatment or manage- 
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ment of the condition and that therapy must be 
individually tailored to each offender. As a contribu- 
tion offering both follow-up account of a treatment 
approach and sufficient clinical description from 
which to judge the appropriateness of the therapeutic 
method, five patients are reported here who were 
selected as suitable for a form of cognitive-behavioural 
therapy. Details have been altered to preserve anony- 
mity. 


Method 


Five consecutive patients referred to a psychosexual 
clinic were assessed over a period of two to three 
hours at different sessions and the wives or fiancées of 
the patients were also interviewed. They were con- 
sidered suitable for a trial of the cognitive-behavioural 
therapeutic programme of Anxiety Control Training 
(ACT), adapted for the control of impulsive behaviour. 
This technique has been described in detail elsewhere 
(Snaith, 1981) but essentially it is a programme for 
the development of self-mastery over anxiety based 
upon weekly hypnotic sessions with the therapist and 
twice daily autohypnotic practice. 

At an early stage anxiety imagery is induced and the 
control of anxiety through a simple coping strategy, 
such as taking a few slow breaths, follows: when the 
patient has confidence with this procedure he is 
advised to introduce similar imagery, with subsequent 
control, into the autohypnotic sessions. The adapta- 
tion of ACT for the treatment, of impulse control 
disorders lies simply in introducing imagery concerned 
with the urge to engage in the deviant act in place of 
anxiety imagery; the technique of acquiring self- 
control is the same as in the original programme. As 
with the basic technique it was emphasized to the 
patients at the outset that success depended upon 
regular practice and good motivation to acquire self- 
control, and a pamphlet explaining the programme 
was given to each patient. 

Treatment was carried out in each case by the 
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same therapist (R.P.S.) at weekly intervals, each 
session lasting about 20 minutes. No other psycho- 
therapeutic procedure was introduced (except in those 
patients for whom treatment by ACT was abandoned). 
No explanation or interpretation of the exhibitionism 
was offered and conjoint marital counselling was not 
used. " 


The patients and their treatment 


Mr A. was 25 years old when he requested treatment; he 
exposed repetitively, felt he had no control over this 
behaviour and wished to be able to stop it. He had been a 
rather solitary child but there had been no history of 
serious neurotic symptoms or antisocial behaviour. His 
father was prone to violence and his parents divorced 
when he was eight years old. At the age of 16 he was 
apprenticed to a plumber and continued in that trade with 
a good work record. As he grew older he became less 
solitary and joined a youth club but he was very shy in the 
company of girls of his own age. His sexual orientation had 
always been heterosexual. 

At the age of 18 he still had not been able to overcome 
his shyness and have a friendship with a girl and it was at 
this age that he exposed for the first time to a female child; 
his penis was erect and he ejaculated. He continued to 
expose, to children of either sex, and found the opportunity 
to indulge this behaviour once or twice a month. 

At the age of 20 he first exposed to an adult woman and 
as he did so he masturbated to a fantasy of sexually 
assaulting the woman. This behaviour continued but only 
occurred after he had drunk beer; he was aware that 
alcohol lessened his self-restraint but he needed to drink in 
order to find the courage to carry out the act which was 
beginning to assume a compulsive quality. 

When he was 22 he became friendly with a girl for the 
first time and later became engaged to her. In spite of a 
mutually enjoyable sexual relationship his deviant behaviour 
did not diminish and this distressed him, for he had hoped 
that, with the establishment of a mature relationship, he 
would lose interest in the immature form of sexual expres- 
sion. 

He informed his fiancée of his behaviour and she 
encouraged him to ask for treatment; she attended the 
clinic at request and said she had not suspected any 
abnormality of behaviour until he told her about it. She 
considered their relationship to be good and was optimistic 
about the future, expressing a confident opinion that he 
would be able to control the abnormality of behaviour, 
perhaps with the help of some form of treatment. _ 

He appeared to be well motivated and attended the 
therapy sessions regularly. Imagery connected with the 
impulse to expose was introduced at the fourth session and, 
after he had reported satisfactory control over the impulse 
in the sessions, he was instructed to introduce similar 
imagery, followed by control, in the autohypnotic sessions. 
Therapy stopped after twelve sessions but he was seen 
twice more at monthly intervals and encouraged to con- 
tinue the autohypnotic practice. 


Mr B. was 26 years old when he was referred by his 
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— general practitioner, following an incident of indecent 


exposure which had led to intervention by the police but 
nóttoa court appearance. As a child his home environment 
had been secure but he was quiet and very shy and there 
was no antisocial behaviour. 
^At the age of 13 he began to masturbate to heterosexual 
fantasies but had still made no close friends of either sex. 
At this age he exposed from his bedroom window to the 
girl next door; she was apparently amused by this act and 
joined in the game. The behaviour was repeated but did 
not lead to any normal social contact and after a year the 
girlleft the neighbourhood. 
“He left school at: 16 and became a bank clerk and was 


able to join in some of the social activities at his place of 


Work but was still very shy. However, at the age of 20 he 
made a friendship with a woman older than himself and 
on one or two occasions they had sexual intercourse; the 
friendship failed after a few months and the woman made 
it clear to him that she did not wish to see him again. 

He felt thoroughly: demoralized about his inability to 
form satisfactory relationships and it was at this stage that 
he again exposed to female strangers of his own age and 
was soon arrested for the behaviour. At interview there 
was no evidence of mental or physical disorder other than 
the personality defect of social inhibition. 

When the therapeutic programme was explained to him, 
he thought it might help him but pointed out that his main 
problem was shyness in the presence of girls and not the 
urge to expose. He said that he was sure the second 
problem would cease if he could overcome the first. It was 
therefore agreed that the main focus of therapy should be 
his social anxiety and the ACT programme was employed 
largely in its unadapted form. Imagery connected with 
talking to women was introduced in the third session and 
anxiety was followed by control in the usual way. After 
ten sessions he said that he had been on holiday with a 
male friend and they had found two girls to join them; 
he felt he had taken a giant stride in overcoming his 
anxiety and was much more confident about the future. 
Therapy continued for à further five sessions at increasing 
intervals and he then agreed to stop seeing the therapist 
but to continue autohypnotic training. 


Mr C. was referred to the clinic following an arrest 
for indecent exposure when he was 42. He had been 
exposing for many vears but had not previously been 
arrested. During his childhood he had been seduced by a 
man but the experience made little impression on him. He 
had no specific neurotic problems during his early life, 
related easily to his peers of both sexes and had no homo- 
sexual inclination. He became a surveyor and married in 
his early twenties. 

After ten years of marriage he discovered that his wife 
was unfaithful and shortly after this he exposed for the 
first time. He considered that the act was an expression of 
his temporary contempt for women but he was horrified 
by his behaviour and did not again expose for several years. 

The marriage ended but six years before the referral he 
remarried. Both he and (at a separate interview) his wife 
considered that their general and sexual relationship was 
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harmonious but after three years of the marriage he exposed 
again. 

On this occasion he could not identify any specific 
incident that triggered the act but he continued to expose 
several times a year, mainly in the summer months when 
he would drive around in his car until he spied a victim; 
he would then get out of the car, attract the attention of the 
woman and expose with a flaccid penis. The behaviour 
produced no erotic gratification but he felt relieved in some 
indefinable way; although he was disgusted by his be- 
haviour he rarely managed to exercise self-restraint. At 
interview he appeared to be depressed, but this mood was 
attributed to the forthcoming adverse publicity of the 
court appearance. There were no other psychiatric or 
physical abnormalities. 

He appeared to be enthusiastic about the therapeutic 
programme but at an early stage he reported that he was 
unable to carry out the autohypnotic exercises and appeared 
to be pessimistic about the outcome although he said that 
he still wanted to stop exposing. He was encouraged to 
continue but since his pessimism deepened a further 
psychiatri: examination was carried out and he was found 
to be suffering from a mild but unrelenting dysphoric mood 
disorder marked by anhedonia and irritability. His wife 
was again interviewed and confirmed this impression. The 
therapeutic programme was then suspended and a tricyclic 
antidepressant drug prescribed; within a month the mood 
disorder improved and he said that he no longer felt the 
urge to expose. 

Drug treatment was continued for a further three 
months and then stopped, but after a few weeks he reported 
that both the mood disorder and the urge to expose had 
recurred. The drug was again prescribed, with early 
improvement and again stopped after six months with the 
same resulting deterioration. It was agreed to continue 
drug treatment over a longer period. 


Mr D. was 30 years old when he referred himself to the 
clinic. He said that he felt that an arrest for his deviant 
sexual behaviour would be inevitable unless he could gain 
some degree of self-control, He spent many hours a week 
prowling around the neighbourhood in the evenings and 
exposed to adolescent girls, masturbating as he did so. In 
addition to exhibitionism he indulged in frotteurism in 
crowded public places. He had been exposing since the 
age of 17 and in view of the very blatant nature of the 
behaviour it was remarkable that he had never been 
arrested. 

He had grown up in a home dominated by his father's 
dictatorial ways and he did not expect or receive affection 
from either parent. He made a few friends at school but 
never wished for close or lasting friendships. When he left 
school he became a laboratory technician and had a good 
work record. His sexual orientation was heterosexual but 
he was promiscuous and said that he felt threatened by a 
continuing relationship with a woman; nevertheless he 
married at the age of 24 in the hope that marriage would 
cure his deviant behaviour (which it failed to do). — 

On psychiatric examination he was found to have a 
mild degree of sociopathic personality defect, having 
frequently engaged in generally trivial fraudulent acts with 


no compunction. He had also one distinct obsessional 
symptom which was the compulsion to write down in a 
notebook every car registration number containing more 
than one figure 7. It was noted that he had previously seen 
a psychiatrist and been offered group psychotherapy but 
had failed to attend. He said that he did not wish his wife 
to be interviewed or to know that he was to receive treat- 
ment. 

He appeared to be well motivated for the therapeutic 
programme but after a few sessions admitted that he did 
not carry out the autohypnotic practice regularly and he 
spent most of the therapy session talking about his anti- 
pathetic relationship with his wife. It became clear that no 
progress could be expected unless his wife was interviewed 
for a more complete assessment of the problem and he 
reluctantly agreed to this. 

At the interview the wife was pessimistic about the 
prospect of success from any form of therapy and stated 
that marital therapy would be a waste of time; she was 
making plans to end the marriage. When next seen, Mr D. 
said that his wife's views were probably correct and that 
he was failing to conceal from her his contempt for 
women and his discomfort in the continuing marital 
relationship. It was agreed that the present therapeutic 
programme would not succeed and an appointment was 
made for an exploration of alternative therapeutic ap- 
proaches but he failed to keep it and contact was lost. 


Mr E. was 26 years old when he was referred for a 
psychiatric report. He was due to appear in court on a 
charge of indecent exposure and three years previously 
there had been a similar charge but he had been found not 
guilty. His habit of exposing commenced before puberty at 
the age of 10 and continued intermittently up to the time of 
the referral. 

His childhood had been fairly secure although his parents’ 
arguments used to upset him. He had been rather shy, but 
not to a remarkable extent, and in general he got on well 
with peers and adults at the school. After leaving school he 
attended a polytechnic and became an engineer. His work 
record was good and, apart from the incident referred to 
above, he had not previously been in trouble with the law. 

He had married at the age of 21 and both he and his wife 
(at a separate interview) stated that there were no serious 
difficulties in their relationship and that their sexual 
relationship was mutually satisfactory. Apart from a two 
year interval following the first court appearance he 
continued to expose. 

He felt that he had no control over his strange behaviour 
although he tried to resist it; his penis was not always 
erect when he exposed, there was no erotic gratification 
from the act or to the recollection of the acts and he 
stated he had no conscious wish to alarm his victims. 
On average he exposed about once a month and could not 
identify any precipitant for the act; he drank alcohol in 
moderate amounts but usually he had not drunk when he 
exposed. He regarded his behaviour as senseless and 
degrading and could not understand why he felt the 
compulsion to continue it. He had no doubt that he wanted 
to stop it. On examination there was no physical or 
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* psychiatric abnormality and his personality structure was 


not remarkably abnormal. 

He was on probation throughout the period of the 
therapeutic programme but this order had lapsed by the 
time he was seen by the assessor. He was well motivated 
and attended the sessions regularly. After four sessions, 
imagery associated with the urge to expose was introduced 
and he reported satisfactory control of the impulse; he 
was therefore advised to introduce similar imagery with 
control into the autohypnotic practice. After ten sessions 
he reported that he felt he had been making good progress 
but then felt in danger of relapse whilst under some extra 
stress at work. Therapy continued for 15 sessions and he 
then agreed to be discharged, to continue autohypnotic 
practice and to be interviewed by the assessor at a later date. 


Results 

Four of the five patients were independently 
assessed by one of us (S.A.C.) at periods varying 
between six months and two years. following the 
termination of treatment. The fifth patient, Mr D., 
had discharged himself whilst still under treatment. 
The assessment took place during an interview lasting 
about one hour in which the patient was encouraged 
to talk freely about any current problems and relation- 
ships, his attitude to the problem which had led to 
treatment and his views on the treatment itself. At 
the end of the interview, in addition to his notes, the 
assessor rated each patient on three 5-point scales 
(scores in brackets): 


(a) Practice of deviant behaviour: Never does it 
now (0)— Does it as much as before treatment 
(4). 

(b) Thoughts about deviant behaviour: Never 
thinks about it (0)—Frequent thoughts (4). 


^c) Confidence about future control of deviant 
behaviour: Quite sure he will never again 
expose (0)—Thinks it very likely he will expose 
again (4). 


The outcome for the individual patients (except 
Mr D.) was as follows: 

Mr A. was seen at two years. He had married 18 
months before the assessment and described his 
relationship with his wife as good in every respect. 
All aspects of his previous deviant sexual behaviour 
had now entirely ceased and he was rated '0' on each 
of the three assessment scales. He said the treatment 
had helped to give him self-confidence and that 
talking about his problems with the therapist had also 
helped him. 

Mr B. was assessed at 20 months. He said he had no 
real problems and now had more self-confidence. 
Since the termination of treatment he had had a 
friendship with a girl of his own age and this included 
a sexual relationship. The friendship ended since they 


had different interests, but he had not been upset by 
this and thought he would find another girl friend; 
he said he now had no difficulty in talking to women 
and no major problems with social anxiety. He was 
rated ‘0’ on the first and third of the three scales but 
was rated ‘1’ on the second since, he said, the thought 
of exposing occasionally occurred to him. 

Mr C. was seen at two years, but he still saw the 
therapist at monthly intervals and was still taking 
the antidepressant drug. He said that he had no major 
problems and that his relationship with his wife was 
good. He had no confidence in his future ability not to 
expose again and was rated ‘4’ on the third of the 
scales and ‘3’ on the second; on the first scale he was 
rated ‘1’ since although he had not exposed since 
treatment commenced, he still sometimes drove 
around looking out for likely victims. He said that he 
supposed the tablets helped him and that he was 
certainly less depressed and irritable. He seemed to 
have better control over his impulse to expose when 
he felt well. 

Mr E. was seen at six months. He said that he had 
no major problems, that his relationship with. his 
wife was still good in all respects and that she had 
been very understanding and supportive. He thought 
it was too soon to be sure that he would not expose 
again but had not in fact done so. He was therefore 
rated ‘0’ on the first and ‘1’ on the second and third 
scales. 


Discussion 

This small series of exhibitionists should not be 
considered to typify all those who manifest this form 
of deviant behaviour, but the fact that they were a 
consecutive series of patients with the disorder 
referred to a psychosexual clinic in a university city 
suggests that their features and presentation may not 
be unusual. However, Jones and Frei (1979) have 
referred to the bias caused by selection in descriptions 
and samples, and broad differences probably exist 
between the type of exhibitionists seen by probation 
workers and those seen by psychiatrists. 

Many authors consider that exhibitionism is a 
manifestation of personality disorder occurring in 
men whose sexual adjustment is seriously disordered 
or, at best, of precarious stability. In the present series 
this was certainly the case with D. but his difficulties 
were of a very different order to those of B.; whilst 
the behaviour of D. might be considered to be an act 
of outrage toward women, that of B. was no more 
than a pathetic attempt to attract the interest of a girl. 
Neither A., C. nor E. showed any marked abnormality 
of the personality structure and C. and E. had a 
mutually compatible sexual and general relationship 
with their wives at the time they presented for treat- 
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ment, although C. first exposed at the time of his 
discovery of his first wife's infidelity. 

Many authors have remarked upon the compulsive 
nature of exhibitionism. Rickles (1942) considered that 
exhibitionism was a manifestation of obsessional 
neurosis and should be treated as such; this view was 
also held by Witzig (1968). However, other authorities 
such as Lewis (1936) and East (1946) have vigorously 
denied any resemblance between the two disorders. 
Among the present series there was a compulsive 
quality to the act of exposing in all except B., and all 
except D. and B. regarded their behaviour as without 
meaning, although only C. and E. could be said to 
have resisted their impulse and even this resistance was 
not sustained. D. suffered from a definite symptom of 
an obsessional neurosis apart from exhibitionism. 
The strength of C.'s impulse to expose was in phase 
with a depressive mood disorder and this is frequently 
observed with true obsessional symptoms. 

The difficulty Rooth (1971) found in classification 
into mutually exclusive types is to some extent 
confirmed here, although D. was nearer to Rooth's 
Type 2 and B. and E. to Type 1. There was a marked 
erotic aspect to the act in A. and D. but C. and E. both 
exposed a flaccid penis and neither of them mastur- 
bated to the fantasy of exposing. 

There are not many reports on the treatment of 
exhibitionism with satisfactory follow-up assessment. 
However a wide variety of procedures have been 
reported to be followed by good outcome. These 
include group therapy (Rosen, 1979), mandatory 
group therapy (Mathis and Collins, 1970), hypno- 
therapy (Roper, 1966), and a programme which 
required the patient to appear naked before hospital 
Staff of both sexes (Jones and Frei, 1977). 

Rooth and Marks (1974) reported the results of a 
therapeutic trial conducted on in-patient exhibitionists; 
aversion therapy was.compared with a self-regulatory 
treatment (using Bergin's technique of identifying 
situations which might lead to the behaviour). After a 
one year follow-up period about half of the, group 
had offended again. Maletzky (1974) reported the 
results of a programme based on covert sensitization, 
with good outcome at a one year follow-up. . 

It is clear that with such a heterogeneous condition 
there can be.no one standard treatment and Rooth 
(1980) has pointed out the need for the therapist to 
have several treatment techniques at his disposal. The 
technique reported here can only be expected to 
succeed in. well-motivated patients, but the same 


remark probably applies to most therapeutic tech- 
niques. Given good cooperation it is a procedure which 
is easily learned and carried out and is economical in 
therapist time. It may be adapted to incorporate help 
with other problems such as social anxiety as well as 
the impulse to expose. Finally, it is acceptable to most 
patients, carries no punitive connotation and is likely to 
enhance the quality of the patient's normal sexual 
activities, It would appear to merit a wider trial in the 
management of exhibitionism, and perhaps in other 
disorders of defective control. 
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Post-Influenzal Depression 


KENNETH SINANAN and IRENE HILLARY 


Summary: A prospective study was carried out on post-influenzal depression. 
Four hundred patients presenting with psychiatric illness for the first time took 
part. The results show that there is no correlation between depressive illness and 


the demonstration of influenza antibod 


infection. 


A search of the literature revealed no convincing 
evidence that ‘post-influenzal depression’ exists. 
However, an editorial in the British Medical Journal 
(1971) states that “intractable depression may 
sometimes follow attacks of influenza", and this 
statement can be found elsewhere (Slater and Roth, 
1969; Watts, 1973). Pillay (1959) reported 50 cases of 


‘post-influenzal’ depression in general practice, but he - 


did not do antibody titres to confirm the diagnoses. 
Flewett and Hoult (1958), Bental (1958) and Lloyd 
Still (1958) reported a number of cases in which a 
psychotic illness clearly followed an attack of Asian 
influenza, in some of which they demonstrated 
raised influenza antibody titres, ^. 

If depression follows influenza, one would expect 
an increase in psychiatric admissions following an 
influenza epidemic. There is a striking lack of such 
reports. 

In view of the ease of estimation of influenza anti- 
body titres it is surprising that a study to test the 
relationship between depression and influenza has not 
been reported. 

In 1974 we set up a prospective study to do this. 
We had completed the study in 1977 and were about 
to analyse our data, when we were alerted that a major 
influenza epidemic was likely to reach Ireland because 
of an increase in reported cases in the United Kingdom. 
We re-opened the study to take advantage of. this. 
However, the incidence of influenza did: not reach 
epidemic proportions and our study therefore is 
divided into two parts. ES 


. Methods ; 

All new patients seen by one of us (K.S.) in Cluain 
Mhuire Family Centre, a psychiatric catchment area 
service, between June 1974 and August 1977 (Sample 
1) and between February 1978 and February 1979 
(Sample 2), were asked if they had had influenza 
within the previous six months. There were 298 
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y titres, an indication of recent influenza 


patients in the first sample and 102 in the later sample. 
A psychiatric diagnosis in accordance with the 
International Classification of Diseases (1965) was 
made at the initial interview. 

Depressed patients were placed in endogenous, 
neurotic or mixed categories. Patients whose depres- 
sion was secondary to schizophrenia, alcoholism or 
Other illness, were allocated to the non-depressed 


group. A 10 ml sample of blood was taken after 


informed consent. Attempts were made to obtain 
serial blood samples but these were abandoned due to 
administrative. difficulties and poor patient com- 
pliance. Five patients refused to give blood and they 
were excluded from the study. Sera were separated and 
coded by the nursing staff and sent to the Department 
of Microbiology, University College, Dublin. 

Each patient completed a Lubin Adjective Check 
List (Lubin, 1965). : 

After heating to 56°C sera were tested for antibodies 
to influenza A and B, para-influenza 3, brucellosis and 
Q fever by complement fixation (CF) using standard 
methods (Bradstreet and Taylor, 1962). In addition, 
sera were tested by the Standard Agglutination Test 
(SAT) and Coombs Anti-Human Globulin (AHG) 
test for brucellosis. 

Sera were heated to 60°C for use in Q fever CF test 
to eliminate false positive reactioris (van der Veen and 
Heyen, 1966), HERO discas SO ZEE WIS 

WHO standard antigen was used in the three tests 
for brucellosis. All other complement fixing antigens 
and antisera were obtained from the Public Health 
Laboratory Service, Colindale, London. s 

. Comparisons were made between influenza antibody 
titres and Lubin scores within subgroups of patients. | 

In accordance with standard procedure, the 
detectability of influenza antibodies was deterrnined at 
increasing blood dilutions. By taking the reciprocal of 
the highest reactive dilution an ordinal scale was 
produced representing the likelihood in each case of 
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TABLE I 
Influenza antibody titres in depressed and non-depressed patients 




















Mann-Whitney 
Group Number Mean rank significance 
Total Depressed | 215 205 — NS 
Sample Non-depressed 185 195 
Total 400 
Sample 1 Depressed 154 156. 1 NS 
Non-depressed 144 143 
Total 298 
Sample 2 Depressed 49 NS 
Non-depressed 41 56 
Total 102 
Sample 1 1974-1977 
Sample 2 1978—1979 
Total sample 1974-1979 
recent influenza. Since the highest reactive dilution TABLE H 


encountered was 1/256, this was a 7-point scale ranging 
from 0 through 8, 16, 32, 64, 128 to 256. The Mann- 
Whitney U test was used to assess differences between 
sample medians. 

Lubin scores, on the other hand, were taken to 
constitute an interval scale. This was supported by an 
examination of the statistical properties of the set of 
Lubin scores. They were found to be normaly distri- 
buted. T-tests were therefore used. Where the vari- 
ances of the Lubin score distributions were significantly 
unequal, an approximation based on separate variance 
estimates was used. 


Results 


Four hundred patients were studied: 215 were 
suffering from a depressive illness—133 endogenous, 
51 mixed and 31 neurotic depression. Of the 185 
non-depressed patients 64 were alcoholics, 39 were 
3 schizophrenics, 12 had personality disorders, 28 had 
neuroses, six had sexual problems, 12 had marital 
disharmony, eight had dementia and there were nine 
other diagnoses. 

There was no significant difference in influenza 
antibody level between depressed and non-depressed 
patients (Table I. 

. There was a.significant difference in titres between 
the patients studied in 1974-77 and the patients 


A comparison of Lubin scores in those patients who claimed 
to have had influenza and those who had not 





1974-1977 1978-1979 1974-1979 
Sample 1 Sample 2 Total sample 
‘No’ 
influenza 15.34+8.75 16.95+7.60 15.72+8.36 
Yes | 
influenza 16.71+7.19 17.61:-6.07 17.00+6.82 





No significant differences. 


studied in 1978-79, showing that there was a higher 
incidence of influenza in the latter period. 

In the total sample there was no significant differ- 
ence in titres between those who claimed to have had 
‘flu’ and those who did not. However, in the 1974-77 
group those who claimed not to have had influenza 
had higher titres than those who gave a positive 
history (P. «.05). There was no significant difference 
in titres between depressed patients who claimed to 
have had influenza and those who denied recent 
infection. 

Table H shows that there was no significant 
difference between the Lubin scores of the patients 
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. who claimed to have had influenza and those who did. 
. not. i 
There was no significant difference in Lubiń E 


scores between groups studied before and after the 
threatened epidemic. Only one patient was found to 
be suffering from brucellosis. He is included in the 


. non-depressed group with a primary diagnosis of. 


alcoholism. 
No patient had Q fever. 


, Discussion 

It is clear that many people would cope with a 
transient depressed mood following influenza. Their 
personality and circumstances would be such that 
they would not consult a doctor. However, we can 
assume that if 'post-influenzal depression' were a 
clinical entity, at least some patients would be referred 
to a psychiatrist after a severe and debilitating bout of 
influenza. 
_ The results of this study show no correlation between 
depressive illness and the demonstration of influenza 
antibody titres as measured by complement fixation. 

Many patients attribute a variety of symptoms to a 
recent bout of influenza in an attempt to rationalize 
their depression both to themselves and their families. 
In fact we showed that patients suffering from 
psychiatric illness who did not claim to have had ‘flu’ 
were more likely to have had serological evidence of 
this. 

The estimation of CF antibody titres to influenza is 
a reliable method of confirming or refuting recent 
iliness.. In this study we could not demonstrate 
significant influenza -antibodies in the depressed 
groups of patients. 
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Relative Humidity and Manic Admissions in the London Area 


DAVID MAWSON and ALAN SMITH 


Summary : 


This report describes an investigation into a possible relationship 


between barometric pressure and relative humidity, and depressive and manic 
admissions in the London area. A negative correlation between manic admissions 
and relative humidity was observed when the data were examined in several ways. 


A number of studies have demonstrated the seasonal 
variation of several phenomena of psychiatric 
interest. These include the higher incidence in spring 
and early summer of suicide (Swinscow, 1951; Taka- 
hashi, 1964); a significant excess of births of schizo- 
phrenics in the first quarter of the year (Hare et al, 
1974; Dalén, 1974; Ódegaard, 1974); and the recently 
reported peak in June and July of the incidence of 
mania in females in England and Wales (Symonds and 
Williams, 1976). Re-examination of the data used in 
the latter study (Walter, 1977) found the trend to be so 
for males also. 

One rather neglected area for investigation is the 
weather. Several studies (cited by Pokorny et al, 1964) 
illustrated the widely disparate findings of various 
authors when considering a possible link between the 
suicide rate and certain climatic variables. For example 
according to Pokorny et al, the barometric pressure 
has been associated in four different ways with high 
suicide rates: stable high pressure, during falling 
pressure, during low pressure and yet another found no 
significant relationship between the two variables. 

High humidity was linked to a high rate of suicide in 
one of the studies quoted, although another found no 
such relationship. In their own study Pokorny and his 
colleagues found no relation between many climatic 
variables and the suicide and suicide attempt rates 
for a one year period in Houston, Texas, although the 
number of these was low (67 and 373 respectively), 
and the weather at the 'time of occurrence' was the 
object of the study, implying the search for an 
immediate effect. 


However, the influence of certain sorts of weather 


on general wellbeing is well known in some situations. 
Hot dry winds (such as the Foehn in central Europe, 
the Santa Ana of Southern California, and the Sharav 
in the Near East) are implicated as the cause of various 
symptoms such as depression, lassitude, irritability, 
nausea and migraine, in exposed populations (Krueger 
and Reed, 1976). Many authors have ascribed such 
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symptoms to the presence of high concentrations of 
small positive ions in the atmosphere, and studies of 
Sharav-exposed subjects have shown marked in- 
creases of urinary serotonin at the time of the symp- 
toms (Sulman et a/, 1974). Inhalation of air containing 
large numbers of small negative ions was said to 
reduce the symptoms. Atmospheric humidity is one of 
the factors influencing the production and availability 
of small ions, which in some cases are generated by 
shearing the water-droplets (as in waterfalls where it is 
named the Lenard effect). 

In the present study. an attempt was mad to 
examine the possible relationship between barometric 
pressure and relative humidity and manic-depressive 
psychosis, manic type (ICD Code 296.1) and depressed 
type (296.2), as manifested by admissions to hos- 
pitals in the London area. This area of study was 
suggested by the frequent mention by certain patients 
of alteration in mood during different sorts of weather, 
as well as by the studies described above. 


Method 


Data were obtained from the Statistics and Re- 
search Department of the DHSS on all admissions 
from within the area of the Greater London Council 
of patients diagnosed as suffering from either manic 
depressive, manic type (ICD Code 296.1) or depressed 
type (296.2) on each day of 1975. The hospitals 
receiving such admissions were therefore under one of 
the four Thames regional health authorities, and 
included London teaching hospitals. The total number 
of daily admissions for each diagnosis was considered 
separately in respect of climatic variables. The relative 
humidity and barometric pressure data were obtained 
from the Meteorological Office at Bracknell and each 
daily figure (measured at the London Weather Centre 
in High Holborn) was the mean of eight three-hourly 
recordings. Values were obtained for each day of the 
year 1975. The data for each day of the year were 
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coded for the day of the week, day of the month and | 


the month of the year. 

The data thus obtained were analysed on the 
following lines: 

1. The means for each day of the week were calcu- 
lated for each of five variables, (relative humidity, 
barometric pressure, total number of depressive 
and manic admissions, and manic and depressive 

admissions separately) and an analysis of variance 
provided a rough test as to whether there was 
inequality between the daily means so formed. 
This was done in case adjusting monthly data for 
month length alone would be insufficiently accu- 
rate. The analysis only provided an approximate 
.guide since it could not be assumed that the data 

J. were either normally or independently distributed. 

2. Having found a day of the week variation in 
admissions the data were therefore considered in 
respect of thirteen 28-day periods instead of 
calendar months, as the latter contained an uneven 
number of days of the week. A test of seasonal 
variation (Walter and Elwood, 1975) was per- 
formed on the admissions data (manic admissions 
in relation to admissions of both diagnoses) on the 
basis of these 28-day periods. Two way analysis of 
variance was performed again to give some 
indication of period effects (the first factor) if any, 
allowing for each day of the week (the second 
factor in the design). 

3. The distribution of each series (that is, of ad- 
missions of each type) was fitted by a poisson 
distribution as follows. Since a day of week 
variation in admission rates had been found, the 
distribution was fitted to data for each day of the 
week separately. An overall value of the goodness 
of fit chi-square was computed, and expected 
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-. values for each fitted. distribution summed to form 


overall expected values. 

4. To examine the association, if any, between the 
two ‘series a correlation approach was used. Thus 
the weather variables and admission data were 
correlated using daily and weekly means as units of 
analysis. The autocorrelation structure of the | 
manic admissions and the relative humidity series 
was calculated.on the 52 weekly means data and 
the resulting correlogram is presented. The cross 
correlation between pairs of series was also com- 
puted, This involved calculating the correlation 
between a pair of variables with one of the series of 
52 observations lagged at 0, 1, 2 etc, weeks behind 
the other. Thus it represents the correlation of 
admissions of each:type with the weather variables 
in previous weeks. 

Autocorrelation in this context refers to the corre- 
lation between values from the same series separated 
in time by 1, 2, 3, 4, ete, days or weeks, whichever is 
specified as the unit of analysis. Cross correlations are 
obtained on a similar basis, but for separations in 
time between two independent series of data. These 
tests give a starting point for the analysis of any 
possible interaction between two sets of data. The 
correlogram is the graph of the auto- or cross corre- 
lations thus obtained, plotted in sequence for the 
values (4-) 1, 2, 3, etc, days or weeks. 


Results | 
There were a total of 1206 depressive admissions and 
920 manic admissions in the ‘London area’ in 1975. A 
marked variation in the number of admissions for both 
diagnoses on different days of the week occurred (for 
manic admissions F = 8.65, df 6, and 358, P <.001; 
for depressive admissions F = 37.6, df 6, and 358, 


TABLE I 
Manic and depressive admissions 


Manic admissions 


Mean 
Monday 2.88 
Tuesday 3.00 
Wednesday 2.64 
Thursday 2.56 
Friday 3.21 
Saturday 2.00 
Sunday 1,35 
Grand daily mean 2.52 
Range 0-7 
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This shows the mean number and standard deviation of manic and depressive ares for each day of the week in London 


in 1975. 





136 RELATIVE HUMIDITY AND MANIC ADMISSIONS IN THE LONDON AREA 


P <,001 (see Table I). The difference, although less 
marked for manic (296.1) admissions approached 
three-fold when comparing weekends and weekdays 
for depressive patients (296.2). Also an average of 
nearly 40 per cent of admissions on weekdays were for 
manic admissions, which at weekends now rose to 


Because of the day of the week variation the patterns 
of both relative humidity and manic admissions were 
calculated and plotted on the basis of thirteen 28-day 
periods (see Fig 1). Each point corresponds to the 
daily average for that period. Fig 2 shows the mean 
daily relative humidity and manic admissions as a 
percentage of manic and depressive admissions during 
the thirteen 28 day periods. (For Figs 1-4 the com- 
plete line represents the weather variable; the broken 
line shows the admission data). 
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Fic 1.— This shows the mean daily relative humidity and manic admissions 
during the thirteen 28-day periods. 
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The yearly pattern of depressive admissions and 
barometric pressure were calculated on the same 
basis. When analyses of variance were performed to 
give a rough guide as to the existence or otherwise of 
any period effect in the admission data there were 
found to be no significant effects ,apart from the day 
of the week effect mentioned above. From Figs 1 and 2 
an inverse correlation between manic admissions and 
relative humidity can be seen. The Spearman rank 
correlations for average relative humidity with mean 
manic admissions and also manic admissions ex- 
pressed as a percentage of both sorts of admissions are 
~ 49 (P <.05) and —.44 (P. <.05) respectively. No 
correlation was found between depressive admissions 
and either relative humidity or barometric pressure. 
Nor was there any apparent association between 
manic admissions and barometric pressure. The daily 
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FiG 2.—This shows the mean daily relative humidity and manic admissions as a 
percentage of manic and depressive admissions during the thirteen 28-day 
» periods. 
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percentage of depressive admissions correlated with 
the relative humidity (rs = +0.51, P <.05), although 
this would be expected in view of the negative corre- 
lation of the percentage of manic admissions with this 
weather variable. 

Tests of seasonal variation also resulted in non 
significant results for both manic and depressive 
admissions using the Walter and Elwood test of 
seasonal variation. 

Fig 3 shows the distribution of the observed number 
of admissions daily for both types of admission and 
expected values, based on a. poisson distribution for 
each day of the week, No significant departure from a 
poisson distribution was found for any day of the 
week for either type of admission. As can be seen from 
the figure there is quite good overall correspondence, 
although the actual number of days when 6 manic 
admissions exceeded the actual number by two-fold. 
For the depressive admissions the fit is poor for 1 and 2 
admissions per day. The overall goodness of fit tests 
yielded chi-squares of 36.0 and 37.5 with 28 and 30 
degrees of freedom for the manic and depressive 
distributions respectively. 

To examine the possible relation between relative 
humidity and manic admissions, correlations between 
the two were calculated. Taken on: a daily basis the 
correlation was almost zero, probably because of the 
day of the week effect. When weekly totals for manic 
admissions were correlated with the weekly average of 
relative humidity a negative correlation was found 
(r = -—.21; using Fisher's z transformation, z = 
—3.062, P <.001). 

The cross correlogram was calculated by computing 
the correlation between manic admissions in a given 
week with previous weeks' mean relative humidity. 
Fig 4 shows the correlations that were obtained, and 
the largest negative correlation (r = —.45) occurred at 
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Fic 3.—This figure shows the number of days when: a given aote of 
admissions occurred. Both observed and expected values are shown. 
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Fic 4.—Cross correlogram: manic admissions with relative 

humidity. This shows the maximal negative correlation 

between manic admissions and the relative humidity three 
weeks previously. 


a lag of three weeks. That is, manic admissions corre- 
lated inversely with the relative humidity three weeks 
previously. The same procedure was done for each 
combination of admission and weather variable. No 
such consistency in the correlogram was found else- 
where and the correlations were much smaller. 


| Discussion 

The finding of à marked variation in the day of the 
week admission rates for two diagnostic groups 
studied is unsurprising. Many social factors influence 
the availability of hospital beds or of those who can 
arrange admission, although in some instances the 
condition would have been severe enough to override 
such factors. However, an important consequence of 
the day of the week variation for admission rates is 
that studies of the incidence of a disorder throughout 
the year should take into account not only the different 
month lengths, if using months as the units of choice, 
but also the day of the week competition of each 
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month, since each diagnosis may have a different 
pattern of admissions through the week. In this study 
the day of the week variation was taken into account 
by using 4-weekly periods. | 

The curious finding of the inverse correlation bet- 
ween relative humidity and admissions for mania 
poses a number of difficulties of interpretation. The 
finding was consistent when the data were expressed in 
terms of monthly variation, or as thirteen 28-day 
periods (removing the day of the week effect), or when 
manic admissions were shown as a percentage of both 
groups. However, when the observed number of 
admissions and the expected number, based on a 
poisson distribution, are examined, the close corres- 
pondence between the curves now suggests a random 
pattern to the admission rate, although the actual 
number of days when 6 manic admissions occurred 
exceeded the expected figure by two-fold. 

Further evidence, however, of an inverse corre- 
lation between relative humidity and manic admission 
is seen when weekly manic admission totals were 
correlated with mean relative humidity, and when a 
cross correlogram was performed, computing the 
correlation between manic admissions and relative 
humidity for three weeks previously. 

If such a relationship exists the apparent effect is 
'ikely to be modified by several factors. Firstly, there is 
inevitably some degree of what might be termed a 
‘refractory period’. In other words, once admitted for 
mania an individual is now unavailable to undergo the 
same effect should appropriate conditions prevail 
during the admission. On average admissions might 
last, say, eight weeks, thus possibly reducing any 
observable effect. Furthermore, the two diagnostic 
groups studied are not mutually exclusive and 
admission with the other diagnosis at any time is 
presumably possible, although the direction and ex- 
tent in each direction is known, and allowance cannot 
therefore be made for this. 

The finding of an inverse correlation between manic 
admissions and the relative humidity of three weeks 
earlier, albeit at a low level, is interesting and it may 
be hypothesized that relative humidity is one of the 
factors involved in the precipitation of such episodes 
with subsequent admission. However, the relative 
humidity is itself influenced by other climatic factors, 
such as temperature; also other seasonal but non- 
climatic factors may be relevant but as yet un- 
accounted for. Clearly, further investigation is 


needed to examine more fully the nature of any such 
relationship as might exist between the two pheno- 
mena. One approach is to examine the patterns 
throughout several years, both phenomena separately, 
to gain further understanding of the patterns each is 
subject to, thus excluding effects of one year due to 
possible idiosyncrasy. This would allow the formu- 
lation of a model of the joint pattern, which would 
take account of the individual patterns. 
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Pure Erotomania in Manic-Depressive Psychosis 


WAGUIH R. GUIRGUIS - y 


Pure erotomania was first described in 1920 by the 
French psychiatrist de Clérembault. It is a delusional 
condition, usually in à woman who believes that a 
man, unattainable because of his much higher social 
class or married state, is very much in love with her. 
The belief has a precise onset and occurs suddenly in a 
state of clear consciousness. Enoch and his colleagues 
(1967) claim that ‘some instances of this syndrome 
may be distinct from ordinary paranoid psychoses 
and deserve a separate place in psychiatric nosology’, 
while Arieti thinks that it is not a clinical entity but a 
symptom. of paranoia or paranoid schizophrenia 
(Arieti and Meth, 1959). 

I report a case which presented for four years as 
pure erotomania, but after two hypomanic attacks, 
was recognized in the fifth year as secondary in 
nature. 


A 27-year-old woman, a qualified librarian, was des- 
cribed in the referral letter as suffering from an obsessive 
infatuation with a married man. 

She came from a family heavily laden with psycho- 

pathology: her father's cousin suffered from depression and 
ultimately committed suicide by hanging, her father had a 
phobia of answering telephones, her mother suffered from 
epilepsy, and her 13-year-old brother had school phobia. 
She had always been nervous as a child, was very unhappy 
at school and used to be picked on by other children. She 
was brought up as an only child, had a very strict upbring- 
 ingand was always scared of sex. 
. She met her husband, a footballer, at a football match 
. when she was 16 and suddenly fell in love with him. He 
seemed to her to be very understanding and gentle, but 
above all not very demanding sexually. She became very 
possessive of him, and after four years of courtship she ran 
away from home and married him to get away from her 
family. The husband was not very keen, and after a stormy 
start the marriage continued to be strained. They soon 
discovered that they had nothing in common, he kept 
himself very distant and unreachable, and she felt in- 
adequate and insecure. Just before the start of her in- 
fatuation with another man she became very jealous, cling- 
ing and possessive of her husband. 

The infatuation started very suddenly, while watching a 
pérformance by a well-known pop group. The moment the 
lead guitarist appeared on the stage, she saw an aura about 
him and felt that he would affect her life in some way. She 
began to collect all his records, and followed him all over 
Britain. She thought that he looked at her, but was not sure 
what he actually meant by this look. She wrote several love 
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letters to him, viiia no O ESI until she ultimately threatened 
to kill herself if he did not write back. She accused his 
secretary of being jealous of her, and of blocking the 
exchange of letters. The husband seemed totally un- 
bothered by the whole business, he even arranged for her to 
meet the pop star, who gave her a cool welcome like that for 
any fan. This did not prevent her from pestering him again, 
but with no further success. 

Nine months before referral she suddenly realised that it 
would be impossible for her to marry him and she then 
decided to kill herself. She wrote a suicide note to her 
husband, and a farewell letter to her love object saying 
they would now be reunited in heaven, She surrounded her 
bed with his photographs, put his records on, and took an 
overdose of sleeping tablets. The husband discovered her 
when he came back from work and she was taken to hos- 
pital. 

On discharge she refused to go back to her husband, and 
decided to go to her parents' home and to start divorce 
proceedings. She later explained that she did this to make it 
easier for the pop star to marry. her. A few months later she 
described herself as "feeling very well, having excessive 
energy, doing many things, going out very frequently and 
generally looking different to everyone". During this 
period her infatuation with the star disappeared. A few 
weeks later she suddenly became depressed again, and her 
love for the star returned, stronger than ever. This cul- 
minated in another overdose, and an attempt to cut her 
wrists with a razor blade, She was re-admitted to hospital. 

At this time she was depressed, weepy and expressing 
suicidal ideas. She was very preoccupied with her love story, 
talked about it freely and saw death as the only answer to 
her misery and frustration. She was put on antidepressants, 
and a few days later she became elated, hyperactive, with 
pressure of talk, circumstantiality and flight of ideas. She 
was not eating or sleeping properly, and she began to show 
more interest in male staff and patients. The clinical picture 
was consistent with hypomania, and responded to small 
doses of haloperidol. As she settled down she suddenly 
announced that it was very silly of her to think that the star 
would ever marry her or was in love with her, although she 
would have liked this. She was discharged on no medication, 
and we later learned that she ran away with an alcoholic 
ex-patient who used to comfort her when she was in 
hospital. She is still living with him and has almost for- 
gotten the pop singer. 


Discussion 
The precise onset, the single unattainable love 
object, the absence of hallucinations, the chronic 
course, the strongly held and persistent delusion mean 
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that the case, according to de Clérambault's criteria, 
Was a pure or primary one and not symptomatic or 
secondary. The two hypomanic episodes, after four 
years with disappearance almost of the infatuation, 
and the recurrence of infatuation during the depressive 


^ phase, however, cast some doubt on the primary 


nature of the case. They could, of course, be co- 
- jncidences, but it is also possible that the infatuation 
© was a depressive equivalent, the nature of which was 
only revealed when it disappeared during the two 
 hypomanic phases, and that depressive symptoms in 
the form of depressed mood, early morning waking, 
loss of weight and libido, and suicidal thoughts, were 
there but overshadowed by the striking erotomanic 
"behaviour. One expects patients. to have delusions of 
being loved when manic, and of being unloved when 
depressed, and not the other way round, which could 





have given the clue in this case. 1 he notion that there 


is such a thing as pure erotomania, with no underlying 
psychiatric condition, discourages people fromlooking 
. for other symptoms. I believe tha: 


condition could be found in many cases of pure 
erotomania if one looked fori it t hard enough or long 
enough. : 
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Are Young Women who Attempt Suicide Hysterical? 


ROBERT D. GOLDNEY 


Summary : 


Young women who had attempted suicide did not score in a more 


hysterical manner than women in a comparison group when assessed by the 
Hysteroid- -Obsessoid Questionnaire. Those who made suicide attempts resulting 
in little physical harm more often demonstrated hysterical traits than those whose 
attempt involved a serious threat to life. However, even in those subjects the 
majority did not score in an hysteroid manner, and they certainly scored in a less 
hysteroid manner than subjects ofthe comparison group. 
These results are in accord with the small literature. using standardised 

assessments, and do not support the clinical view that young women who 
attempt suicide exhibit marked hysterical traits. | 


Notwithstanding the difficulties of delineating 
precisely what is meant by the term ‘hysterical’ 
(Chodoff and Lyons, 1958; Lazare, 1971; Chodoff, 
1974), this term or some variant of it has frequently 
been applied to those who attempt suicide. Indeed, 
Morgan at al (1975) noted that “the stereotype is that 
of a histrionic young woman who is making a nuisance 
of herself", and Bratfos (1971) reported that these 
subjects “are described as infantile, affectively labile, 
impulsive and hysteriform". Other authors have 
recorded similar observations (Sclare and Hamilton, 
1963; Woodruff et al, 1971 ; El-Gaaly, 1974). 

Such terms have usually. been confined to those 
whose suicide attempt has resulted in a low risk to 
life. Thus Reimer (1967, cited by. McEvoy, 1974), 
noted that "there are persons who make suicidal 
gestures, usually ingesting small amounts of analgesic 
or sedative medications. They usually are persons 
who might be described as hysterical and narcissistic 
and appear to be IBOnNdded x to ) manipulate others or 
win attention". 

Although these P E E appear to be generally 
accepted in the clinical situation, there are few objec- 
tive data to support such a view. Indeed, in those 
studies using standardized measures (Table I), there 
appears to be no support for the contention that 
patients who attempt suicide are more hysterical than 
comparison groups. Furthermore, in those few papers 
which have examined the relative risk to life of the 
suicide attempt, only one (Murthy, 1969) has noted 
more hysterical features in those who make non- 
serious attempts. 

It is not the purpose of this paper critically to 
review concepts of the hysterical personality. Rather 
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it reports the use of a questionnaire, developed on the 
basis of clinical face validity of such personality traits, 
in those who have attempted suicide and a comparison 
group. Furthermore, the study was confined to young 
women, for it is in such subjects that hysterical traits 
have most often been reported. 


Method 

Subjects 

The subjects were 110 young women, aged 18 to 30, 
who had attempted suicide by drug overdose and who `- 
were admitted to a large city general hospital. It is 
hospital policy to admit all patients who attempt 
suicide, irrespective of the physical threat to life of the 
suicide attempt. Subjects were divided into three 
lethality groups on the basis of the risk to life of their 
suicide attempt, a method described fully elsewhere 
(Goldney, 1979; Goldney and. Pilowsky, 1980). A 
comparison group of 25 women attending a com- 
munity health centre, aged between 18 and 30 and 
with no history. of suicidal behaviour, was also 
examined. b | | 


Tice. 


The HviietoidOBsessdid Questionnaire - (HOQ) 
(Caine and Hope, 1967) is a 48-item true-false 
questionnaire which purports to give a score along the 
hysteroid-obsessoid dimension of personality. It was 
developed from the original observations of Janet that 
hysteroid and obsessoid aspects of personality can 
be considered along a single dimension (Foulds and 
Caine, 1958; Caine and Hawkins, 1963). Questionnaire 
items were developed on a clinical face validity basis. 
Reliability and validity studies appear adequate 
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TABLE I 


z Studies objectively assessing the hysterical personality in subjects who have attempted suicide 
—————————— 








Authors Measurement Subjects . Results 
Farberow (1950) | Minnesota Multiphasic Male patients No significant differences. 
Personality Inventory who had attempted suicide 
hysteria scale with suicidal ideation 
not suicidal 
. Rosen et al (1954) MMPI hysteria scale attempted suicide patients Suicidal ideation. subjects scored signi- 


patients with suicidal ideation 


ficantly higher. 


Vinoda (1966) Hysteroid-obsessoid ^ attempted suicide patients 
questionnaire general psychiatric patients 
| normal controls 
Murthy (1969) Hysteroid-obsessoid serious attempters 
questionnaire non-serious attempters 


No significant differences, but a trend for 
suicidal patients and psychiatric controls 
to obtain more obsessoid scores. 


Significantly more of the non-serious 
group scored in the hysteroid range. 





Eastwood ef al (1972) Hysteroid-obsessoid 
questionnaire 


attempted suicide patients 


“Both men and women have mean scores 
in the direction of obsessoid personality”. 





Pallis and Birtchnell MMPI hysteria scale 
(1976) 





Pallis and Birtchnell MMPI hysteria scale 








attempted suicide patients 
non-suicidal psychiatric patients 


serious suicide attempt 


No significant difference. 





No significant differences. 





Hysteria scale significantly raised for 
those who subsequently committed suicide 
compared to the other groups, 

No significant difference between highly 
suicidal and non-suicidal patients. 





"Perhaps surprisingly, they do not exhibit 
hysteroid features". 


(1977) non-serious suicide attempt 
non-suicidal patients 
Leonard (1977) MMPI hysteria scale — patients who subsequently 
committed suicide 
highly suicidal patients 
non-suicidal patients 
Marks and Haller Q-sort item: suicidal adolescent girls 
(1977) "Genotype has | 
| hysteroid features’. 





(Caine and Hawkins, 1963; Caine, 1965, 1970: 
. Foulds, 1965; Hope and Caine, 1968), and its use in 
similar subjects (Vinoda, 1966; Murthy, 1969; 

Eastwood et ai, 1972) allows a direct comparison of 
results. It was administered to patients following 
recovery from the physical effects of their overdose, 
and they were asked to answer each question as they 
normally would and not allow their recent experience 
to influence their responsen 


Statistical analysis 

The Statistical Package for the Social Sciences 
(SPSS) (Nie et al, 1975) was used, providing non- 
parametric analysis for the questionnaire scores and 
the chi-square test for comparison of subjects scoring 
in either a hysteroid or obsessoid manner. The 5 per 
cent (P <.05) level of significance was taken as 


denoting the level at which the null uypothgais coula 
be rejected. 


"Hesults 


The mean ages of the groups of subjects im had 
attempted suicide were similar (Table II), but the 
comparison group was significantly older than the 
attempted suicide subjects taken asa whole (t = s 66, 
P <.001). 

As there was a significant ordain diotween: age 
and HOQ scores in the suicidal subjects (r5 = —.2427, 
n — 103, P — .007), those who had attempted suicide 
were matched exactly. for age with those of the 
comparison group. In this manner it was possible to 
match 21 subjects. Significantly fewer of those who 
had attempted suicide were married or living in a 
de facto relationship, a finding consistent with other 
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TABLE II 
Age of subjects | 
Standard 
i Mean deviation 
Subjects . No.  . age — of mean 
Attempted suicides | 10 | 22.6 3.5 
High lethality group 33 22.7 3.5 
Intermediate lethality | 
group 54 | ^. 22.4 3.4 
Low lethality group 23 23.2 3.8. 
2.6 





Comparison group 25 EITA 


studies (Weissman, 1974): There was no significant 
difference with regard to lethality group between those 


subjects matched for age and the total number who .. 


had attempted suicide (Goldney, 1979). The analysis 
of the differing lethality groups and the subjects 


matched for age with the comparison group are 


presented separately. 

Although it did not attain significance, there was a 
trend towards lower scores for subjects who had 
attempted suicide, indicating more obsessoid per- 
sonality than subjects of the comparison group 
(Table IIT). 

Among the subjects who had attempted suicide, 
there was a trend for the high lethality group to 
score less than the others, indicating that they were 
the most obsessoid of all (Tables IV and V). — 

When the HOQ scores were examined in the same 
manner as by Murthy (1969), comparing subjects with 
scores of 23 and less (which denote an. obsessoid 
personality) with scores of 24 and above (which 
denote an hysteroid personality), 26 of 33 subjects 
in the high lethality group scored in an obsessoid 
manner, compared to: 39 of 70 subjects in the inter- 
mediate and low lethality group combined, a sig- 
nificant difference (y? = 4.19, df = 1, P «.05). 

The use of the Levine-Pilowsky Depression 
. Questionnaire (LPD). in these subjects has been 
- reported elsewhere (Goldney and Pilowsky, 1980), and 
thus the association between depression and person- 
ality: could also be examined. There was a significant, 
though weak, negative correlation between scores on 
the HOQ and LPD (5 = —.2419,n = 103, P = 007), 
indicating that an increasing depression score sig- 
nificantly correlated with an increase in the obsessoid 
dimension of personality. However, both the HOQ 
and the LPD scores significantly correlated with age 
(LPD: r° = .3049, n = 104, P = .001), and thus 
their association could have been an artefact. How- 
ever, when a partial correlation was performed 


controlling for age, the strength of the association - 





Tae II 
Attempted suicide and comparison groups HOQ scores 





Attempted Comparison 





. E s. Suicide group ^ group - 
| Completed HOQ 508 0g 21 
Mesi score E 20.26 23.52 
SD. ee 5.51 4.27 
Meanrank.:o oos, 471 0 236 





Mann Whitney. TE = 264. 5;PQ-Tailed*) = ..078. 
*2-Tailed as in direction opposite to that predicted. 

















: TABLE IV 
HOQ s scores of differing lethality groups 
| ‘High Intermediate Low 
-lethality lethality lethality 
HL) (LL.) (L.L) 
Number 33 54. 23 
Completed HOQs 33 50. 20 
Mean score 19.8 21.82 21.15 
SD. po 6.50 5.84 
TABLE V — 
A scores compared 
Mann- Significance 
Comparison ` Mean rank Whitney U — (1-tailed) 
HL v. IL 37.3 45.1 670.5 -074 
JL v. LL 36.2 33.8 533.0 -334 
HL v. LL. 2.5 ^ 58 


| se Ju 





bawan HOQ EH LPD s scores, though reduced, stil 
remained significant. (r = ~—.2089, P = .018) The 
partial correlation was performed using. parametric 
statistics, as the SPSS. programme does not allow for 
partialling of non-para metric data. ! 


Discussion 

Contrary. to expectation on the basis of clinical 
reports, those patients who had attempted suicide 
scored: less t on the HOQ than subjects of the com- 
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parison group, indicating that they were more 
obsessoid. Indeed, had not a two-tailed Mann- 
Whitney U test been applied (because the trend was 
in the opposite direction to that anticipated) this 
difference would have attained significance. It is of 
note that the score of the comparison group (23.52, 
S.D. 4.27) was similar to that of the contro! group 
reported by Vinoda (1966) (23.30, S.D. 5.10), and that 
the scores for the attempters were of the same order 
as those reported by Vinoda (1966), Murthy (1969) 
and Eastwood ef al (1972). 

These results are thus consistent not only with 
previous work using the HOQ, but with the studies 
of Farberow (1950), Pallis and Birtchnell (1976, 1977) 
and Marks and Haller (1977), in not offering objective 
support to the clinical reports of a preponderance of 
subjects with hysterical personality traits among those 
who attempt suicide. 

When the groups of differing lethality were com- 
pared, there was a trend, in the direction anticipated, 
for patients in the high lethality group to score less 
than the other groups. This is consistent with the 
report of Murthy (1969) that serious attempters were 
significantly more often obsessoid rather than 
hysteroid, and also with the trend noted by Pallis and 
Birtchnell (1977) for their serious attempters to score 
less on the MMPI Hysteria Scale than non-serious 
attempters. Furthermore, when the scores were 
presented in the same manner as Murthy’s (1969), the 
present results attained significance, with more of the 
high lethality group obtaining an obsessoid score. 
Thus there was some support for the clinical belief 
that subjects who make suicide attempts resulting in 
little physical harm more often have hysterical 
personality traits than do those whose attempt has 
involved a definite risk to life. This finding probably 
reflects the. attention-seeking and demonstrative 
elements of the hysterical personality operating to 
produce the appeal, or cry for help, component which 
is prominent in such suicide attempts. However, it 
should be noted that even for the groups of lesser 
lethality, the majority of subjects obtained more 
obsessoid, i.e. less hysterical, scores than the com- 
parison group. 

The fact that no study using standardized measures 
has been able to substantiate the clinical reports of an 
increase in hysterical personality traits in those who 
attempt suicide suggests that either the instruments 
used are not sufficiently sensitive to detect this 
attribute, or that a reassessment of clinical diagnosis 
may be necessary. | 
. With regard to the instruments, it has been noted 

(Pallis and Birtchnell, 1976) that the Hysteria scale 
on the MMPI was constructed to identify patients 
with conversion reactions, and that "clinicians may 


adopt a broader definition of the term". However, the 
items of the HOQ were based on clinical observation 
and constructed on a simple face validity basis, and 
thus scores should correspond to usual clinical 
practice. Indeed, Caine (1970) has noted that ‘the 
HOQ is more closely related to the validation criterion 
of personality traits than it is to either clinical diag- 
nosis or to symptom measures'. 

It is possible that patients' responses to question- 
naires shortly after attempting suicide may not 
indicate their usual traits. In such a situation it may be 
difficult for a person with hysterical personality 
traits to assign a-‘true’ or ‘false’ answer to statements 
such as "my party manners are pretty good", or 
“I like to wear eye-catching clothes", 

On the other hand, the possibility that the clinical 
diagnosis of such patients may need reassessment 
should not be discounted. There is ample literature 
from three continents which attests that such subjects 
are frequently viewed unfavourably (Patel, 1975; 
Dressler ef al, 1975; Goldney and Bottrill, 1980), and 
it is possible that the perceptual set of clinicians may 
have been sensitized to detect. hysterical traits in these 
subjects. Certainly the pejorative connotations of the 
term ‘hysterical’ and its synonyms have been alluded 
to in the general psychiatric literature (Chodoff and 
Lyons, 1958; Lazare, 1971; Chodoff, 1974), as have 
the pitfalls of the assumption of hysterical diagnoses 
(Slater, 1961, 1965; Goldney, 1978), and it would 
appear to be premature to disregard these findings 
simply because they are not congruent with hitherto 
accepted clinical experience. 

It is pertinent to comment on the significant 
correlation between age and HOQ score, with 
increasing age being associated with an obsessoid 
score. Paykel et al (1976) observed a similar correlation 
(using other instruments), and noted “reasons for the 
strong age effects on personality are not themselves 
clear. It may be that 'personality' does change with 
ageing, in that more obsessive, less hysterical, less 
dependent and less emotionally labile patterns 
develop". The present results certainly support such 
speculation. 

The finding of an association between depression 
and scores on the hysteroid-obsessoid dimension of 
personality is consistent with the work of Paykel eż al 
(1976), who reported: that patients with hysterical 
personalities were less depressed than others when 
rated on a modified Hamilton Rating Scale for 
depression. In commenting on their correlations of 
"modest magnitude", Paykel et al (1976) suggested 
that the depressive syndrome was influenced by the 
patient's premorbid personality. Although Caine 
(1970) noted that the HOQ is not closely associated 
with clinical diagnosis or symptom measures, and 








- notwithstanding the weakness of the present corre- 
^ Tation, it is possible that depression in those who have 
attempted suicide has influenced the HOQ scores. 
Certainly it would appear desirable to reassess the 
— personalities of those who attempt suicide when both 


their depressive symptomatology and the inter- - 


~ personal difficulties leading to the suicide attempt have 
resolved. Such an examination might result in a more 
hysteroid score, but it is also possible that the diag- 
nosis of hysterical personality would be less, as 
_ distance would be placed between the clinical assess- 
' ment and the suicidal act —events which, when closely 
associated, appear inexorably to evoke the hysterical 
diagnosis. | 

If the present results can be generalized to. other 
groups of patients who have attempted suicide, the 
question arises as to why clinicians have previously 
considered such subjects to be hysterical. The answer is 
clearly not simple, but contributing factors would 
appear to be that attempted suicide has, by its very 
nature, a dramatic impact upon others; that it is an 
act which is seen in an unfavourable light by a large 
proportion of health professionals, and the term 
hysterical has no doubt been used in a pejorative 
manner; and that it has predominantly been carried 
out by young women, a group who ipso facto have 
frequently been labelled as hysterical. While it would 
be inappropriate to suggest that the term hysterical 
should never be applied to these subjects, at the very 
least the present study is in accord with previous 
objective work which indicates that caution should 
be exercised before applying the hysterical diagnosis 
to those who have attempted suicide. 
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Nelle and the Differentiation of oa, Emotions 
and Behaviours: A — Grid Study 


L. M. LEITNER 


Summary : 


Disturbed and non-disturbed subjects were compared on a Reper- 


tory Grid measure of the differentiation of values, emotions and behaviours. The 
disturbed subjects tended to show either excessively. tightened. or excessively 
loosened relationships between values, feelings and behaviours. Tight relation- 
ships denoted a close correspondence between a subject's assessment of these 
three items ; loose relationships denoted a poor correspondence. Non-disturbed 
subjects showed more moderate relationships. Among the disturbed. patients, 
loosened relationships were found in schizophrenics rather than neurotics or 
personality disorders and tightened relationships in neurotics and. personality 


disorders rather than schizophrenics. 


Using personal construct theory (Kelly, 1955), 
Landfield (1980) described three aspects of psycho- 
pathology: literalism, perspectivism, and chaotic 
fragmentalism. Although he gave many clinical 
examples of these, he did not perform any experi- 
mental tests of his hypotheses. This study was de- 
signed to test Landfield's hypotheses. _ 

- Landfield defined literalism as “a way of thinking, 
feeling, or doing which implies the restricted and 
absolute interpretation of an event or a relationship" 
(p. 315). He was discussing a fixity of construction 
indicating lack of exceptions to relationships. Land- 
field was particularly concerned with the relationships 
between ‘a’ person's feelings, values, and behaviours. 
In this context, it can be asserted that the traditional 
pérsonal construct integrates feelings, values, and 
behaviours (Landfield, 1980; Landfield and Leitner, 
1980; Leitner, 1979, unpublished). While this is a 
different manner of elaborating personal construct 
. theory into emotions from McCoy's (1977) theoretical 
assertions, these two viewpoints are not necessarily 
incompatible. Leitner (1980, unpublished) provided 
some empirical support for the notion of the personal 
construct being an integration of what has traditionally 
been called feelings, values, and behaviours. 

Thus, the nature of the relationships between an 
. individual's feelings, values, and behaviours can be 
studied. If these relationships show a lack of exception, 
as when a specific feeling points directly and irrefut- 
ably toward what the person must do and how he 
must define himself in his value system, Landfield 
. spoke of the relationship as literal. Landfield argued 

. that a person who tends to be literal in the relation- 
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ships between his. feelings, values, and AE ES 
would be apt to develop certain psychological 
problems. For example, acknowledging a hostile 
feeling could lead to problems like feeling quite 
guilty for having such a feeling (due to the literal link 
with values) or impulsively and possibly destructively 
acting upon the feeling (due to the literal link with 
behaviours). The person faced with these options 
might then choose not to acknowledge the feeling. 
These are the types òf problems that are often being 
experienced by individuals who receive a diagnosis of 
‘neurotic’ or ‘personality disorder’. 

Landfield defined chaotic fragmentalism as “an 
unorganized complexity of thinking, feeling, or doing 
which implies an unrestricted, loose, undirected, 
and shifting interpretation of an event or relationship” 
(1980, p. 315). When the personal construct is not 
adequately integrating its emotional, evaluational, 
and behavioural implications, one can speak of the 
relationship between emotions, values, and behaviours 
as being fragmented. When such fragmenting occurs, 
Landfield believed the result was an inability to 
integrate and structure. life experiences, Thus, feelings 
might be experienced which the ‘person could not 
understand due to their not. being integrated into an 
overriding system of values. There may be little 
relationship between an individual's emotions and 
his actions. Landfield believed the resulting confusion 
and disorganization was tied to psychotic personality 
disturbances, a view that resembles other theories of 
schizophrenic cognition (Bernhein and Levine, 1979; 
Buss and Lang, 1965; i and Buss, 1965; Shean, 
1978). 
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By way of contrast, ‘perspectivism points to a less 
preemptive but not loose interpretation of an event 
or a relationship’ (Landfield, 1980, p. 316). Applying 
this definition to the relationship between feelings, 
values, and behaviours, the personal construct can 
both relate these three implications to one another and 
differentiate between them. Thus, a hostile feeling 
may sometimes, but not always, lead to hostile 
behaviours. The person could also relate his feelings 
and his values without being overwhelmed with guilt. 
He would thus be able to experience openly (in 
contrast to the literalist) and organize (in contrast to 
the chaotic fragmentalist) his feelings, values and 
behaviours. Landfield believed that perspectivism was 
associated with psychological health. 

According to Landfield (1980) psychological health 
can be seen as the midpoint of a continuum with 
pathology lying at either extreme. When feelings, 
values, and behaviours are undifferentiated, ‘neurotic’ 
and 'impulse control' problems will occur. At the 
other end of the continuum, feelings, values, and 
behaviours are unrelated, with psychotic sympto- 
matology resulting. 

In spite of the apparent utility of Landfield's 
literalism notions, only one unpublished doctoral 
dissertation. (Lehnhoff, 1976, unpublished) has in- 
vestigated the relationship between psychopathology 
and the differentiation of feelings, values, and 
behaviours. Using face-valid questionnaires, Lehnhoff 
found no support for the hypothesized relationship 
between psychopathology and literalism. 

‘The present study was designed to investigate the 
relationship between literalism, chaotic fragmentalism, 
and psychopathology by comparing seriously distur- 
bed and non-disturbed individuals on a Repertory 
Grid measure of Landfield’s conceptions. Three 
hypotheses were tested. 

I. Severely disturbed individuals should score as 
more literal or fragmented in their relationships 
between feelings, values, and behaviours than non- 
disturbed individuals. 

II. Chaotic fragmentings of the relationships 
between feelings, values, and behaviours should be 
more prominent among the disturbed individuals 
diagnosed as ‘schizophrenic’ than those diagnosed as 
‘neurotic’ or ‘personality disorder’. 

IH. Literal relationships between feelings, values, 
and behaviours should be more prominent among 
disturbed individuals diagnosed as ‘neurotic’ or 
‘personality disorder’ than those diagnosed as 
‘schizophrenic. .— 


| _ Method 
Subjects: Twelve (6.males, 6 females) Introductory 
Psychology students at the University of Nebraska 


were seen in a clinical interview designed to screen 
those who were suffering from severe psychopatho- 
logy. The interviewing clinician assessed two males 
as depressed with significant obsessive-compulsive 
symptomatology. The remaining 10 students served as 
the control group in this study. 

Ten severely disturbed patients (5 males, 5 females) 
from the Lincoln, Nebraska Regional Center (a state 
hospital) and the University of Nebraska Student 
Mental Health Clinic (five subjects from each facility) 
also participated. The mean age of controls was 19.2 
years, the patients 19.9 years. The hospitalized patients 
had at least a high school education (four of the five 
had some college courses), were at least of average 
intelligence (based upon hospital test records), and 
showed no signs of organic brain damage. If a patient 
met these criteria and was willing to participate in the 
study, his therapist contacted the experimenter. All 
patients referred, with the exception of the two listed 
below, were used in the study. The patients were in- 
formed they were participating in a study on ‘per- 
sonality and problems in life’. Five of the 10 patients 
were on medication at the time of testing (3 on 
phenothiazines, 2 on antidepressants). 

Two other patients had been approached concerning 
participation in the study. One refused to participate. 
The second patient agreed but was transferred to 
another hospital before the Rep Grid could be 
administered. 

Materials: The primary instrument used in testing 
these hypotheses was Landfield’s (1971) modification 
of Kelly’s (1955) Rep Grid. This particular Rep Grid 
results in a 15 (people) x 15 (constructs) matrix. No 
attempt will be made to describe the Rep Grid here as 
detailed descriptions are available elsewhere (Banni- 
ster and Mair, 1968; Fransella and Bannister, 1977; 
Kelly, 1955; Landfield, 1971). 

Since a new measure for assessing the relatedness 
between feelings, values, and behaviours was being 
used in this study, the Crowne-Marlowe (1964) Social 
Desirability Scale was administered to all subjects. 
This tested the relationship between the Rep Grid 
measure and a socially desirable response bias. 
Further, a 4l-item face-valid questionnaire of 
literalism (Lehnhoff, 1976, unpublished) was adminis- 
tered to all subjects. Examples of Lehnhoff’s questions 
include: ‘Sexual interest in a friend’s spouse is bad’, 
and ‘an improper thought can be almost as bad as an 
improper deed’. (7 

Procedure: Subjects were given. the Rep Grid 
individually and upon completion engaged in a 
structured interview along the following lines. The 
subject was presented with a written statement 
defining values, feelings, and behaviours. Values were 
defined as 'more stable and important ways of 
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understanding which are evaluational (positive and 
negative, preferred and not preferred, good and 
bad). The subject was also told that value 'refers to 
more vital judgments about that which is worthwhile 
to you personally’. Feelings were defined as ‘moods 
and emotions of the moment' and were differentiated 


from thoughts. Behaviours were defined as ‘what is 


outwardly observable in one's functioning, i.e., acts, 
gestures, speech'. The subject was instructed to refer 
to these definitions throughout the interview. 

Beginning with the more positively rated pole of 
the first construct, the subject was asked, “What 
might a ——— (construct pole) person feel (do, value)?” 
The choice of beginning the interview with feelings, 
values, or behaviours was based solely on which the 
subject felt would be easiest. Subjects chose to begin 
the interview with feelings, values, and behaviours 
with approximately equal frequency. Thus, for 
example, if the original construct was ‘carefree- 
uptight’ and the subject felt more comfortable 
beginning with feelings, he was asked, "What might a 
carefree person feel?" His answer (e.g., “relaxed’’) 
was recorded as a pole of an emotional construct. 
A contrast to this pole was elicited by asking the 
subject. “If a person does not feel relaxed, how does 
he feel ?" 

After eliciting the emotional construct ('relaxed-- 
very nervous’), questions designed to elicit evalu- 
ational and behavioural constructions were asked. 
Examples of the questions designed to elicit the 
behavioural constructs included, “If a person feels 
relaxed, what might he do?” “How can you tell a 
person feels relaxed by just looking at him?" “What 
' behaviours will you see if a person feels relaxed?” 
The subject's response (e.g., "he will smile at people") 
was recorded as a pole of a behavioural construct. The 
contrasting pole was elicited by asking the subject 
"If. a person does not smile at people, what does 
he do?" 

Questions designed to elicit the evaluational 
construction included, “It is good for one to feel 
relaxed because . . ." "Why is it important to feel 
relaxed?" "What is a value that someone who feels 
relaxed might have?" The subject's answer (e.g., "has 
peace of mind") was recorded as a pole of an eva- 
luational construct. The contrast was elicited by asking 
the subject, "If a person does not have peace of mind, 
what kind of a person is he?" The subject then checked 
his value against the definition of values he had 
received. If it did not satisfy the definition, it was 
discarded and another value was elicited. 

It should be noted that, in the above example, the 
questions designed to elicit the evaluational and 
behavioural constructs were based upon the elicited 
emotional construct (‘relaxed-very nervous’), not 


upon the original construct (‘carefree—uptight’). This 
was done to minimize the possibility of eliciting more 
than one implication for each original construct. Thus, 
a ‘carefree’ person might feel ‘relaxed’. Further, he 
might both ‘smile at others’ and ‘talk a lot’. However, 
the feeling of ‘relaxation’ might be related only to 
‘smiling at others’. ‘Relaxed’ might be irrelevant for 
the behaviour of ‘talking a lot’. Consequently, if the 
subject gave the behavioural construction of ‘talks a 
lot’ instead of the alternative behavioural construction 
of ‘smiles at others’, an erroneous relationship 
between the emotional and behavioural implications 
of the construct could be inferred. Pilot work had 
indicated that using the first elicited implication 
decreased this problem. 

Only the more positively rated pole of the original 
construct was used in the interview as it provided a 
more standardized procedure. Further, clinical 
experience had shown that many people, particularly 
disturbed patients, have difficulty in elaborating the 
more negative implications of their construct systems. 
Thus, based upon the more positively rated poles of 
the 15 original constructs, fifteen values, feelings, and 
behaviours and their contrasts were elicited. Leitner 
(1979, unpublished) presented a more detailed 
discussion of the interview methodology. 

The emotional, evaluational, and behavioural 
constructs were placed on three new Rep Grids, 
resulting in an emotional Rep, an evaluational Rep, 
and a behavioural Rep. The subject completed the 
three new grids by rating the original 15 acquaintances 
on each new grid. Upon completing the grids, the 
subject completed. the Crowne-Marlowe (1964) 
Social Desirability Scale and Lehnhoff’s (1976, 
unpublished) face-valid literalism questions. 

Hypothesis testing: The testing of the hypotheses 
was based upon an analysis of the rating patterns of 
the evaluational, emotional, and behavioural im- 
plications of each personal construct. To illustrate, 
consider an original construct of ‘carefree—uptight’, 
Derived from this were the evaluational construct 
‘has peace of mind-—is constantly confused’, the 
emotional construct 'relaxed-very nervous’, and the 
behavioural construct ‘smiles at people—ignores 
them’. Table I shows how a hypothetical subject 
rated his 15 acquaintances on these three subordinate 
constructs. 

As can be seen from Table I, each time an acquain- 
tance was rated as ‘relaxed’ (a 1 rating), our hypo- 
thetical subject also rated him as ‘has peace of mind’ 
(also a 1 rating). Each time an acquaintance was 
rated as 'very nervous' (a 2 rating) he was also 
described as 'constantly confused' (also a 2 rating). 
This resulted in a similarity of rating pattern of 15 
out of a possible 15. Thus, there is no difference 








150 


PSYCHOPATHOLOGY : A REPERTORY GRID STUDY 


TABLE I 
Literalism and chaotic fragmentalism as measured by the grid 
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between these constructs in terms of how our subject 
used them in understanding a representative sample of 
individuals in his world. With Rep Grid methodology, 
similarity of usage is a common means of inferring 
similarity of meaning (Bannister and Mair, 1968; 
Fransella and Bannister, 1977; Kelly, 1955; Landfield, 
1971). When this inference is made, we can hypothe- 
size that the constructions of feeling and value are 
tightly linked (undifferentiated) in terms of their 
meaning for the subject. By knowing that one of the 
subjects acquaintances is construed as feeling 
'relaxed', we also know that, by definition, the 
acquaintance must fall on the ‘has peace of mind’ 
side of the value dimension and vice versa. In this 
system, there is no room for a person who, for 
example, ‘has peace of mind’ to feel at times ‘very 
nervous’. This shows the tight, direct and irrefutable 
linkage discussed by Landfield (1980). The similarity 
of rating pattern of 15 out of a possible 15 was the 
criterion for scoring the relationship between feelings 
and values, feelings and behaviours, and values and 
behaviours as literal. - 

As can be seen from Table I, the similarity of 
overlap between the emotional and behavioural 
implications was quite low (a similarity of overlap 
rating of 10). Landfield (1971), Landfield, Danforth 
and Baugh (1968) showed that a similarity of overlap 
score of 12 out of 15 was an acceptable criterion for 
assuming that the constructs are somewhat related 
(8 out of 15 is roughly the expected outcome by 


chance). Thus, a similarity of overlap score of 10 
would show very little, if any, relationship. The 
constructions of feeling and behaviour are not 
integrated in the subject’s meaning system. A similarity 
of overlap score of 10 or less, out of a possible 15, 
was the criterion for the chaotic fragmenting of the 
relationships between feelings and values, feelings 
and behaviours, and values and behaviours used in 
this study. While some (Radley, 1974; Reid, 1975) - 
have criticised this similarity of match scoring 
system, many others (Bender, 1968; 1976; Landfield, 
1971; 1977; Leitner, in press; Leitner, Landfield and 
Barr, 1976, unpublished) have shown its utility as a 
scoring system (Adams-Webber, 1979). 

Each time a subject showed a similarity of overlap 
pattern of 15 out of a possible 15, or less than 11 out 
of a possible 15, he received a score for having related 
his feelings to his values, his feelings to his behaviours, 
or his values to his behaviours in either a literal or a 
fragmented manner. Since, for each construct, 
feelings were compared to values, values to behaviours, 
and feelings to behaviours, the total score for the 
implications of each construct ranged from 0 to 3. 
Moreover, since each subject had 15 original con- 
structs, the total score (literalism--chaotic frag- 
mentalism) for each subject ranged from 0 to 45. 
Hypothesis I was tested by comparing the disturbed 
patients and the healthier controls on this measure of 
literalism+chaotic fragmentalism. Hypothesis II was 
tested by comparing the patients diagnosed as 
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‘schizophrenic’ with those diagnosed as ‘non- 
schizophrenic’ on the chaotic fragmentalism score. 
Hypothesis III was tested by comparing the 'schizo- 
phrenics' and 'non-schizophrenics' on the literalism 
score. 


Results 


Table II shows the mean literalism, chaotic frag- 
mentalism, and literalism--chaotic fragmentalism 
scores for the normals, ‘schizophrenics’, and ‘non- 
schizophrenics’. The ANOVA for the literalism -- 
chaotic fragmentalism score revealed a significant 
group effect with the disturbed patients scoring higher 
than the controls (F (2, 17) = 16.27, P <.0001). 
A Duncan’s multiple range test revealed that the 
‘schizophrenics’ were significantly (P <.01) different 
from both the ‘non-schizophrenic’ patients and the 
control group, which were not different from each 
other. Further, the ANOVA for the chaotic frag- 
mentalism measure revealed a significant group effect 
with the ‘schizophrenics’ scoring higher (F (2, 17) = 
18.95, P <,0001). A Duncan's multiple range test 
showed that the chaotic fragmentalism score for the 
‘schizophrenics’ was significantly (P <.01) higher than 
the score for the normals and 'non-schizophrenic' 
patients. Finally, there was also a significant group 
effect for the literalism score, with the 'non-schizo- 
phrenic' patients scoring higher (F (2, 17) — 3.91, 
P «.04). A Duncan's multiple range test showed that 
the 'non-schizophrenic! patients were significantly 
(P <,05) different from the ‘schizophrenics’. The 
‘non-schizophrenic’ patients also tended (P = .10) 
to.score higher than the controls on the literalism 
measure. Given that the study used only four non- 
schizophrenic patients, these data are quite consistent 
with both Landfield's (1980) reasoning and the three 
hypotheses of this study. 

The face-valid literalism scale (Lehnhoff, 1976, un- 
published) was positively related to the Rep Grid 
literalismscale (r 19) = .52, P <.01). It was unrelated 
to the chaotic fragmentalism measure on the grid 


(r (19 = —.29, n.s) The positive relationship 
between the face-valid and grid-based literalism scales 
provided some construct validity for the Rep Grid 
scale. 

The Rep Grid measure of literalism did not corre- 
late significantly with the Crowne-Marlowe (1964) 
Social Desirability Scale (r (19 =  —.27, n.s.). 
Chaotic fragmentalism, as measured by the grid, also 
did not significantly correlate with the Social Desir- 
ability Scale (r (19) = —.09, n.s.), arguing against the 
grid measures being confounded by the tendency to 
respond in a socially desirable manner. Further, the 
patients were not different from the control subjects 
on à traditioral Rep Grid cognitive complexity 
measure, arguing against attention and concentration 
deficits accounting for the results (Miller and Wilson, 
1979). The results were not confounded by medication 
and hospitalization as these variables were unrelated 
to literalism and chaotic fragmentalism scores. 


Discussion 


All three hypotheses were confirmed in this study. 
Severely disturbed patients were more literal or 
fragmented than non-patients. Further, the data 
argued against the results being due to age, education, 
intelligence, medication, state hospitalization, atten- 
tion, or concentration. Among the disturbed patients, 
those who were suffering from ‘neurotic’ or ‘person- 
ality disorder’ symptomatology tended to be literal. 
Those patients with clear ‘schizophrenic’ sympto- 
matology were fragmented. 

Before discussing some implications of these 
findings, two drawbacks to the study should be 
mentioned, First, although a larger sample would 
have been desirable, extensive time demands (approxi- 
mately 6 hours) were placed upon the subjects. 
Methodological changes reducing this time require- 
ment would be most beneficial. Leitner (1979, un- 
published) reported significant differences between 
disturbed patients and non-patients utilizing only 
the initial five constructs from the original Rep Grid. 


TABLE H 
Mean literalism, chaotic fragmentalism, and literalism+- chaotic fragmentalism scores for the subject groups 





Chaotic Literalism --chaotic 





N Literalism fragmentalism fragmentalism 
Normals 10 5.40 $, 30 13.70 
Non-schizophrenic patients 4 9.50 7.50 17.00 
Schizophrenic patients 6 1.33 26.83 





28.17 
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If future studies replicate this finding, much time 
could be saved. 

Furthermore, only seriously disturbed patients 
participated in this study. Therefore, the results of 
this study do not apply to less seriously disturbed 
patients. It is possible that less seriously disturbed 
patients may be experiencing environmental conflicts 
in limited areas in which they are literal. Overall, they 
may not be any more literal or fragmented than 
non-patients. Thus, for these patients, a contextual 
approach may be more appropriate, one in which a 
person would be seen as literal in some areas of his 
life and capable of perspective in others. Studies 
designed to test the generality of these results to less 
seriously disturbed patients would be important. 

The results showing that schizophrenics chaotically 
fragment the relationships between feelings, values, 
and behaviours are compatible with many of the 
theories of schizophrenia extant in the field today. 
For example, chaotic fragmentalism is quite under- 
standable as one consequence of the double-binding, 
schizophrenogenic family (Bateson et al, 1956). 
Further, these data can be seen as consistent with the 
construct loosening Bannister discussed in his serial 
invalidation theory of schizophrenia (Bannister, 
1960; 1962; Bannister and Fransella, 1966; Bannister 
and Salmon, 1966). In this regard, construct tightening 
techniques (Bannister ef al, 1975) may be most 
effective in treating individuals who are experiencing 
the fragmenting of the relationships between their 
feelings, values, and behaviours. Future studies could 
investigate the degree to which various therapeutic 
techniques are associated with both clinical improve- 
ment and a modification of the degree of relatedness 
between the evaluational, emotional, and behavioural 
implications of personal constructs. 


Acknowledgements 

This article is based on a dissertation submitted to the 
graduate council of the University of Nebraska as partial 
fulfilment of the requirements for the degree of Doctor of 
Philosophy. The author would like to thank Alvin Land- 
field, William Stiles, Leonard Rorer, and Donald Beal 
for their constructive criticisms of earlier drafts of this 
article, 

I would also like to thank the members of the treatment 
facilities for their co-operation and especially Dr Carmen 
Grant and Dr Greg Friedman. 


References 


ADAMS-Wepser, J. R. (1979) Personal Construct Theory: 
Concepts and Applications. London and New York: 
Wiley. 

BANNISTER, D. (1960) Conceptual structure in thought 
disordered schizophrenics. Journal of Mental Science, 
106, 1230-49, 


— — (1962) The nature and measurement of schizophrenic 
thought disorder. Journal of Mental Science, 108, 
825-42. 

——- ADAMS-WEBBER, J. R., PENN, W, I. & RADLEY, A. R. 
(1975) Reversing the process of thought disorder: 
A serial validation experiment. British Journal of 
Social and Clinical Psychology, 14, 169-80. 

——— & FRANSELLA, F. (1966) A grid test of schizophrenic 
thought disorder. British Journal of Social and Clinical 
Psychology, 5, 95-102. 

— — & Mair, J. M. M. (1968) The Evaluation of Personal 
Constructs. New York: Academic Press. 

——— & SALMON, P. (1966) Schizophrenic thought disorder: 
Specific or diffuse? British Journal of Medical Psycho- 
logy, 39, 215-.19. 

Bateson, G., Jackson, D. D., Haer, J. & WEAKLAND, J. 
(1956) Toward a theory of schizophrenia. Behavioral 
Science, 1, 251-64. 

BENDER, M. P. (1968) Does construing people as similar 
involve similar behavior towards them? British 
Journal of Social and Clinical Psychology, 7, 303-4. 

——- (1976) Does construing people as similar involve 
similar behavior towards them? A subjective and 
objective replication. British Journal of Social and 
Clinical Psychology, 15, 93-6. 

BERNHEIN, K. F. & Levine, R. R. J. (1979) Schizophrenia: 
Symptoms, Sources, Treatment. New York: Norton. 

Buss, A. H. & Lana, P. J. (1965) Psychological deficit in 
schizophrenia: I. Affect reinforcement and concept 
attainment. Journal of Abnormal Psychology, 70, 2-24. 

Crowne, D. & ManLowt, D. (1964) A new scale of social 
desirability independent of psychophathology. Journal 
of Consulting Psychology, 24, 249.54. 

FRANSELLA, F. & BANNISTER, D. (1977) A Manual for 
Repertory Grid Technique. New York: Academic Press. 

KELLY, G. A. (1955) The Psychology of Personal Constructs 
(2 vols.). New York: Norton. 

LANDFIELD, A. W. (1971) Personal Construct Systems in 
Psychotherapy. Chicago: Rand McNally. 

—— (1977) Interpretative man: The enlarged self-image. 
In Nebraska symposium on motivation: 1976: Personal 
construct psychology (eds. J. K. Cole and A. W. 
Landfield). Lincoln, Neb.: University of Nebraska 
Press. 

——- (1980) The person as perspectivist, literalist, and 
chaotic fragmentalist. In Personal Construct Psycho- 
logy: Psychotherapy and Personality (eds. A. W. 
Landfield and L. M. Leitner), New York: Wiley 
Interscience. 

— — DANFORTH, W. J. & BauGu, L. J. (1968) Functionally 
independent construction (FIC): Studies of con- 
sistency. Psychological Reports, 23, 337-8. 

——~ & LEITNER, L. M. (1980) Personal construct psycho- 
logy. In Personal Construct Psychology: Psychotherapy 
and Personality (eds. A. W. Landfield and L. M. 
Leitner). New York: Wiley Interscience. 

LANG, P. J. & Buss, A. H. (1965) Psychological deficit in 
schizophrenia: H. Interference and activation. Journal 
of Abnormal Psychology, 70, 77-106. 





Ianom, H. J. (1976) Literal Determinism as a Personality i 


Construct. Unpublished doctoral dissertation, Univer- 

= sity of Nebraska. 

—. Lerrner, L. M. (1979) The Relationships Between Evalu- 
ational, Emotional, and Behavioral Implications of 
Personal Constructs. Unpublished doctoral disserta- 
tion, University of Nebraska. 

-~ (1980) The Organization of Emotional, Evaluational, 
and Behavioral Implications of Personal Constructs. 
Unpublished manuscript. Miami University. 

——— (in press) Construct validity of a repertory grid 
measure of personality styles. Journal of Personality 
Assessment. 

— — LANDFIELD, A. W. & Barr, M. A. (1976) Cognitive 
Complexity: A Review and Elaboration within Personal 
Construct Theory, Unpublished manuscript. University 
of Nebraska. n 


McCoy, M. (1977) A reconstruction of emotion. In New 
Perspectives in. Personal Construct Theory (ed. D. 
Bannister). London and New York: Academic Press. 


MILLER, A. & WILSON, P. (1979) Cognitive differentiation 
and integration: A conceptual analysis. Genetic 
Psychology Monographs, $ 99, 3-40. 


RADLEY, A. R. (1974 Schizophrenic thought disorder and 
the nature of personal constructs. British Journal of 
Social and Clinical Psychology, 13, 315-27. 


Rem, F. (1975). A à ote on measures of similarity and 
scaling metrics for users of the repertory grid. Technical 
Report No. © Center for the Study of Human 
Mace Brunel University. 


SHEAN, (1978). Schizophrenia: An introduction to 
“Research and v Theory panes: Mass.: Winthrup. 





L. M. Leitner, Ph.D., Department of Psychology, Miami University, Oxford, Ohio 45056, USA 


(Received 26 September; revised 23 October 1980) 














Brit. J. Psychiat. (1981), 138, 154—156 


i Thyroid Function Screening in Psychiatric In-Patients 


MICHAEL W. P. CARNEY, SHIRLEY MACLEOD and B. F. SHEFFIELD 


Summary: During a two-year biochemical screening for thyroid disease 
amongst 191 psychiatric admissions, 38 (20 per cent) had an abnormal result, 
5 were hyperthyroid and 7 hypothyroid. Thyroid dysfunction was associated 
with female sex and affective psychosis, but not with age. During the three weeks 
before admission the patients with an abnormal result had been prescribed 
significantly more phenothiazines, antiparkinsonian drugs and lithium than the 
patients with normal thyroid function. Almost half of those with abnormal 
function were physically ill on admission. Despite these findings we concluded 
that in most patients thyroid dysfunction was not a major determinant of the 


psychiatric disturbance. 


The psychiatric manifestations of thyroid disease 
have long been recognized (Gull, 1873; Asher, 1949; 
Henderson and Gillespie, 1962). There is uncertainty, 
however, about the prevalence of thyroid disorder 
among the mentally ill. McLarty et a/ (1978) found 
thyroid disease to be no commoner among mental 
hospital inmates than in the general population, while 
Nicholson et al (1976) reported a figure of 8 per cent 
in newly admitted female psychiatric patients. More- 
over, there are conflicting reports about the psychiatric 
symptoms characteristic of thyroid disease, for 
example impaired consciousness (Tonks, 1964), mild 
depression (Bahemuka and Hodkinson, 1975) and a 
combination of paranoid and depressive features 
(Nicholson er al, 1976). The need for routine thyroid 
screening in psychiatry is as yet unclear. 

This paper describes the results of thyroid function 
screening of patients admitted to the psychiatric unit 
of Northwick Park Hospital, serving 150,000 people 
of the London Borough of Harrow, from 1st August, 
1974 until 31st July, 1976. This was a preliminary to a 
more comprehensive prospective investigation. Besides 
clarifying the issues mentioned above, we also hoped to 
identify some aetiological clues. 


Method 

One hundred and ninety one patients (70 males and 
121 females), comprising 64 per cent of consecutive 
admissions under the care of M.W.P.C., had screening 
tests for thyroid dysfunction as part of routine clinical 
care, The major diagnostic groups were: affective 
psychoses (25 per cent), schizophrenia (28 per cent) 
and organic psychoses (5 per cent). Those who were 
not screened because of technical difficulties, very 
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brief stay or lack of cooperation, did not differ 
significantly in sex ratio, age or diagnosis from the 
screened patients. 

At that time, the screening tests comprised T3- 
uptake by the Thyopac-3 test kit and serum T4 
estimations with the Thyopac-4 kit. In interpreting 
results we used the free thyroxine index (T4/T3: FTI) 
because of factors capable of distorting thyroid- 
binding protein levels in these patients. The normal 
reference ranges were: T3, 95-119 per cent; T4, 60-150 
n mol/l; FTI, 0.60-1.50. We diagnosed hyper- 
thyroidism if one of three criteria were reached: 
successively raised FTI's during the same admission 
(Bahemuka and Hodkinson, 1975), a single FTI 
exceeding 1.55 (Britton et a/, 1975) or a well-founded 
clinical diagnosis of thyrotoxicosis. Hypothyroidism 
was diagnosed if successive FTI's within the same 
admission were low, if a single FTI was below 45 
(Britton et al, 1975), if the TSH exceeded 7.0 mU/I or 
if there was a well-founded clinical diagnosis of 
myxoedema. 


Results 

Thirty-eight (20 per cent) of the patients had one or 
more abnormal result: abnormal T, in 11 per cent, 
abnormal T, in 9 per cent and abnormal FTI in 7 per 
cent. Five patients were hyperthyroid and 7 hypo- 
thyroid. 

The mean ages of euthyroid (50.1, S.D. 16.9 years) 
and dysthyroid (45.7, S.D. 17.8 years) patients did 
not differ significantly. Twenty-seven per cent were 
aged 65 or more. This is above the national average 
but not markedly different from the Harrow popu- 
lation. 
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There were significantly. more abnormal results 
(P «0.05) among females (25 per cent) than among 
males (11 per cent). 

With the exception of the T3 results, there were 
significantly more diagnoses of affective psychosis 
among the patients with abnormal results than with 
normals (Table I). | 

Seven-seven per cent of all the patients with 
abnormal function had been prescribed drugs in the 
three weeks before admission compared with 60 per 
cent of the patients with normal function. This was 
not a significant difference. When patients were 
compared according to type of drug (Table IL, there 
was a significant excess of phenothiazines, anti- 
parkinsonian agents and lithium carbonate among the 
patients with abnormal function. 

Forty-four per cent patients with thyroid dys- 
function had one or more physical illnesses (excluding 
malnutrition, poor hearing and impaired vision). 

The seven hyperthyroid patients had a mean age of 
48 years (range 24-62) and mean length of psychiatric 
history of 2.1 years (range 1-5). Three patients had 
been diagnosed as thyrotoxic before the onset of 


mental symptoms. In the remainder it was first detec- 
ted by routine screening on admission. In these latter 
patients the mental symptoms appeared to have ante- 
dated the thyroid disorder. Five had affective 
psychoses, one neurotic depression and one schizo- 
phrenia. due ig 

The nine hypothyroid patients had a mean age of 
50.8 years (range 27-74) and mean length of psych- 
iatric history of 6.9 years (range 3-13). One patient 
previously diagnosed as hyperthyroidism and treated 
with. thyroidectomy was the only instance of overt 
hypothyroidism antedating mental symptoms. Two 
had shown signs of myxoedema on admission and in 
six this was detected as a result of routine screening. 
Five patients had affective psychoses, two had 
schizophrenia, one had epilepsy and one had 
alcoholism. 


Discussion 
Abnormal function may not mean thyroid disease, 
as 5 per cent of euthyroid subjects have an abnormal 
T4 (Siddiqui, 1978). Factors which may affect thyroid- 
binding proteins include pregnancy, nephrosis, liver 





TABLE I 
Diagnoses made in patients with abnormal thyroid function 


S NNNM Md 








Thyroid function 
Normal Abnormal Significance 
NNNM EM M MM 
Affective psychosis 38 9 
T4 y? = 6.49P «0.02 
Others 136 8 
ne reenter M MM MA te 
Affective psychosis 37 10 
FTI 2 = 15.23 P «0.001 
Others 140 4 
NIMM nannies 
Affective psychosis 39 . 8 
Thyroid disorder y!- 9.91 P «0.01 
Others 140 4 
a n MM 
TABLE IT 
Relationship between drug prescription prior to admission and thyroid function 
Thyroid function 
Type of drug Abnormal Normal | yi P 
Anti-parkinsonian 13 8 11.13 «0.001 
Phenothiazines | 17 21 7.07 «0.01 
Lithium carbonate 7 5 | 4.43 «0.05 
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disease, oral contraceptives, perphenazine, anabolic 
steroids, androgens, corticosteroids, phenytoin and 


salicylates. However, these were uncommon in our 


patients and the FTI results were not influenced by 
them. Most of the patients with abnormal function 
took other drugs prior to admission—phenothiazines, 
antiparkinsonian agents, tricyclic antidepressants and 
benzodiazepines, or had physical illnesses not linked 
with thyroid disorder. 

Our prevalence rates for thyroid dysfunction are 
higher than reported for a normal population (Tun- 
bridge et al, 1977) or for chronic psychiatric in-patients 
(McLarty et al, 1978), but were comparable with a 
North American study of psychiatric in-patients 
(Clower et al, 1969). In agreement with studies of 
female psychiatric admissions (Nicholson ef a/, 1976) 
and geriatric in-patients (Bahemuka and Hodkinson, 
1975) we found a raised incidence of thyroid disorder. 

In most of our cases, psychiatric symptoms 
apparently preceded evidence of thyroid disorder. 
Although this may suggest that the thyroid 
condition was always the result of some aspect of the 
psychiatric state, it may be that thyroid symptoms 
were at first mistaken for psychiatric. For example, 
aches and pains, weight change and hyperkinesis may 
occur in both psychiatric and thyroid disorders. 
Nearly all of our patients with biochemical evidence 
of thyroid disorder had symptoms compatible with 
either condition. It is possible therefore that the 
manifestations of thyroid disease take longer to 
become clinically apparent than those of psychiatric 
disorders. The relationship between thyroid and 
psychiatric disease may have a number of facets. One 
suggestion is that psychotropic drugs other than lithium 
carbonate may have effects on thyroid status. 
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Post-traumatic Psychiatric Disturbances: Patterns and 


Predictors of Outcome - 


M. S. KESHAVAN, S. M. CHANNABASAVANNA and G. N. NARAYANA REDDY 


Summary: A prospective follow-up study of 60 randomly selected cases of 
closed adult civilian head injuries was conducted for three months from the time 
of head injury to assess the frequency, patterns, and factors related to post- 


traumatic psychiatric disturbances. 


Eighty per cent of the cases had a neuropsychiatric disturbance as assessed at 
14 months. The commonest was post-concussional syndrome (43 per cent). 
The extent of social dysfunction was directly related to the severity of head injury. 
However, the total number of symptoms (largely subjective) correlated highly 
with pre-traumatic neuroticism. The inter-relatedness of organic and personality 
factors in the post-traumatic syndrome, and their predictive value, are discussed. 


The problem of head injuries is formidable through- 
out the world. A major difficulty lies in the manage- 
ment of disabled survivors, of whom many are 
psychiatrically disturbed. 

There are large gaps in our understanding about 
psychiatric disorders following head injury. Firstly the 
wide range of sequelae remains to be clinically 
categorized. Secondly the pathogenesis of the com- 
monest neuropsychiatric disturbance following head 
injury, the post-concussional syndrome, remains 
poorly understood, and it is usually difficult to 
estimate the relative contributions of organic and 
psychological factors (Slater and Roth, 1969), 
Finally, the possibility remains to be explored of 
predicting the development and extent of psychosocial 
disability, to enable us to direct our rehabilitative 
efforts to those in more need (Jennett, 1975). 

Previous literature in this field is full of disparities, 
. Qennett, 1972) revealing widely different findings. 
Most reports are about residual complainers, with a 
bias introduced by the context in which they came 
under observation—whether seen by a surgeon 
(Jacobson, 1969), physician (Miller, 1961) or a psych- 
iatrist (Ota, 1969; Kay and Kerr, 1971; Lishman, 
1968), The populations chosen, the criteria of head 
injury, and of its sequelae have been varying. Further, 
very few studies have attempted to examine the factors 
predictive of psychosocial outcome from the first day 
of head injury (Plum, 1975). 

We report a prospective study of randomly selected 
closed civilian adult head injuries in order: 

(1) To delineate the frequency and patterns of the 
subsequent neuropsychiatric disorders. 
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(2) To examine the clinical, demographic and psycho- 
social factors associated with the development of 
these disorders. 

(3) To consider the possibility of predicting the 
development of post-traumatic psychosocial dis- 
ability by using certain clinical and psychometric 
parameters. 


Materials and Methods 


Sixty patients, diagnosed as having craniocerebral 
trauma, who were admitted to the emergency section 
of the National Institute of Mental Health and Neuro 
Sciences (NIMHANS), Bangalore between 1st August 
and 30th October 1978 formed the case material. 
Closed head injuries of all degrees of severity, of both 
sexes aged 15-55, were included. Obviously, those who 
died had to be excluded. 

Initial evaluation: Each patient was subjected to a 
detailed history, physical and mental status examin- 
ation by the investigator. The nature and circum- 
stances of the head injury, the duration of uncon- 
sciousness, post-traumatic (PTA) and retrograde 
amnesia (RA) were carefully assessed. In some cases 
PTA and RA were difficult to estimate in the first few 
days after head injury. Their assessment had to be 
delayed, but in all cases they were estimated within the 
first 15 days. 

These patients also received the PGI neuroticism 
scale (Verma and Wig, 1977) and NIMHANS organic 
brain dysfunction battery (Kapur, 1978). In order to 
assess the premorbid neuroticism, one of the close 
relatives of the patient was asked to rate the patient on 
the items in the PGI scale, as they knew him before the 
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injury. That this correlated well with the patient's self 
report on this scale was determined by another study, 
which revealed a correlation coefficient of --0.7. 
These tests were done either at the hospital before 
discharge, or as soon as possible after discharge. In 
most cases an assessment was made within about a 
month after head injury. 

Follow-up: These cases were followed up twice—at 
14 months and 3 months after the injury. A detailed 
mental status examination using a semistructured 
interview schedule and a physical examination were 
given to each patient. The diagnosis of psychiatric 
entities was made using the ICD-9 (1975). Each patient 
was examined with a specially prepared symptom 
check list, a scale for measuring neurophysical dis- 
ability (Bond, 1975), and a scale for measuring social 
dysfunction (Katz adjustment scale) (Kapur ef al, 
1981). 

Except for the neurophysical disability scale (with 
which no cultural differences can be expected), all the 
methods used were applicable to the Indian popu- 
lation. The NIMHANS-OBD scale and the social 
function scale were standardized in our own institute. 

Scores on the clinical, psychometric and social 
parameters were tabulated. The data were analysed 
using a computer system to obtain correlation co- 
efficients. 


Forty-eight (80 per cent) of the 60 patients at the 
first evaluation showed some neuropsychiatric symp- 
toms. At the second evaluation 39 (65 per cent) had 
symptoms. The symptomatology as assessed at 14 and 
3 months is shown in Tables II and III. Forty-five 
cases (75 per cent) were categorized into one of the 
diagnostic categories (Table IV), 32 (53 per cent) of 
those having psychiatric disturbances. 

Twenty-six patients had post-traumatic or post- 
concussional syndrome defined by the presence of at 
least three of the following five symptoms :—headache, 
giddiness, anxiety, intolerance to noise and sleepless- 
ness in the absence of any other neurological or 
psychiatric entity accounting for it. 

Among clinical parameters the duration of post- 
traumatic amnesia (PTA) was most strongly corre- 
lated with the symptomatic, physical and social 
parameters of outcome (Table V) Retrograde 
amnesia, duration of unconsciousness, and cog- 
nitive deficit as measured by NIMHANS OBD scale 
also correlated with all the parameters of clinical and 
psychosocial outcome. All these clinical indices 
correlated less strongly with the number of symptoms 
than with the physical and social disability. The 


TABLE II 
Nature of symptoms at I4 months 


Results No. of l No. of 
, : Somatic cases Psychological cases 

Out of 234 patients admitted to NIMHANS during 
the period of study, 66 patients were randomly chosen Headache 47 Sleeplessness 42 
for the study from consecutive admissions using Giddiness 28 Anxiety 35 
Fisher's numbers. Ten cases did not come for follow- Fatigue . 28 Irritability 18 
up, but in four of them home visits were made. Intolerance to noise 27 Poor memory - 6 

In the 60 cases there were 55 males and 5 females; AA ed vision : Poor concentration ; 
the ages ranged from 16 to 55 (mean 30.7 years). Our pp Aggression 

: : d Loss of libido 3 Euphoria 2 
sample was fairly representative of the head injury — gre speech 3 Apathy 1 
population in general at the hospital, as shown by Fits 2 
comparison with the head injury statistics of the Anosmia ] 
hospital (Reddy, unpublished). 
TABLE I 


Characteristics of 60 head injury patients 


Our series NIMHANS, 1977 

Ll Sex Males 9157 82% 
B Females 8 18 
2. Meanage 30 32 
3.. Nature of head injury (a) Traffic accidents 60 51 
iB: (b) Fall 20 | 35 
. (c) Fallofobjects on head 10 2 
| (d) Assault 10 6 
(e) Other M 3 


The NIMHANS comparison shows the sample resembles the larger hospital population of head injuries. 
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TABLE HI - 
Nature of symptoms at 3 months 














-neuroticism scores on the other hand were significantly 


correlated with the number of symptoms but not with 
any other parameters. 














No. of 7 . No. of Age, literacy, income and occupation, nature of 

Somatic cases Psychological cases accident and the issue of compensation were not 

| MEC found to have any significant relationship with an 

Headache 28 Sleeplessness 22 outcome o parameter di j d 

Fatigue - 22 Anxiety — 17 

Giddiness 18 _ Irritability” 10 

Intolerance to noise 18 Poor memory 5 Discussion 

Loss of libido 2 Poor concentration ) 5 The finding hit 53 per cent of patients developed 

Blurred vision l Aggression l some psychiatric disturbance following head injury 

Diplopia | | Euphoria : l indicates the magnitude of the problem. Patients with 

Poor hearing l Apathy I head injury are predominantly male and in the pro- 

ductive age group, thus reminding us that psycho- 
social disability in such a population is likely to have 
TABLE IV far-reaching consequences on society. The pattern of 
Post-traumatic complications: diagnostic categories psychiatric symptomatology resembles that reported 
Cus g by Rutherford ef al (1977), a study which used 
No. . (A) methods very similar to ours. 

Pevchiatric The syndromes of post-traumatic psychiatric 
$ A — » 43) disturbances defy clear classification because of 
Da Missa i lec ata > ( M overlapping symptoms. This is particularly so when 
"itam PE we consider patients who present with a vague con- 

psychosis 1 (1) Fl ; quee 
Hysterical conversion i (1)  stellation of symptoms like headache, giddiness, 
Organic brain syndrome 2 (3) sleeplessness, anxiety and intolerance to noise. Hence, 
————— N an operational definition was used. Defined as the 
Total 32 (51) presence of at least three of the above five symptoms, 
| i post-concussional syndrome was present in 26 (43 per 

Neurological cent) cases, This compares favourably with many 
Subdural haematoma 2 (3) previous studies. Though reports vary widely, about 
Hemiparesis — — 3 (8 ^ 55 per cent develop it at some stage (Slater and Roth, 
Cranial nerve palsies ; 4. (6) 1969). DIL M 
Epilepsies | VA Q) Our findings suggest that physical and social 

13 (20) dysfunctionings following head injury are mainly 
NN PE ee Pde correlated with the severity of head injury as measured 
Total (n = 60) 45 (75) by durations of PTA, RA, unconsciousness and in- 
: tellectual deficit on psychometry. On the other hand, 
TABLE V 
Predictive factors in psychosocial outcome at 3 months after head injury 
Symptomatology Neurophysical Social dysfunction 
Parameter No. of symptoms disability scores (K AS) scores 

(n = 60)r (n = 60r (n = 60)r 

1. Post-traumatic amnesia 4-0.25* 40. spes +0). §3*** 

2. Retrograde amnesia -+0.16 4-0.39** +0.33** 

3. Duration of unconsciousness +0.19 4-0,49*** 4-0, 47** 

4. Intellectual deficit (scores on OBD-scale) -F0.31* +0. 49*** 4-0.49*** 

5. Neuroticism scores --0.37** +0. 21 -+0.21 

r = Spearman's rank order correlation coefficient * P «0.05 

** P «0.01 


*** P «0.001 
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the largely subjective symptomatology correlated with 
the degree of neuroticism. These findings are in 
accordance with those of Bond (1975). The latter, 
however, studied mainly severe head injuries. 

There are two important implications of these 
findings. Firstly, certain clinical parameters may be 
useful as predictors of psychosocial outcome. It would 
be worthwhile developing a scale to predict outcome, 
based on these factors, and testing it on a group of 
head-injured individuals prospectively. 

Another implication of our findings is regarding the 
pathogenesis of psychiatric disorders following head 
injury. The severity of head injury seems to be more 
strongly related to the physical disability and the 
attendant social dysfunction than to the extent of 
symptomatology as complained of by the patient. The 
latter seems to be influenced predominantly by person- 
ality factors, These findings underline the potential 
value of anticipatory psychosocial counselling in 
reducing subjective distress in at least those patients 
who appear to be neurotic. Further, in patients with 
severe cognitive deficits, early institution of retraining 
and other rehabilitative measures may promote 
regaining of social function in areas like self care, 
responsibility to family, and work. 

Our study is admittedly a pilot attempt. A follow up 
of a larger series of patients for longer periods is more 
likely to assess whether the psychosocial outcome can 
be significantly altered by different forms of treatment. 
Such an attempt is being undertaken at present. 
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Discussion 





Depressive Illness: Clinically Diverse? 


r. Máire Ni Bhrolcháin 


The letter of Professor Roth and his colleagues 
(Correspondence, Journal, July 1979, 135, 94—96) is 
extensively inaccurate and fails to address the true 
points at issue. Space restrictions preclude a full reply. 
Among other misattributions are the following: 

(a) I did not suggest that psychiatric classification 
should be confined entirely to clinical items, 
only that this restriction is a logically necessary 
first step in validating any given classification 
(see Ni Bhrolcháin, Journal, January 1979, 134, 
passim but especially pp 89-90). 

In the second paper (Ni Bhrolcháin et al, 
Journal, 134, 94—107) we neither referred to nor 
commented on a ‘bimodal anxiety-depression 
dimension’ and certainly did not interpret any 
such ‘dimension’ as a severity scale. We did, 
however, conclude partly from the score 
> distributions of our own discriminant analyses 
that, clinically, ‘psychotic’ and ‘neurotic’ 
depressives differ primarily in severity. 

I agree that it is through the ‘definition of clinically 
uniform groups of disorders that advances in know- 
ledge of aetiology’ etc. have been made in the past: 
what I have suggested is that contemporary attempts 
to classify should proceed in exactly this way. No 
such clinically uniform groups will emerge from the 
type of analysis advocated by Roth er al in which 
“all features that sharpen description and discrimin- 
ation must be allowed to qualify for inclusion" unless 
models of type 1 or 4 of Fig 1 of my paper are actually 
true. To assume, as the Newcastle type of study 
implicitly does, that the choice is only between these 
two types of model is to engage in unscientific 
apriorism. 

J. Roth et al fail to see that the separation claimed 
between depressive groups in Carney et al (Journal, 
1965, 111, 659-74) and between depressive and anxiety 
states in Gurney et al (Journal, 1972, 121, 162-66) is 
quite inconclusive. The question is: can the groups 
in each case be separated using (a) symptoms alone? 
(b) aetiological variables alone? and (c) other back- 


(b) 
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ground factors alone? A successful separation using 
symptoms alone implies a clinical difference: is this 
then (i) due only to severity ? or (ii) because each group 
has a greater frequency of some symptoms than the 
other? The outcome of these distinct tests can be 
represented by simple models of the type given in 
Fig 1 of my paper or by more complex models. A 
coherent classification system may be built in this 
way but not from the procedures advocated by Roth 
et al which allow of no such dissection. Besides this 
failing, neither the Carney et al nor the Gurney et al 
study has ever been corroborated by further samples. 
The forthcoming Roth and Mountjoy paper does not, 
on the account given by Roth et al, replicate anything 
published to date by the Newcastle group, to the 
best of my knowledge, and certainly not the Carney 
et al or Gurney et al findings. 

When factor analysis and related techniques are 
applied to a homogeneous group the factors may be 
interpreted through their loadings to represent the 
structure of individual differences within the group 
but, regardless of the number of factors emerging, 
the plotted factor scores cannot produce bunching of 
patients and hence neither the ‘factors’ nor their 
scores can separate patients into distinct groups. 
Used with a heterogeneous group, the 'factors' in such 
analyses cannot be taken to represent clinical structure 
within any of the groups included but a plot of factor 
scores may reveal clustering of individuals. A less 
selective reading of Roth et al's cited authorities 
discloses that e.g. Cattell (1965, p 421) explicitly 
discusses the inappropriateness of applying ordinary 
factorial methods to data from diverse groups and 
recommends that *. . . factor analysis is best preceded 
... where there is any doubt about homogeneity of 
population, by an examination for the existence and 
nature of possible type-structure in the form of 
subspecies'. There could hardly be less support than 
this for the sort of statistical procedure adopted by 
Professor Roth and his colleagues. 

We did not use factor analysis because we were not 
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concerned with the structure of depression but simply 
with whether there was any evidence for clinical 
differences between ‘psychotic’ and ‘neurotic’ de- 
pressives. Not only did we fail to find anything more 
than a severity difference between them but there is no 
reliable evidence in the literature that ‘neurotic’ 
depressives have any symptoms distinguishing them 
from ‘psychotic’ depressives: they appear simply to 
have fewer of the same set of symptoms. However, 
many studies do not provide the data that are basic 
for establishing group differences—viz. a tabulation 
of the frequencies of individual symptoms in each of 
the groups in question. Were the Newcastle group to 
publish this information there would be a firmer base 
for discussion and further inquiry. 

Finally, the notion that a bimodal score distribution 
(and it seems that any scores will do) necessarily 


implies the existence of ‘two (or more) conditions’ at 
least one of which is ‘categorical’ is mistaken. We have 
shown that bimodal and unimodal distributions of 
discriminant scores can be obtained at will from the 
same groups of patients by choosing variables 
appropriately. As an absolute criterion bimodality is 
clearly useless. The many mechanisms which may 
generate spurious bimodal distributions are discussed 
and amply illustrated by Murphy (1964). 
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Dr Ni Bhrolcháin appears to believe that useful 
data relating to the classification of affective disorders 
cannot be placed on record unless investigators allow 
themselves to be guided by the six models set out in 
her paper. She states that the Newcastle studies of 
depressive and anxiety states made the unvalidated 
assumption that either Models 1 or 4 are "actually 
true". The significance of these findings has nothing to 
do with the truth or otherwise of 1, 4 or any of the 
other models she lays down as a necessary starting 
point for all investigators. Their validity has been 
substantiated by the results of the independent 
follow-up studies to which we referred in our previous 
letter (July, 1979). It is in the light of such findings 
rather than the inferences Dr Ni Bhrolcháin deduces 
from her special models that the validity of the 
tentative classification which we proposed has to be 
assessed. 

Neither in the studies of depressive illness (Carney 
et al, 1965) nor those relating to depressive and 
anxiety states was it concluded that the syndromes 
differentiated were homogeneous. Indeed, there is 
good evidence that there are two genetically different 
varieties of endogenous depression, unipolar and 
bipolar; whilst Kiloh et a/ (1972) have drawn attention 
to the heterogeneity of the group of patients diagnosed 
as suffering from ‘neurotic depression’. 

Dr Ni Bhrolcháin is in error in stating that the 
results of Carney et al (1965) have not been corro- 
borated. Findings recorded by Sandifer et a/ (1966) 


Garside et al (1971) and by Kiloh and Garside (1977), 
derived from the original data of Lewis, all provided 
supporting evidence. 

The conclusion reached by Ni Bhrolcháin et al 
(Journal, 134, 94-107) that psychotic and neurotic 
depressives differ primarily in severity is refuted by 
three main lines of evidence. To regard an item such 
as ‘retardation’ as primarily a measure of severity is 
debatable. Secondly, ‘psychotic-endogenous’ dis- 
orders, ostensibly the more severely ill group, enjoy a 
more favourable course and outcome than neurotic 
cases. Thirdly, recent biochemical evidence strongly 
supports the qualitative nature of the difference 
between the two groups of disorders (Carroll et al, 
1976 (a) and (b); Checkley, 1979). Finally, even if the 
bimodal distributions Ni Bhrolcháin et al derived 
from their maximizing analysis could be regarded as a 
‘severity’ dimension (and this view is open to question), 
their conclusion that the result was compatible with 
the continuity of the psychotic and neurotic patient 
groups in their material would be erroneous. 

Ni Bhrolchain is incorrect in claiming that Cattell 
(1965) regards it as inappropriate to apply factor 
analysis to data from diverse groups. What he does 
say is that in applying factor analysis “one is forced to 
begin with an actual group of obscurely intermixed 
subspecies”. Also (p 421) “factor analysis is best 
preceded, or accompanied as suggested below, where 
there is any doubt about homogeneity of population, 
by an examination for the existence and nature of 
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= possible type-structure in the form of subspecies”. 
She quotes this passage in her letter but omits the 
important phrase we have italicized. 

In our papers cited by her, we have done just what 
Cattell suggests: we have carried out component 
analysis (which is similar to factor analysis) and also 
discriminant function analysis. —— 

.. Ni Bhrolcháin says that there is no reliable evidence 
in the literature of symptomatic. differences between 
neurotic and psychotic depression. But she is dis- 
counting the views of others. Kendell (1968, p 71) has 
stated that “there is a wealth of evidence that there are 
important and fundamental differences between 
different depressions that are not simply differences in 
severity or chronicity", and Eysenck (1970) (p 249) 
“There are two, not one, problems involved, relating 
(a) to the unitary or binary nature of the depression, 
and (b) to the categorical or dimensional nature of 


these illnesses. Factor analysis is relevant to (a), and - 


conclusively favours the binary view: . 

Carney et al did not tabulate symptom frequencies 
for the two depressive groups, but they did publish 
(their Table IV) correlations of each feature with 
diagnosis. Some of these were negative and others 
positive thus indicating that the two diagnostic groups 
differed in relation to pattern. of features. These 
correlations are very similar to the bipolar factor 
loadings which indicate a qualitative difference 
between the two depressions. 

It is true, as Murphy (1964) points out, that 
spurious bimodal distributions can occur in some 
circumstances. Only two of those mentioned by 
Murphy apply to our data cited by Ni Bhrolcháin. 
These are non-independence of items and the in- 
equality of scores. But the average intercorrelation of 
each set of our data was below 0.2, which is not high 
enough to generate bimodality (Guilford, 1956, p 451) 
and no single item had a score (or weighting co- 
efficient) “large compared with. those for all the 
others" (Murphy, p 304). The bimodality obtained 
by us was therefore a valid finding. 

Finally, she says that “We have shown that bimodal 
and unimodal distributions of discriminant scores can 


be obtained at will from the same groups of patients by 
choosing variables appropriately". It is true that if 
irrelevant uncorrelated variables are considered, 
unimodal distributions will be obtained. But dis- 
criminating variables will generate bimodal distri- 
butions. 
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Comments 





THE CURRENT TREATMENT OF 
- ANOREXIA NERVOSA 


Patients with anorexia nervosa may minimize their 
symptoms with the result that doctors often fail to 
appreciate the distress they experience. The drastic 
avoidance of food is passed off euphemistically as 
‘dieting’, and in later stages of the illness the patient’s 
suffering is increased by depression, loss of con- 
centration and insomnia. Much misery is also endured 
by other members of the family who observe with 
dread the young girl’s progressive wasting and 
appear overwhelmed by feelings of helplessness. The 
illness usually runs a prolonged course even when the 
outcome is eventually favourable. An uncertain but 
sizeable proportion of patients enter a chronic phase 
with persistent preoccupations about food, uncon- 
trollable overeating, self-induced vomiting, and even 
more severe depression (bulimia nervosa). Anorexia 
nervosa is therefore an illness which exacts a high toll 
in terms of human suffering. For this reason and in 
view of an increased incidence of the illness (Kendell et 
al, 1973; Crisp et al, 1976), it is desirable to improve 
methods of treatment and apply those currently 
available with the utmost skill. 

Even though there is no specific treatment for 
anorexia nervosa, the patient should derive con- 
siderable benefit from a general management (Russell, 
1977). The lack of any effective drug which might 
simplify treatment makes it all the more necessary to 
apply a carefully structured therapeutic regime. By the 

time the patient presents for treatment, weight loss 
will usually be severe and the most urgent aim will 
be to restore body weight to normal. This may not 
always appear logical, especially when emotional 
upheavals in the patient and disturbed relationships 
within the family may appear to be primary factors in 
the genesis of the illness. Nevertheless, experience 
teaches that the patient is unlikely to respond to 
psychological methods of treatment until her loss of 
weight has been corrected. This is best achieved by 
admitting her to a hospital unit whose nursing staff 
have learned the necessary therapeutic skills. Successful 
treatment is based on the nurses' ability to establish a 
relationship of trust with the patient. She is asked to 
let the nurses assume responsibility for the choice of 
food and its amount. This is more important than 
merely imposing a strict supervision to prevent the 
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various deceptions for which the anorexic patient 
has earned an exaggerated notoriety. It is usually 
sufficient to confine the patient to the ward and for a 
nurse to sit with her throughout meal-times. The nurse 
engages her in friendly and supportive conversation 
and cajoles her into consuming all the food that is 
presented. The arithmetic of energy requirements 
shows that for each kilogram weight gain a positive 
balance of 7,500 calories must be achieved. It is 
advisable to commence refeeding cautiously, but 
within seven to ten days the patient's food intake 
should be increased to approximately twice that of a 
normal adult (3,000 to 5,000 calories daily). The best 
guide to satisfactory progress is a steady weight gain 
(200 to 400 grams daily). Throughout the treatment 
the patient will require reassurance from the nurse 
that she will not be made to become 'fat', but at the 
same time she will gradually be persuaded to return to 
a ‘healthy weight’, meaning that weight which was 
reached before the onset of the illness. 

Weight gain is usually accompanied by a relief of the 
patient's depressive symptoms and a diminution in her 
concern for her appearance. These are paradoxical 
effects, as one of the main preoccupations of the 
patient before treatment is with her body size and an 
intense fear of fatness. One might expect to see an 
intensification of these morbid ideas with weight gain; 
yet the converse is the case, Correction of malnutrition 
plays only a part in the patient's psychological 
improvement. It is more likely to be due to a gradual 
return. to her former body size which becomes 
acceptable once more as a result of the support and 
reassurance that are provided. In-patient treatment 
requires only 6 to 8 weeks, depending on the initial 
loss of weight and the efficiency of the nursing care. 
Before the patient's discharge it is essential to make 
plans for a long-term treatment aimed at preventing 
relapses, shortening the course of the illness and 
improving the eventual prognosis. 

Prognostic studies have shown that whereas almost 
two-thirds of patients will either recover or make a 
reasonably good adjustment the remainder run a 
chronic course (Morgan and Russell, 1975; Hsu et al, 
1979). A mortality rate of around 5 per cent is mainly 
due to suicide. Even though there is no solid evidence 
to suggest that long-term treatments alter the natural 
course of anorexia nervosa, it is highly desirable to 
offer the optimum supervision and psychological 


Li 
I I ICAL Li 


telazine 


i trifluoperazine i 
in schizophrenia 


don ninata 


VA 





The last thing 
she needs is 
atricyclic hangover 


Merital patients don't experience them. 


O | lighly effective in depression 
O Keeps patients alert and active, free to 
return to a normal working life 


O Non-cardiotoxic, even in overdose 


nomifensine tds. 


Relieves depression, maintains alertness 


Presentation: Mental 50 capsules: tan SUmg nommaensine ny i le Uses: : 

any imoety Dosage and administration: Mary Gepressed patients v } twice y 
rücularry me eir y. WI ie KnhOW!T Le Sen: t in ended ihal d t Smag Tee n aay "Ww 

e there is insufficient expenoence of the to be made Contra-indications, warnings. etc í 


intagoneise the Nypolensivt 


Lleeehhct ( 










simplest level the patient is seen as an out-patient at 
fortnightly intervals and encouraged to maintain 
. regular eating habits and a healthy weight. If facilities 
permit, the patient should be offered supportive 
psychotherapy, aimed at helping resolve the psycho- 
logical conflicts which may be identified as contribut- 
ing to the illness. The frequency of disturbed relation- 
ships within the families has led to the promotion of 
family therapy, especially in the United States 
(Minuchin ef al, 1978). Results in patients treated 
during the earlier stages of the illness are impressive 
but follow-up studies to ascertain whether family 
therapy improves the long-term outcome have yet to 
be carried out. 

The patient's amenorrhoea will persist until her 
weight has returned to its optimum level. Even then 
there may be a delay of several months before a return 
of cyclical menstruation and fertility. In the case of a 
"prolonged delay which the patient finds distressing, 


~ one or two courses of clomiphene (Wakeling et al, 
-<c 1977) or of hypothalamic gonadotrophin-releasing 


hormone (LHRH) may have the desired effect (Nillius 
and Wide, 1977). 

The treatment of patients who enter the chronic 
phase of bulimia nervosa is much more difficult. 
Admission to a hospital unit staffed with nurses who 
have learned the necessary therapeutic skills will 
benefit patients whose habitual vomiting and purging 
are out of control, or who have developed severe 
depression or serious physical complications (Russell, 
1979). The improvements tend to be short-lived, 
however, and there is a great need to discover a 
treatment with a more permanent benefit, 

A central feature of anorexia nervosa is the patient's 
reluctance to contemplate returning to a normal 
weight, so that many patients will at first refuse an 
offer of in-patient treatment. It is then advisable for 
the doctor to use the next two to three out-patient 
interviews to gain the confidence of his patient and 
her family and thus obtain eventually her consent to a 
hospital admission. With a small proportion of 
patients whose life and health are in danger it may be 
justified and indeed necessary to invoke the powers of 
the Mental Health Act. The compulsory admission 
under Section 26 of such a patient whose repeated 
vomiting had led to dangerous potassium depletion 
was challenged by MIND in 1979, but the decision 
was supported by a mental health tribunal and the 
responsible area health authority (Roth, 1980). 

In view of the potential value of the hospital 
admission as a first step in treatment, it is important 
to consider which type of in-patient unit is best suited 
to the treatment of patients with anorexia nervosa. 
The average traditional psychiatric hospital can be 
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upport over a lengthy period of follow-up. At its 


ruled out in view of the prevalent depletion of nursing 
resources which are crucial to treatment. Physicians 
often admit anorexic patients to their wards. Beumont 
(1979) has criticized this practice on the grounds that 
the emphasis is all too often on exhaustive diagnostic 
investigations of a disorder which seldom poses any 
diagnostic problem, with a consequent delay in 
treatment. This criticism may be justified when the 
patient fails to gain more than a few pounds in 
weight. On the other hand, such treatment is still 
useful when the patient or her family considers a 
psychiatric admission as too stigmatizing. In this 
country the optimum treatment is usually to be found 
in psychiatric units within teaching hospitals, for it is 
there that the resources necessary for skilled nursing 
care may be available. These units tend to be con- 
centrated in a few large centres with the result that 
patients come from afar for treatment and may be 
put to much inconvenience during the later phase of 
out-patient follow-up. The provision of a unit for the 
treatment of anorexia nervosa in each NHS region of 
the country would carry great advantages, including 
the possibility of research into new methods of 
treatment. Such a proposal has been urged on the 
DHSS during recent years but has so far been resisted. 
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Group Psychotherapy 


Group psychotherapy is perhaps a misleading term 
and the concept of the group psychotherapies probably 
better represents the broad range of psychological 
treatments in psychiatry in which the group process is 
an essential component: from psychotherapy with a 
married couple to the large community group meeting 
in a psychiatric hospital. Group psychotherapy most 
commonly refers to the long-term treatment of 
neurotic out-patients in small groups, and this will 
be my main focus. Marital and family therapy have 
their own distinctive literatures, while the therapeutic 
community has been well covered in a previous 
column (Mandelbrote, 1979). 

Group therapy has a short but colourful history, 
much of it portrayed in a series of classical papers 
which Rosenbaum and Berger have brought together 
in their volume Group Psychotherapy and Group 
Function (1975), This collection gives us a fascinating 
picture of how various pioneering therapists like 
Joseph Pratt, Cody Marsh, Trigant Burrow and Paul 
Schilder experimented with the use of the group form. 
There were, interestingly, some important opponents 
to these developments. Jung, for example, (pp 202- 
205) held that psychic disturbance was an individual 
illness and had to be treated accordingly; although 
groups were potentially valuable to the socia] human 
being, individual analysis was the appropriate treat- 
ment for the neurotic or psychotic patient. Freud 
never practised group therapy but was obviously 
intrigued by the dynamics of groups, and his treatise 
Group Psychology and the Analysis of the Ego (1955) 
is a brilliant analysis of why people are so strongly 
inclined to form groups. 

Despite their general emphasis on the individual, 
some psychoanalysts have explored the group as a 
therapeutic tool. In Britain, the most notable con- 
tributions are those of Bion and Foulkes. Bion's 
classic Experiences in Groups (1961) influenced a whole 
generation of group therapists, particularly at the 
Tavistock Clinic. This work is not an explicit guide 
to the prospective group leader but rather an account 
of the typical obstacles that can impede the group 
from working at its task. Closely related observations 
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by Sidney Bloch 


were made by Ezriel (1950), again with the focus on 
certain basic group processes, with only limited 
application to actual clinical practice. 

The theories of Foulkes (1946) evolved from his 
experience of working with groups of the military 
at the Northfield Army Neurosis Unit during the 
Second World War; he subsequently developed a 
model of out-patient group therapy for neurotics 
based on an integration of psychoanalytic and social 
dynamic principles (chiefly those of Kurt Lewin). This 
group analytic approach has been generally applied 
by the Institute of Group Analysis and many psych- 
iatric trainees have been through its teaching pro- 
grammes. Foulkes was a prolific writer, but a reading 
of his Group Analytic Psychotherapy: Method and 
Principles (1975) serves as a useful introduction to his 
ideas. 

Numerous books on group therapy in the analytic 
mode have been written by clinicians practising in the 
USA. One that I have found eminently readable and 
illuminating is Helen Durkin's The Group in Depth 
(1964); both theoretical and practical aspects are 
dealt with. Durkin also has included an excellent 
summary of the existential approach to group 
therapy. Perhaps the most distinguished pioneer of 
analytically-oriented group therapy in the USA is 
Slavson. His writings, mostly drawn from his clinical 
experience, are voluminous and scattered but a recent 
book (1979) conveniently brings together many of his 
important papers which are well worth a perusal. 

In group therapy, as in psychotherapy generally, 
there are several competing schools, each with its 
own set of theories and clinical methods. 
Alongside the psychoanalytically-based approaches is 
the interpersonalist or interactional school with its 
chief premise that the sources of change are the 
group members themselves, including the therapist. 
Here, Harry Stack Sullivan (1953) is a key influence, 
particularly his thesis that personality is the product 
of one's relationships and closely bound up with how 
one evaluates the appraisals of others. Obviously such 
notions lend themselves well to the group format. 
Irvin Yalom's The Theory and Practice of Group 
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Psychotherapy (1975) is undoubtedly the most 
valuable volume of those which centre on this inter- 
personalist school, and, indeed is the book on group 
therapy that deserves to be in the trainee's personal 
library. Yalom has succeeded in blending the science 
and art of psychotherapy by attending equally to the 
research literature and to careful clinical observation — 
all this within a humanistic framework. Despite its 
espousal of a particular approach, the book's com- 
prehensiveness, pragmatism and absence of doctrine 
enable the reader to obtain a panoramic view of the 
use of the small group. 

Yalom's respect for research is highlighted in an- 
other volume which he wrote with Lieberman and 
Miles. Although their Encounter Groups: First Facts 
(1973) is an account of a study of student volunteers in 
time-limited encounter-type groups, it remains the 
most elaborate investigation of both the process and 
outcome of small-group 'therapy'. One can hope that 
a study of this scope and elegance might be done on 
conventional group therapy for psychiatric patients. 

By and large, research on therapy groups has been 
conceptually and methodologically disappointing; 
perhaps this should not come as a surprise considering 
the many obstacles en route to a high-quality study. 
The critical review of recent research by Bednar and 
Kaul (1978) is helpful in providing an idea about 
what aspects of process and outcome have been well 
dealt with, and what areas still await satisfactory study. 

This review also serves to reinforce the rather 
tenuous links that exist between researcher and 
clinician. There is certainly a body of research which 
gives a pointer to the choice of specific clinical 
methods. An apt example is the study by Maxmen 
(1973) in which he showed, through the use of a 
therapeutic factor questionnaire, that members of 
short-term in-patient groups valued specific aspects 
of the group—instillation of hope, altruism, univer- 
sality and cohesiveness, a quite different constellation 
from that seen as important by members of long-term 
out-patient groups. From these findings, among 
others, Maxmen has devised an ‘educative model’ of 
group therapy (1978) which is impressive because it 
sets out to match the particular needs and goals of 
patients who are hospitalized for a short period. 

The literature on in-patient groups is sparse, 
making Maxmen's contributions especially note- 
worthy. They also serve to remind us of what I 
mentioned at the outset—that groups come in all 
Shapes and sizes-—small out-patient, in-patient, large 
(see for example Kreeger, 1975), self-help such as AA 
and Weight-Watchers (see for example Robinson, 


1978), sensitivity-training, encounter (the brief account 
by Rogers (1973) is excellent), and many more. 

Because of this enormous variety the subject of the 
group therapies can be quite bewildering to the 
novice. Fortunately, a recently published book by 
Stuart Whiteley and John Gordon, Group Approaches 
in Psychiatry (1979) goes a long way to reduce this 
initial confusion; I also recommend it because of its 
most useful bibliographical index and suggestions for 
further reading. 
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Freud: The Man and the Cause. By RonaLp W. 
CLARK. London: Weidenfeld and Nicolson. 1980. 
Pp 652. £9.95. 


Since Jones wrote his life of Freud (Sigmund 
Freud: Life and Work) no other biography has 
appeared though a considerable literature has grown 
up on Freud’s personal history, the interpretation of 
his dreams, his relations with colleagues and so on. It 
therefore seems appropriate that another biography 
should be written if only to incorporate the new 


ze material. But, in addition, Jones' intimacy with Freud 
.. and his close identification with psychoanalysis made 
partiality on a number of controversial subjects 


-. inevitable. They need to be reassessed by a more 


objective investigator. 

Ronald Clark is such a person. He is a skilled 
biographer, meticulous in attention to detail and, at 
the same time is able to preserve a grasp of the broad 
sweep of his subject matter. He appears admirably 
suited to supplement Jones' standard work. If that is 
what the reader is seeking he will not be disappointed. 
The account of Freud's development from childhood 
onwards is rich and fascinating. Starting as the eldest 
son of a Jewish family which provided every facility for 
him to develop his gifts, he came intuitively to know of 


_ his genius even as a young man speculating on what 
his biographers would say about him! The strong 
- v appreciation of his powers and the authority these 
gave him led him to exercise them in his family. All 
this might suggest arrogance but that was not a 
. feature of Freud's character; he rather possessed a 
~~ kind of objective assessment of himself which ran 


through his life. 

As might be expected the main course of his 
development follows Jones' account closely: early 
scholastic success, later devotion to research whether in 
neurology, psychiatry or psychoanalysis. Once he had 
invented his new 'science' and collected round him a 
number of devoted followers who, from time to time, 
defected, he set himself the aim of getting his dis- 
coveries recognized. Clark's account of the missionary 
element in Freud is well brought out, indeed the book 
centres round that theme as the sections reveal: 'A 
Freudian Beginning', "The Making of a Leader', and 
"The Freudian Age'. 

The dramatic structuring might suggest that Clark 
has not paid sufficient attention to the scientific 
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discoveries. Not so: he shows a grasp of the psycho- 
analytic method and can go into detail with assurance 
criticising and amplifying, for instance, Freud's 
interpretation of his own dreams. 

By now it will be apparent that I found this book 
not only full of interesting information but also 
admirably objective and enjoyable to read. It can be 
thoroughly recommended to anyone who wishes to 
obtain an insight into Freud's remarkable genius and 
his wide humanity. In addition it gives an interesting 
view of the nature of psychoanalysis; it could be read 
for that alone. 


MICHAEL FORDHAM, Director of Training in Child 
Analysis, Society of Analytical Psychology, London 


Clinical Handbook of Antipsychotic Drug Therapy. By 
A. S. MASON and R. P. GRANACHER. New York: 
Brunner/Mazel. 1980. Pp 336. $25.00. 


Yet another book on psychotropic drugs! This 
could justifiably be the reader's sardonic reaction, but 
this handbook does have a different approach from 
that of standard textbooks of clinical psychopharma- 
cology. Whilst it provides a comprehensive and read- 
able account of the pharmacology of the major 
neuroleptics and lithium, its approach is basically 
clinical. Detailed treatment schedules are provided for 
different situations met with in the management of the 
major psychoses. Sections on rapid tranquillization 
procedures, depot phenothiazines, drug interactions 
and the dangers of polypharmacy are dealt with at 
length and there are useful sections on the use of 
neuroleptics in the paediatric and geriatric patient. 

The text is precise and clear whilst important clinical 
emphasis is given by the use of heavy type, parti- 
cularly useful for rapid reading. The book clearly 
reflects the authors’ own familiarity with the day-to- 
day difficulties of managing the major psychoses and 
the emergencies they generate. This is essentially a 
handbook and not a textbook written by clinicians for 
clinicians. It will be a useful addition to the psych- 
iatric hospital library and it will be profitably read by 
the psychiatric intern as well as senior medical 
students and nursing staff. 


Joun Jounson, Consultant Psychiatrist, 
University Hospital of South Manchester 
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Handbook of Short-Term Psychotherapy. By Lewis R. 
WOLBERG, New York: Thieme-Stratton. 1980. Pp 
280. $29.50. 

Principles and Practice of Biodynamic Psychotherapy. 
By Jurres H. MASSERMAN. New York: Thieme- 
Stratton. 1980. Pp 214. $20.00. 

Both of these books are by authors who are 
eminent clinicians; each is concerned with the age-old 
question of how to live a fuller life. Wolberg advocates 
the adoption of a realistic philosophy of living in 
which the inhibitory learning of the past is weakened 
by therapy. For Masserman, health requires the satis- 
faction of "universal human needs" for physical well- 
being, good relationships and cosmic order. 

I thoroughly recommend Wolberg's Handbook of 
Short-Term Psychotherapy. He succeeds in describing 
principles, based on dynamic psychotherapy, that can 
be followed by the individual therapist. The chapters 
on the initial interview and choosing a dynamic focus 
are practical and lucid. He details three interesting 
techniques—hypnosis as a catalyst to the therapeutic 
process, the use of a relaxing and ego-building audio- 
tape and, to my mind, most important of all, home- 
work assignments. 

Masserman’s Biodynamic Psychotherapy has a 
panoramic perspective and is, altogether, a more 
idiosyncratic work. It combines factual accounts of 
classification, drug treatments and the psychological 
processes of ageing, from birth to death, with pro- 
vocative synoptic appraisals of dynamic therapies. 
The whole is interspersed with expositions of his 
world-view whose breadth is a valuable corrective to 
over-narrow models of psychiatry. A book to read but 
not to buy. 


MARK AVELINE, Consultant Psychiatrist] 
Psychotherapist, Mapperley Hospital, Nottingham 


Handbook of Biological Psychiatry. Vol. II. Brain 
Mechanisms and Abnormal Behaviour—Psycho- 
physiology. Edited by H. M. van PRAAG, M. H. 
LADER, O. J. RAFAELSEN and E. J. SacHar. New 
York: Marcel Dekker. 1980. Pp 491. Sw. Fr. 93. 


This is the second of a projected six volumes which 
promises to make the Handbook of Biological Psych- 
iatry a comprehensive reference work. The first 
covered disciplines relevant to biological psychiatry 
and this volume carries the venture forward into the 
clinical field with an extensive survey of the appli- 
cation of physiological techniques to the whole range 
of psychiatric disorders. It is already apparent that 
the editors have cast their net wide. The eventual 
outcome will be a work not so much on biological 
aspects of psychiatric disease as on psychiatry as a 
whole viewed from a biological perspective. 


A general survey of physiological monitoring in- 
cluding the use of classical and operant conditioning 
and the relevance of personality variables and ageing 
by Walrath and Stern and a thorough assessment of 
the technical problems of electrodermal, peripheral 
circulatory and cardiac measures by Siddle and 
colleagues is followed by a series of chapters which 
summarize the fruits of psychophysiological investi- 
gations of psychiatric disorders ranging from schizo- 
phrenia to psychopathy, brain damage, alcoholism, 
sleep disorders and sexual dysfunction. Thus Venables 
gives a succinct account of electrodermal responses, 
pupillary and cardiovascular changes and eye move- 
ments in schizophrenia and Saletu reviews the 
difficult field of electroencephalographic and evoked 
potential research in this disease, coming to the con- 
clusion that even before the onset of psychopatho- 
logical manifestations, neurophysiological abnormal- 
ities can be detected which support a biological and 
genetic concept of aetiology. He includes also data 
which support the view that therapy-resistant groups 
of patients can be distinguished from a therapy- 
responsive group. Christie and colleagues provide a 
comprehensive review of autonomic and endocrine 
changes in depression, including a useful analysis of the 
question of sex difference and the possible role of 
hormonal factors, and Perris gives a comparable 
account of EEG, evoked response and contingent 
negative variation approaches to depression. This 
latter includes some interesting preliminary data from 
a study correlating evoked potentials with CSF 
monoamine metabolite concentrations. Authoritative 
reviews by Lader and R. D. Hare respectively on the 
psychophysiology of anxiety and psychopathy, sub- 
jects to which each author has made substantial 
contributions, are followed by an interesting account 
by Naitoh of physiological approaches to the problem 
of tolerance to alcohol, and a review by J. W. Hinton 
of work conducted in Broadmoor on the psycho- 
physiology of aggression. Whether or not autonomic 
measures may be systematically disordered in brain 
damage is discussed by Holloway and Parsons. 

The last four chapters cover more general issues. 
Thus Hartmann's contribution on sleep and sleep 
disorders and Bancroft's on the psychophysiology of 
sexual dysfunction both summarize a great deal of 
information on normal physiological function, though 
as yet no overall view of the mechanism of sleep or 
sexual activity is available, and relate it to the diverse 
clinical conditions in which disturbances of these 
functions arise. A useful review of the unfamiliar topic 
of physiological research and theories in childhood 
psychiatric disorders by Taylor is followed by J. P. 
Henry's account of psychological factors in physical 
disease. 
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. The critical level of the contributions is high. Th 
publication of this volume makes widely availabl 
body of work on psychophysiology i in a form in wh 
its relevance to many central issues in psychiatr 
abundantly clear. No psychiatric library will 
complete without it. 


T. J. Crow, Head, 
Division of Psychiatry, Clinical Research Centre, 
Northwick Park Hospital, London 


The Sexual Victimology of Youth. Edited by Leroy G. 
ScHuLIZ. Springfield, Hlinois: Charles C. 
Thomas. 1980, Pp 416. $19.75. 

The contents of this book are not exactly as sug- 
gested by the title. Nowhere does it include a formal 
study of the characteristics of the child victim of sex 
offenders, which is a pity. Clinical experience suggests 
the contribution of the child to the eventual sexual 
interaction is sometimes, yet by no means always, 


"oosignificant. Nevertheless there are good accounts of 


interview and assessment procedures, a survey report, 
a long-term follow-up study and journalistic accounts 
of paederasts, the child-porn industry and incest. 
Unfortunately, none of the best contributions are 
genuinely new, all having been previously published, 
and those who are familiar with the problem will 
already know them. 


PETER HILL, Senior Lecturer in Child and Adolescent 
Psychiatry, St George's Hospital Medical School, 
London 


Genes and the Mind. By MiNG T. TsuANG and 
RANDALL VANDERMEY. Oxford: Oxford Univer- 
sity Press. 1980. Pp 143, £5.95. 


Personality and Hereditary. By Brian W. P. WELLS. 
London: Longman Group. 1980, Pp 201. £5.50. 


For the past three decades the voice of psychiatric 
genetics has been strangely absent from the public 
debate over the nature of mental illness. Genetic 
researchers continued to collect more precise family, 
twin, and adoptive data, but apart from Eliot Slater, 
they kept their heads well down during the analytical 
arguments of the fifties, the antipsychiatric wars of the 
sixties, and the behaviourist bombardments of the 
seventies. Now, however, behaviour geneticists appear 
to feel that the intellectual climate has changed 
sufficiently to allow them to safely clamber out of 
their dug-outs, and re-engage the public in dialogue. 

These two short books set out to explain the genetics 
of personality and psychiatric disorder to the layman. 
Readers of this journal will probably find the first the 
most valuable, for although it is entitled Genes and the 
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Mind, its subtitle Inheritance of Mental Hiness more 
ccurately reflects its subject matter. It is written by 
e surprising combination of a well-known authority 
n psychiatric genetics and an instructor in rhetoric; 
io doubt Professor Tsuang provided the up-to-date 
| information, while Mr Vandermey was res- 
le for the racy style (^ "Can you help me?" asks 
guished father . . .’). The combination ensures a 
which the lay person will enjoy reading, and 


| i "which will be a useful adjunct to genetic counselling. 
- Many professionals will also find the chapters on the 
psychoses illuminating, although they may well con- 


clude. that Professor Tsuang considerably under- 


estimates the contribution of environment to alco- 


holism. 

Personality and Heredity is more orthodox ‘pop’ 
science, and deals mainly with the inheritance of 
normal traits. Dr Wells is greatly influenced by 
Eysenckian theory and consequently when he talks of 
the inheritance of personality he really means per- 
sonality as measured by questionnaire. Mental illness 
is competently discussed in two chapters, but more 
political issues such as eugenics and the relationship 
between race and intelligence tend to be rather super- 
ficially treated. This is not an authoritative book but 
will fulfill the author’s more limited aim of stimu- 
lating his readers’ interest in the subject. 


Rosin Murray, Senior Lecturer, 
Institute of Psychiatry, London 


Modern Management of Mental Handicap. Edited by 
G. B. Simon. Lancaster, Lancs: MTP Press. 1980. 
Pp 309. £9.95. ` 


There are plenty of specialist books on mental 
handicap but, surprisingly perhaps, few that set out to 
cover the whole field for the non-professional. This 
book is intended to fill that gap. It includes such topics 
as genetics, drugs, mental illness and physical handi- 
caps, education, play, adult training, residential pro- 
vision. Williams’ chapter on behavioural approaches 
provides a brief readable over-view of the subject that 
could hardly be bettered, while Marks on parents’ 
needs, and Bluglass on the law relating to mental 
handicap, discuss topics seldom dealt with in the 
standard text books. Of particular value are the practi- 
cal programmes, lists of organizations and facilities, 
and details of services available—this is a book that 
parents and others can really use. 

The book has been kept intentionally (and credit- 
ably) short, with a further reading list for those who 
want it, but many of these items would be difficult to 
get hold of for those without access to a technical 
library (e.g. Canadian Research Council Report No. 5. 
Ottawa: Ministry of Supplies and Services). It was 
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perhaps inevitable that the style and level of the 
individual contributions should vary widely, but the 
book shows other signs of having been hastily put 
together—haphazard, and sometimes inaccurate refer- 
ences, the repetition of identical passages on, for 
example, pages 231 and 242, and pages 207 and 213-4. 
I would look for some editorial tidying-up in the 
future editions that this book deserves. 


JANET CARR, Senior Research Officer, 
Thomas Coram Research Unit, London 


The Dynamics of Psychological Development. By 
ALEXANDER THOMAS and STELLA Cuess. New 
York: Brunner/Mazel. 1980. Pp 287. $15.00. 


This is a summary of the interactionist view of 
psychological development, which holds that such 
development should be understood in terms of a 
continuous interaction between an organism and its 
environment, thus calling into question the theory of 
both experimental psychology and psychoanalysis. 

Investigations eliciting personality traits (for 
example those of Raymond B. Cattell) are seen as 
valueless because an individual’s perceived personality 
may change according to his situation. Thus a woman, 
timorous at home, was at work outgoing and forth- 
right. There is no room for the psychoanalytic view 
that a mode of behaviour may represent sublimation 
of, or reaction formation against, an underlying 
personality trait. The interactionist sees psycho- 
pathological development in terms of “badness of fit" 
with the environment—for instance a child's patterns 
of sleep and elimination may not accord with parental 
expectations. 

The content of this book is of interest but repetitive, 
and possibly better suited to a briefer monograph. 


T. J. R. BRUCE, Consultant Psychiatrist, 
St Bartholomew's Hospital, London 


Compulsory Admissions to Mental Hospitals. By 
Puitie Bean. Chichester: John Wiley. 1980. Pp 
278. £16.70. 

This is a sociologist's investigation into the type of 
law which permits certain people to be compulsorily 
detained in hospitals against their will, without 
recourse to the courts and without the right of appeal 
prior to admission. The core of the book is an account 
of the procedures in 325 consecutive referrals for 
admission, of whom 200 were admitted —58 of them 
compulsorily—and 125 not admitted. The respective 
roles and criteria of judgement of psychiatrists, 
general practitioners and social workers are considered 
in detail. The author's conclusions are reasonable but 


none the less disturbing, and deserve serious consider- 
ation, especially at the present time, and it is un- 
fortunate that the price will deter individuals from 
buying the book, which shouid be available to them in 
psychiatric libraries. 


H. E. 5. MARSHALL, Consultant, 
Netherne Hospital, Surrey 


The Extramarital Affair. By HERBERT S. STREAN. New 
York: The Free Press. 1980. Pp 222. $12.95, 


To the question "can one have a long-term love 
affair and maintain a healthy marriage?" Dr Strean 
loses no space in replying "No", using the evidence 
from his experience of working as a psychoanalyst and 
of supervising others in the work. The approach is 
Freudian. Dr Strean is American, but the book is very 
well written in a lively style. There is humour in his 
explanations as well as in the chapter titles, Relation- 
ships pass from Great Expectations to A Midsummer 
Night's Dream to the Winter of Discontent and the 
Grapes of Wrath. The differing opinions of others and 
criticisms of his evidence are included. 

The book however gives much more than an opinion 
on the above question which is really used as a focus 
for a wide area of insight into analytical principles. 
Personality development and its consequences are 
examined as are the problems of treating just one of a 
marital pair. This is a book which should have great 
appeal to a wide audience. 


Tom MURPHY, Senior Registrar, 
Royal Edinburgh Hospital 


Marital and Family Therapy. 2nd edition. By IRA D. 
Guick and Davip R. KESSLER. New York: 
Grune and Stratton. 1980. Pp 380. $23.50. 


The second edition of this successful book has all 
the calmness and contentment of a successful book. 
The theoretical framework is systems theory which is 
used to describe the characteristics of functional and 
dysfunctional families and their clinical evaluation. 
Goals, strategies and tactics of family therapy are 
described and the relation of family treatment to 
psychiatric disorders and psychiatric hospitals, ethnic 
issues, clinical psychology, the law, general practice, 
social work etc. Research methods, results of family 
therapy and training are discussed. As an introduction 
to the field this book could not be bettered. The 
referencing is careful so that ready access is provided 
to advanced reading. 


SIDNEY Crown, Consultant Psychiatrist, 
The London Hospital (Whitechapel) 














^ Diagnosis and Drug Treatment of Psychiatric Dis- 

orders: Adults and Children. 2nd Edition. E 

DoNALD F. KLEIN, RACHAEL GITTELMAN, FREE 

ERICK QUITKIN and ARTHUR RIFKIN. Baltimo 

.. Williams and Wilkins. 1980. Pp 846, $50.50. 

= Drug Concentrations in Neuropsychiatry. 
Foundation Symposium No. 74 (new series). 
Amsterdam: Excerpta Medica. 1980. Pp 266. 
$45.75. 

Every reader of American psychiatric journals will 
be aware of the names of Klein, Gittelman, Rifkin and 
Quitkin, an alliterative quartet who have hammered 
away at the twin issues of descriptive diagnosis and 
psychotropic drug treatment for many years. This 
book is a worthy monument to their efforts. The 
first edition, authored by Klein and Davis, was a much 
slimmer. volume, and the size of this book testifies to 
the advances in drug treatment made on a broad front 
. throughout psychiatry. The book as a whole has an 
. evangelical flavour. Dr Klein and his colleagues have 
struggled for years to establish psychiatry as a true 
scientific discipline and roundly criticize ‘ideological 
allegiance' to one or the other of the psychotherapies, 
social schools of psychiatry and other approaches that 
cannot stand up to the rigours of scientific method. 
Readers on this side of the Atlantic may think their 
vigorous sallies against opposing views are too much 
like tilting at windmills but one should appreciate that 
the saturated conurbations of the north-eastern 
United States house more psychiatries than could be 
conceived here, and some are curious in the extreme. 

The book consistently espouses the empirical 
agnostic approach to psychiatry. It is easy to read and 
is frequently entertaining as well as informative. The 
authors do not state clearly who the book is for, 
although it is pontifical in a way that makes me feel it 
is directed at students of psychiatry early in their 
training. This is unfortunate because the book, des- 
pite the authors’ denial, is understandably biased, and 
is of most value to psychiatrists who already have 
sufficient experience and training to enable them to 
strike a balance between the authors’ approach and 
that of others. 

The CIBA Foundation has a fine track record of 
seminal contributions to psychiatry and its latest 
volume maintains the high standard. One reason for 
their success is the realization that the publication of 
symposia should include the discussions after each 
paper. By careful advance selection of participants 
these debates are guaranteed to be lively and often 
more valuable than the main papers. When contri- 
butors are freed from the constraints of a prepared 
text we find out what they really think. In this latest 
volume, for example, the last sentence of a fairly 
anodyne introductory talk on the value of drug levels 


CIBA ! 


173 


psychiatry by Lasagne is immediately pounced on 
d savaged by the rest. What Professor Lasagne 
ested was that a clinician who gradually increases 
dose of a drug until he sees a therapeutic effect 
| no significant toxicity is more scientific than the 





“ostensibly more objective alternative of measuring the 


plasma level of the drug to find out whether it is in the 
therapeutic range. Such a range, often perceived as a 


" window, with upper and lower limits, is a topic which 


is returned to time and again during a symposium. Dr 
Burrows, in a spontaneous display of Antipodean 
aggression, tells us that he would "like to smash the 
therapeutic window, as it is very dark and not clear on 
the other side". Others, notably the non-clinical 
pharmacologists with expensive equipment to pro- 
tect, nervously defend the concept of a therapeutic 
range, sometimes more in hope than conviction. Even 
the hallowed therapeutic range for serum lithium 
levels is not above criticism; Dr Hullin stresses it is 
really just a non-toxic range of present knowledge. 
The ebb and flow of argument keeps interest to the 
end, and whilst definite conclusions are few all the 
participants seem agreed that in pharmacokinetics they 
are at the start of something big. 


PETER TYRER, Consultant Psychiatrist, 
Mapperley Hospital, Nottingham 


Clinical Depressions: Diagnostic and Therapeutic 
Challenges. Edited by FRANK J. AYD, Jr. Balti- 
more, Maryland: Ayd Medical Communi- 
cations. 1980. Pp 228. $20.00. 


Psychopharmacology of Affective Disorders: A British 
Association for Psychopharmacology Monograph. 
Edited by E. S. PAYKEL and A. CoPPEN. Oxford 
University Press. 1980. Pp 261. £7.95. 


Although both of these two books are concerned 
with the questions of diagnosis, classification and 
treatment of affective disorders, they approach their 
shared topic in quite dissimilar ways. 

Ayd's book is a collection of the contributions 
presented at a recent symposium on depressive dis- 
orders held in Canada. As such it largely reflects the 
views of psychiatrists practising in North America, 
and is primarily addressed to family doctors. The first 
half of the book is taken up by a series of chapters 
which describe the various ways in which depression 
can present. This section tends to become increasingly 
over-inclusive, with at least one author asserting that 
up to two thirds of the population aged forty or more 
possibly have depression, with the concepts of 
‘masked’ or ‘suspect’ depression being invoked to 
support this somewhat idiosyncratic prevalence 
figure. In keeping with the view that depression is 
much commoner than is generally believed is the, to 
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me, alarming statement in the second half of the book, 
which covers treatment with antidepressant drugs, that 
these drugs are ‘under-prescribed’; many of us, on the 
contrary believe them to be over-prescribed. 

In spite of such shortcomings this book, the very 
title of which reflects the genuine enthusiasm of the 
editor for his subject, should be of interest to the 
family doctor who wishes to learn more about the 
clinical features of depressive states, which, after all, 
are likely to be among the most psychiatric of the 
conditions he will see in his practice. 

By comparison Paykel and Coppen's book is a more 
scholarly exercise. It is a series of specially com- 
missioned reviews on affective disorders by acknow- 
ledged authorities which provides a most compre- 
hensive and up-to-date account of the subject. In 
addition to chapters covering the clinical description 
of the conditions under discussion and others giving 
some guidance on therapy, there is a well-balanced 
critique of the monoamine hypothesis of affective 
disorders, an up-to-date account of the way anti- 
depressant drugs are thought to act, and a fascinating 
review of possible animal models for the study of 
depression. 

It can be confidently recommended to all psych- 
iatrists, whether established or still in training, who 
require an authoritative survey of the psychopharma- 
cology (in its broadest sense) of the affective disorders. 
Its editors are to be congratulated on a most excellent 
publication. 


TREVOR SILVERSTONE, Reader in Human 
Psychopharmacolog y, St Bartholomew’s Hospital 


Priorities in Psychiatric Research. Edited by MALCOLM 
LADER. Chichester: John Wiley. 1980. Pp 231. 
£13.50. 


This book reports the proceedings of a conference 
called by the Mental Health Foundation in September 
1979, the speakers being the most distinguished re- 
search workers in this country. Every piece is followed 
by valuable up-to-date references, some of the papers 
having been expanded into reviews for the book. The 
production is by a photographic process, but the 
result is à handsome book, albeit with more mis- 
prints than usual and a disappointing index. It is the 
only record of conference proceedings which I have 
ever read in which every extract of the discussions is 
worth reading. Perhaps no one repeated himself: 
certainly the editing has been done to an exemplary 
standard. 

The pieces are often outstanding surveys followed 
by stimulating suggestions for future priorities in 
research. The question of supporting ‘relevant’ 


research as opposed to backing scientific merit, what- 
ever its subject, is frequently aired but never resolved. 
Rodnight discusses biochemical research, and a 
strictly organic approach to functional psychosis is 
given by Crow, whose main hopes lie in research on 
slow viruses, immunology and drugs. Not all speakers 
agreed that studies on post mortem brain offer great 
promise. Fenton reviews highly technical non- 
invasive advances in  neuropsychiatric research, 
especially the EEG. Roth's piece is a brilliantly com- 
pact review of the present state of research on senile 
dementia. George Brown offers a ‘personal review’ of 
research methods, concepts and priorities on social 
psychiatry in 16 pages: once finished, | wanted to 
start it again, it was so important and so closely 
argued. 

Kreitman writes on epidemiology, Crown on 
psychotherapy, and Graham on child psychiatry, a 
particularly clear piece, with lists of suggestions. 
Sainsbury emphasizes the value of having been based 
in a mental hospital, but many of his suggestions now 
move out into the community, to study, for example, 
depression and attempted suicide, the course of senile 
dementia and the burdens it imposes. 

. General pieces include Hill reviewing the history of 
psychiatric research, and Kendell on ‘lessons and 
implications! (fundamental research will be done by 
non-medical scientists; psychiatrists could concentrate 
on clinical and epidemiological research, especially on 
the efficacy of our forms of treatment). 

The whole is stimulating: read it, and tell others to 
read it. 


ANDREW C. SurrH, Honorary Consultant Psychiatrist, 
Guy's Hospital, London 


Chronic Pain: Further Observations from City of Hope 
National Medical Center. Edited by BENJAMIN L. 
CRUE JR. London: SP Medical and Scientific 
Books. 1980. Pp 581. £31.50. 


The greater part of this book describes the practice 
and ethos of the Pain Center of the City of Hope 
Medical Center, Duarte, California. The preface 
outlines the orientation of the unit; the details are 
given in the succeeding chapters. The unit is multi- 
disciplinary. Among its staff are represented neuro- 
surgery, neurology, clinical psychology, nursing, 
anesthesiology, electrophysiology, dietetics, pharmacy, 
physiotherapy, occupational therapy, social work, 
administration and psychiatry. The personal beliefs 
of staff are not eschewed; on the contrary, the work 
ethic is strongly supported, and return to work is 
regarded as a major objective in management. The 
unit has a policy of admitting patients selectively and 
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does not admit patients who are the subjects of 


litigation. 


The book reviews all aspects of pain, with parti- kis 
cular emphasis on methods of management favoured . 





: -by the Unit and upon the results of research carrie 
* out there. The management of what is categorized as 
. the 'chronic intractable benign pain syndrome' is 
. given prominence. This condition is viewed from. a 


dynamic psychosocial orientation and various forms. ES 
of psychotherapy are used in treatment with results . ~ 


which are claimed to be superior to those achieved by SipNEY BLOCH, Consultant Psychotherapist and 


other methods. The symbolic meanings of pain are 
especially stressed. 

The book will be of great help and interest to those 
conducting or establishing pain clinics; others can 
probably get sufficient information on the topic from 

a limited selection of original papers and briefer texts. 


< R. H. S. Minpuam, Nuffield Professor of Psychiatry, 
University of Leeds 


Psychotherapy: An Eclectic Approach. By SoL L. 
GARFIELD. Chichester: Wiley-Interscience. 1980. 
Pp 315. £12.25. 


The subtitle of this book comes as no surprise. 
Professor Garfield has, throughout his professional 
life; been a staunch advocate of the position which 
eschews the uncritical and unswerving adherence to a 
school of psychotherapy ; instead, he calls for empirical 
research into the subject and application by the 
physician of the knowledge. thus gained. His co- 
editorship with Bergin of the Handbook of Psycho- 
therapy and Behaviour Change—probably the most 
important volume available on the state of psycho- 
therapy research—further attests to his continuing 
conviction that the psychotherapist has an obligation 
to keep abreast, and make appropriate clinical use, of 
research findings. 

This is precisely what Garfield has done in the 
present book. He presents an account of his views of 
psychotherapy mainly in terms of empirical research 
work, but also embracing his own clinical observations 
and those of fellow clinicians. The result is a most 
useful contribution to the psychotherapy practitioner 
—a wealth of information about such aspects of 
psychotherapy as the common and specific factors 
involved, factors affecting outcome, process variables, 
and the state of contemporary research. 

Garfield's efforts to synthesize the immense body of 
research material, much of it bewildering and even 
contradictory, will aid the trainee and, indeed, the 
experienced clinicians provided he has remained 
 Sufficiently flexible to differentiate between what is 

reliably known about therapy and therefore can be 
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ntly applied, from the many questions that 
it clarification. 

s concluding chapter, Garfield expresses some 
ism about psychotherapy's future. The increased 
of research and its improved quality over recent 
lect for him a healthy trend, as does the 
'eparedness among clinicians nowadays to 
iore eclectic approach in their work. Psycho- 
n Britain could well profit from careful study 
eld's views. 


Honorary Clinical Lecturer in Psychiatry, University 
of Oxford 


An Outline of Sociology as Applied to Medicine. By 
DAVID ARMSTRONG. Bristol: John Wright. 1980. 
Pp 121. £3.75. 


Very few people in this country have had more 
experience of teaching sociology to medical students 
than David Armistrong. He has had ample opport- 
unity at Guys to work out the best way of presenting 
ideas about social structure, organizations, relation- 
ships, concepts and controversies to this allegedly 
‘difficult’ audience. 

The result is a concise, clear textbook which will 
slip easily into the student's pocket and yet, if read, 
will stimulate the student's brain. From the intro- 
ductory discussion of ‘Health as a Social Concept’ 
to the last chapter on ‘Evaluating Health Care’, 
Armstrong draws on his own experience as a clinician, 
his interest in the history of medicine and his wide 
reading of ‘traditional’ medical sociology. It all 
shows and it's a good mix. The students at Guy's 
have been very fortunate all these years. I hope they 
appreciate it. 


DaviDp ROBINSON, Senior Deriler, : 
Institute for Health Studies, University of Hull 


Progressin Geriatric Day Care. By J. C. BROCKLEHURST 
and J. S. Tucker. London: King Edward’s 
Hospital Fund. 1980. Pp 204. £7.00. 


Day care for the elderly has not up to now been 
critically and objectively evaluated. Brocklehurst and 
Tucker undertake a serious look at the geriatric day 
hospital movement from which psychiatrists who care 
for the elderly can learn many things of value. 

An historical review, both of the British and the 
international scene, is of great interest. Two postal 
surveys of geriatricians and a more detailed survey of 
22 day hospitals by a physician and a sociologist 
provide the ‘meat’ of this book. 

From the first survey a picture of a ‘representative’ 
day hospital is drawn; one interesting fact emerges, 
that 30 per cent of day hospitals have no clinical 
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consultant involvement. An analysis of the work 
performed shows an impressive potential, 77 per cent 
of day hospitals taking more than 101 new patients 
per annum and 80 per cent having more than 50 
attendances per week. 

It will interest psychiatrists that in general a 
negative attitude prevails towards psychogeriatric 
patients with emotional and behavioural problems. 
Staffing norms are also discussed and will be of 
interest to anvone planning day care for the elderly. 

Transport merits and receives considerable atten- 
tion. Problems ranging from the best type of transport, 
and its availability to the views and value judgments of 
ambulance drivers are given the consideration they 
deserve and don't often get. 

Costing day hospitals is another difficult exercise 
which receives serious attention and an examination 
of a sub-sample of 15 hospitals gives costs ranging 
from £15-£60 per patient per attendance with an 
average cost of about £10. However, these costs are, 
of course, much cheaper than inpatient care in any 
type of hospital. 


KLAUS BERGMANN, Consultant Psychiatrist, 
The Maudsley Hospital, London 


Helping Destitute Men. By JouN Lr£ACH and JOHN 
WinG. London: Tavistock Publications. Pp 189. 
£8.95. 


Homeless men, who drift into or through the lowest 
social strata, share the common characteristic of 
prolonged destitution. They live rough, or in common 
lodging houses, and manifest a wide range of physical 
and mental disabilities. They are provided for both by 
altruism (e.g. the Simon Community, the Salvation 
Army) and statutory agencies (Reception Centres— 
the inheritors of the workhouse) but in a haphazard 
way and with little background knowledge. The 
‘action research’ described in this book, was aimed at 
defining progressively the characteristics of men in the 
Camberwell Reception Centre and St Mungo’s 
Community. The findings led to recommendations of 
policy which could in turn be tested. The process is a 
model of utilitarian investigation, and coupled with 
an extensive review of previous work, will make this 
compact book an essential reference for a long time 
to come. 


I. C. Lopce Patcu, Consultant Psychiatrist, 
Springfield Hospital, London 


The Bonds of Depression. By GORDON PARKER. 
London: Angus & Robertson. 1978. Pp 181. 
£5.95, 


This book claims to be a ‘clear conceptual account 
of depressive disorders’. In fact the author’s concept 
includes only ‘reactive’ depression and the ‘endo- 
genous’ type is dismissed briefly as an ‘iliness’ that 
requires medical treatment. This precaution is 
necessary as the author writes for both specialist and 
lay readers. . 

The specialist will be frustrated by the lack of 
evidence to support the author’s idea that both 
‘understanding’ and ‘overbonding’ between parent 
and child can lead to depression in later life. The 
correlations between scores on the author’s parental 
care scale and a depression scale do not necessarily 
imply a causal relationship. 

The text reads well and the case histories make the 
point that whatever model is accepted and utilized by 
patients it plays a central role in therapy. 


FRANCIS CREED, Temporary Senior Lecturer in 
Psychiatry, The University Hospital of South 
Manchester 


ESP and Parapsychology: A Critical Re-evaluation. 
By C. E. M. Hansek. Buffalo, N.Y.: Prometheus 
Books. 1980. Pp 325. $15.95. 


Professor Hansel is the best known debunker of 
parapsychological claims whose book, ESP: A 
Scientific Evaluation (1966) rapidly became the bible 
of the sceptics. Much has happened in parapsychology 
since then, however, and the present volume is an 
attempt to bring the attack up to date. While he still 
shows himself adept at picking holes in the evidence 
it is a pity that he never tried to make contact with the 
researchers whose work he criticizes preferring 
whenever there is a gap in the published reports, as 
there are bound to be, to speculate about what might 
have been the case so that he might just as well be 
discussing the 19th century literature. The book 
serves as a useful reminder of the fact that the exist- 
ence of these paranormal phenomena is still open to 
question but, somehow, it lacks the panache of the 
earlier volume. 


JOHN BzLorr, Senior Lecturer in Psychology, 
University of Edinburgh 


- Brit. J. Psychiat. (1981), 138, 177-184 
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© CREACTIVE PROTEIN IN MENTAL ILLNESS 
-. Dear Sim, 


Hood (1977) showed that in patients with "m " 
- erythrocyte sedimentation rate (ESR), C reactive — 


protein (CRP) may have altered electrophoretic 
mobility due to binding to the protein of lysozyme, 
which is concomitantly raised. We wish to draw 
attention to a similar phenomenon, possibly due to a 
different cause, in some psychiatric patients with 
normal levels of ESR and CRP. 

For immunoelectrophoresis of CRP we use 1 per 
cent agarose of low electroendosmosis and a buffer 
< {pH 8.8) containing 1.3 g barbital sodium, 0.207 g 


^: barbital, 5.62 g glycine and 4.52 g tris (hydroxymethyl 


-< methylamine) all dissolved in one litre. Mono- 
^ specific antiserum against CRP was. supplied by 


Difco. Under these conditions CRP in healthy blood 
z^ bank donors is negatively charged and migrates to 


the cathode. ‘Anomalous’ CRP is positively charged 
and migrates towards the anode, The distribution of 
the anomaly is striking: in schizophrenia we found 
anomalous CRP in 49 out of 61 patients tested, in 
depression five out of 30, in mania four out of eight, 
and in 100 blood bank donors used as controls not 
one had the anomalous protein. No correlations 
between anomalous CRP and age, sex or drug 
treatment were observed, 

Our attempt to find a cause for anomalous charge 
in these patients was unsuccessful. ‘Abnormal’ CRP 
was precipated by specific antiserum and the immune 
precipitate was dissolved in 8M urea.containing 2 per 
cent sodium dodecyl sulphate. The dissolved poly- 


peptides were resolved according to molecular | 


weight by polyacrylamide gel electrophoresis. A 
comparison with a similar preparation from ‘normal’ 
CRP did not reveal any additional or missing poly- 
peptide. 

Y. H. ABDULLA 
Department of Pathology, 
Guy's Medical School, — 
London SEI 9RT 

K. HAMADAH 

Tooting Bec Hospital, 
London SW 17 8BL 


Reference 
Hoop, W. (1977) Causes of multiple abnormal bands in 
serum protein electrophoresis. Clinical Chemistry, 23, 
1192. 
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| (STERIA: A LARGE SERIES IN IRAQ 


AK Ve have studied 268 consecutive patients attending 


 casualty departments. jn the last four years and 
diagnosed as 
treated the patients to remove the symptom if possible, 


suffering from hysteria. We usually 


using mainly brief electrical stimulation to the limbs, 
one ECT, intravenous injections of diazepam 10 mg, 
counselling and sometimes admission to hospital to 
alter aggravating environmental factors. 

There were 71 per cent females. The age range was 
eight to 60 years, most of the patients (89 per cent) 
being in the second and third decades of life. One 
hundred and twenty-eight were married, 136 single 
and five divorced. Thirty-two per cent were illiterate, 
68 per cent literate. Half the patients (126) were 
attending the casualty department for the first time 
with hysteria. The total number of symptoms (some 
patients had more than one symptom) were: dissoci- 
ative in 114 patients, motor 68, sensory 48, speech 16, 
aerophagy, hiccough and hyperventilation 79, agita- 
tion and pseudopsychosis 20. 

Cultural forces clearly affect the frequency and the 
manifestation of hysteria. In this country as in other 
Arabic Islamic cultures, families are of an extended 
pattern with strong cohesion, dependency, and 
closeness. Many generations live in the same house 
where the grandfather is the head. Children are over- 
indulged with much attention and sympathy. Tradi- 
tionally, women are in less privileged positions than 
men, and they must eschew all contact with men except 
for their husband, who is the first man in their life. This 
tradition still covers the greater section of the com- 
munity especially in rural areas although it has little 
force in modern terms. 

In such a milieu, it is to be expected that people will 
mature late, after à long immature period. Accord- 
ingly, many will play on the privileges of childhood in 
facing the difficulties of life, and this will be seen 
especially in women. Playing. the sick role will bring 
with it more sympathy and immediate reward than any 
direct claim for attention, and the symptoms will 
often be dramatic and frightening. 

We suspect that in Western countries with nuclear 
families and greater independence, vulnerable people 
do not so often respond to stress by dramatic hysteria, 
but with depression, attempted suicide, alcoholism 
and drug abuse. 
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The great discrepancy between the old traditions 
and the modern Western way of life as disseminated by 
television, magazines, tourism and rapidly increasing 
education (with mixed sexes) is increasing tension 
among the young. They do not know how to behave. 
Even religious faith is weakening. 

We observed that those who are educated are more 
prone to the 'cry for help' (68 per cent). They appear 
to be vulnerable to the conflict between old and new 
cultures, whereas simple people, especially those 
outside big cities, are more satisfied and content. The 
strong faith and cohesion of the traditional society 
are stabilizing factors. Another stress is the new law of 
compulsory education for those between 6 and 45 
years of age, which has brought to notice those who 
cannot cope with the demands of schooling. The sick 
role can exempt from education on medical grounds. 

TARIK I. HAMDI 
College of Medicine, 
Al- Mustansiriyah University, 
Baghdad, Iraq 
L. AL-HASANI 
A. MAHMOOD 
Al- Yarmouk Teaching Hospital, 
Baghdad 
A. AL-HUSAINI 
Neuropsychiatric Unit, 
College of Medicine, 
Baghdad University 


OILY INJECTIONS THAT OOZE 


DEAR SIR, 

Some observations of an experienced nurse on the 
technique and results of giving depot injections for 
Schizophrenia might help patients, nurses and doctors. 
I have noticed, and you can easily confirm this, that 
some of the oily injection frequently leaks out of the 
puncture in the skin, soiling clothes or sticking plaster. 
Put plasters on injection punctures and you will see 
what I mean. Sometimes these leaks must be a 
significant proportion of the volume of drug originally 
injected, and I strongly suspect that this is the ex- 
planation of the comment frequently heard in 
psychiatric wards, ' ‘the injection never touched her”. 

Years. ago, leaking. and staining was a common 
problem with intramuscular injections of iron. Many 
nurses nowadays have forgotten, or never been 
taught, the technique used then of sliding the skin to 
one side before the injection and then back afterwards, 
sealing the track of the needle. It works. 
| | CATHERINE FINLAY KINNES 
96 Huntley Drive, 
Tanshall, Glenrothes, 
Fife KY62HT 


NORADRENERGIC OVER-ACTIVITY IN 
CHRONIC SCHIZOPHRENIA 
DEAR Sir, 

U. C. R. Gomes and colleagues (Journal, October 
1980, 137, 346-51) claim that statistical analyses 
eliminated the possibility that their finding of increased 
noradrenaline and cycle AMP in the cerebrospinal 
fluid of chronic schizophrenics was related to neuro- 
leptic medication. They explained that the Wilcoxon 
test was applied to patients receiving medication 
who were matched for (inter alia) diagnosis, with 
patients not receiving medication. 

How was this possible, given that Table I showed 
that all their chronic schizophrenic patients were 
receiving medication ? 

A. A. SCHIFF 
E. R. Squibb and Sons Limited, 
Squibb House, 
141—149 Staines Read, 
Hounslow TW3 3JB 


DEAR Sir, 

Dr Schiff has quite correctly pointed out that all the 
chronic schizophrenic patients in our study were on 
neuroleptic medication, It was therefore not possible 
to make direct comparisons of medicated and un- 
medicated patients in this category, nor did we claim 
to have done so. 

Consequently, we were compelled to examine the 
effects of medication on CSF noradrenaline and 
cyclic AMP concentration in the other three groups of 
psychiatric patients, ie. those with acute schizo- 
phrenia, psycho-organic disorders and personality 
disorders. Our findings clearly showed that neuroleptic 
medication made no significant difference to any of 
the parameters studied. We therefore feel fully justified 
in our interpretation that “. . . neither the elevated 
noradrenaline nor cyclic AMP concentrations in the 
chronic schizophrenics were attributable to drug 
effects”. 

B. C. SHANLEY 
Department of Biochemistry, 
University of Queensland, 
St Lucia, Australia 4067 


IDENTIFICATION OF DISEASE ENTITIES 
DEAR Sir, 

Even Kendell and Brockington’s paper (Journal, 
137, 324-31), which doesn't go far enough, makes us 
pose the question of when is it appropriate to discuss 
whether psychiatric terms refer to dimensions or 
categories. The idea that a mathematical technique 
could resolve it is a philosophical mistake, one which 
will obscure rather than clarify real issues. Any two 









things are alike and different, depending on the. 
purpose for the comparison. If the similarity can be 


" said to be slight, moderate or marked, a dimension - 
and measure can be used. As mathematics serves but — 


-does not produce purposes, statistical techniques 
cannot classify objectively, nor discover dimensions. 

Kendell and Brockington talk about valid boun- 
daries; we would prefer useful boundaries within a 
language and an attitude, because then one is led to 
ask about the origin of the language and attitude and 
the usefulness for whom? They talk about small 
changes in symptoms causing big changes in outcome, 
but here small and big are also difficult words, 
depending on the units. 

There is nothing to be gained except coherence 
within a linguistic convention by any answer they can 
obtain. In their language it is difficult to produce 
evidence for schizophrenia and  manic-depressive 
illness as distinct entities, but they fail to see they are 
defining when an entity or dimension shall be declared 
to exist in psychiatry. 

Perhaps the oft-discussed distinction between 
bushes and trees in English might illustrate some of 
our points. What, for example, would a linear variable 
from discriminant function analysis on the abscissa 
mean, and what difference would there be between a 
categorical and a dimensional approach? The 
distinction was presumably made for reasons related 
to our lives, especially perhaps in farming, but it 
doesn't help much in collecting firewood. The response 
of schizophrenics to phenothiazines, and of manic- 
depressives to lithium, seem to be among reasons for 
maintaining the words, but the traditional use of the 
words may have affected the psychopharmacological 
view we now take. The danger of a portmanteau 
approach could be being restrictive. Such an approach 
is fostered by a belief in the possibility of objective 
nosologies based on mathematics. That could even 
induce a new alchemy of searching for the 'philoso- 
pher’s stone’, it could make us too content that our 
language of discourse is almost correct and suppress 
alternative more idiographic approaches to the 
mental miseries of our patients (other men). They may 
after all not be ill in any simple sense. The ideological 
rejection by some of them of our common sense, for 
example, may in the ensuing mélée be producing much 
which we are ‘mathematically objectifying' as psycho- 
pathology. Our struggle for a pseudo-objectivity, 
inevitable labelling and distancing etc., are all part of 
that mélée, and they force our common sense back 
onto life's comparative chaos, as others ought to be 
like us. But it might be difficult for them, hence 
Babel may be intellectually more honest, fertile and 
true than a universalized language partly arising from 
mathematics, of which the foundations themselves 


ICE 179 


urrently receiving scrutiny from thoroughgoing 
tists. For every n clearly defined items there 
1 clearly definable things; which do we want, 
nd for what? 
"E F. A. JENNER 
J. Damas MORA 
a A. C. MONTEIRO 
L ent of Psychiatry, 
The Hallamshire Hospital, 
Glossop Road, Sheffield S10 2JF 


LUNG CANCER AND SCHIZOPHRENIA 
Dear SR, 

May I refer again to the idea of other correspondents 
(e.g. Jancar (1978)) that heavy-smoking, long-term 
schizophrenics suffer much less lung cancer than is 
statistically expected? If it is true it is a very con- 
siderable fact and calls for verification or dismissal. 

I was surprised that no mention was made of 
Kissen's (1967) investigation of psychosocial factors, 
personality and lung cancer in men aged 55-64 
(average 59), studying random thoracic department 
patients before diagnosis. Of 366, it transpired that 
218 had lung cancer and 148 did not. Marital or 
domestic status, position in the family, religion, and 
county of birth of patients or parents, had no cancer 
significance. The slight excess in classes 4 and 5 was 
not important, but unhappy childhood homes, early 
orphanage and stress in life situations, especially 
long-standing interpersonal ones and those developing 
over time at work, did seem significant. Kissen found 
silence and denial among lung cancer patients who 
"tend to repress significant emotional events", with 
an unconscious containment of conflict. Patients 
themselves often sensed a poor outlet for emotional 
discharge. 

Of thousands of hospitalized long-term, heavy- 
smoking schizophrenics seen by me over the last three 
decades, their greatest blessing has been freedom to 
spend their substantial cash allowances on cigarettes, 
at the hospital shop or outside the hospital. For 
patients who had run out of cigarettes and money, the 
commonest effective calming medicine, producing 
immediate satisfaction, was absorbed from cigarettes. 

The Records. Officer at St Crispin Hospital, 
Northampton, provided the figures that over the last 
23 years, of 2,363 patient deaths 22 were due to lung 
cancer, I examined the notes of the 22 and only one, 
an ageing woman who had lived effectively and 
unsupported in the community for most of her life, 
was schizophrenic. 

Assuming for the sake of argument that Kissen 
and I are reporting facts, then it is a reasonable 
hypothesis that long-term schizophrenics, outwardly 
calm like Kissen's patients, have no capacity for the 
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repression of significant emotional events and no 
need to contain emotional conflict. Jancar's (1978) 
contribution to the discussion suggests that this is 
shared by the severely mentally handicapped, not 
many of whom would have been taking phenothi- 
azines, a possible causal agent put forward by Schiff 
(1979). 

D. N. PARFITT 
Rampton Hospital, 
Retford, Notts ON220PD 
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ANOTHER CASE OF KORO IN A BRITON 


DEAR Sir, 

Over the last fifteen years, at least three cases of 
koro-like symptomatology have been described in 
Westerners (Barrett, 1978; Edwards, 1970; Yap, 
1965). I would like to report another recent case of 
koro-like symptoms occurring in an Englishman. 

The patient is a young man of 24, who has never 
been out of Europe. He has one aunt who was 
repeatedly admitted to hospital suffering from a 
depressive illness, and both his parents are described 
as being of nervous disposition. Apart from enuresis 
up until the age of eight, the first hint of abnormality 
in his personal history was at the age of twelve, when 
he began cross-dressing in his sister’s clothes and 
masturbating. There were no homosexual fantasies. 
He continued to do this once or twice a week until the 
age of eighteen. Meanwhile there was a very insidious 
onset, from about the age of fourteen, of irrational 
fears, obsessive-compulsive symptoms, hypochon- 
driacal complaints, labile mood, outbursts of violence, 
heavy drinking, and recurrence of nocturnal enuresis. 
There was no history of drug abuse. 

At the age of eighteen he attempted sexual inter- 
course on three separate occasions, and was impotent. 
He became extremely upset about this, began drinking 
heavily, and developed numerous fears about his 
health, including a worry that there might be some- 
thing wrong with his penis. In 1977, at the age of 
21, he was admitted to a psychiatric hospital suffering 
from severe anxiety associated with obsessional 
thoughts and rituals. 

After discharge he was walking down a street one 
afternoon when he suddenly felt his penis shrinking to 
‘about half an inch in length’. He became very 


frightened, returned home, examined himself, and 
claimed that he could see and feel that his penis was 
disappearing into him. He feared that it might 
disappear altogether, and that he would then die or 
have to kill himself. Since then he claims to have this 
‘shrinking’ sensation all the time, with more acute 
episodes occurring almost every day, during which he 
feels his penis becoming even smaller. At these times 
he becomes extremely agitated, panicky, and dis- 
tressed. He believes that he may have a very rare 
physical illness, although he has never heard of koro 
himself, or met anyone with similar symptoms. 

Later, he became very depressed and withdrawn, 
as he felt that the shrinkage of his penis must be 
immediately apparent to everyone. In early 1969 he 
began hearing a single male voice which called him 
unpleasant names, ordered him to carry out various 
rituals, and threatened him with his mother's death. 
He also developed ideas of being controlled by 
outside agencies. 

In July 1979 he was admitted to hospital. Physical 
examination. showed nothing abnormal. He was 
withdrawn from alcohol, and treated with psycho- 
therapeutic interviews and a variety of drugs including 
amitriptyline, combined amitriptyline and phenelzine, 
pimozide, chlorpromazine and haloperidol. However 
there was little improvement in his overall state, and 
two years later, his acute episodes of koro-like 
symptoms are as frequent and distressing as ever. 

This patient is similar to the cases described by 
Yap (1965a and 1965b), including the case he described 
in a Briton, in many ways: the young adult age, being 
an only son with over-dependence on his mother, the 
story of unusual sexual conflict and maladjustment, 
and the associated symptoms of hypochondriasis, 
depression and heightened self-observation of the 
genitals before the onset of the classical feeling of the 
penis shrinking. 

Diagnostically he remains a puzzle, exhibiting 
Obsessional traits, depression, auditory hallucinations, 
and vague feelings of being controlled. Obsessional 
traits and schizophrenia-like symptoms occurred in 
Edwards’ (1970) case in America, and Yap reported 
six cases against a schizophrenic background. The 
features of the koro syndrome appear to be less 
culture-bound than was originally thought. 
| -. ANNE CREMONA 
Maudsley Hospital, 
London SES SAZ 
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L-TRYPTOPHAN IN MATERNITY BLUES - 
. Dear Sir, » 


7 < We were most interested to read Dr Harris’ report 
(Journal, September 1980, 137, 233-35) of a double- 
blind trial of L-tryptophan in the puerperium. The 


failure of exogenous L-tryptophan to affect the 
incidence of severity of maternity blues is probably 
not surprising. In a recent study (Journal, May 1980, 
136, 498) we showed that whether or not the blues is 

associated with lowered free tryptophan is strongly 
affected by seasonal factors. In addition, we showed 
< that, in our subjects, failure of total tryptophan to rise 
after parturition was a significant indicator not only of 
the blues but of complaints of depression in the 
ensuing six months. 
"^Tt is difficult to see how such a brief disturbance of 
tryptophan at parturition could bear a causal relation- 
ship to outcome at six months and accordingly we 
-> suggested that it may indicate an occult disturbance in 

tryptophan handling, perhaps related to a more 
generalized membrane transport disorder, which may 
be a predisposing factor for the development of 
depression. Thus we envisaged that disturbances in 
tryptophan dynamics during the puerperium could 
be biological markers of susceptibility to depression 
rather than primary causative factors. Dr Harris' 
findings support this view and in this sense distur- 
bances in total or free tryptophan at parturition may 
indeed be epiphenomena as he suggests, not of the 
blues, but of a more fundamental disturbance which 
does bear a causal relationship to depressed mood. 

SHEILA HANDLEY 
Department of Pharmacy, 
University of Aston, 
Birmingham 
GILLIAN WALDRON 

Department of Psychiatry, 
London Hospital Medical College, 


London El | 
THE ART OF MEASURING SEROTONIN 
UPTAKE IN PLATELETS 
DEAR Sir, 


Arora and Meltzer (Journal, October 1980, 137, 
396-99) criticize the paper by Coppen et al (Journal, 
March 1980, 136, 235-38), mainly on methodological 
grounds. Their main point seems to be that when 
5-HT uptake is determined at concentrations greater 
than 1 uM of 5-HT, the effects of passive diffusion 
cannot be entirely corrected. According to my 
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(and those of others) this is not correct— 
d one uses an adequate ‘blind value’ to be 
cted from the measured uptake values (Ling- 
de, 1977). The easiest way to obtain this blind 
e is that used by. Coppen et al: to add varying 
tions of 5-HT to samples kept in the cold. 
s blind value is used, I find that the initial 
ie at 37°C shows all the characteristics of 





‘saturable, active uptake, at least up to 8 uM of 5-HT. 
Thus, it is completely blocked by low concentrations 
of antidepressants like clomipramine, and by omitting — 


sodium or chloride from the incubation medium. 

It may be possible to obtain the same data also by 
extrapolating back from the linear part of the uptake 
vs. concentration curve, as recommended by Stahl and 
Meltzer (1978), Tuomisto and Tukiainen (1976) and 
Tuomisto et al (1979). However, I find this method 
less satisfactory, because of the uncertainty in assess- 
ment of the ‘linear part’ of the (hyperbolic) uptake 
curve, td 

Like Arora and Meltzer, I was surprised by Coppen 
et als finding of reduced 5-HT uptake in plasma after 
adding lithium carbonate. In my own in vitro studies 
with lithium (added as chloride) I have never seen an 
inhibitory effect of lithium, even in high concen- 
trations. Neither have I seen a stimulatory effect, 
except in the absence of K*; lithium thus seems to 
have a ‘potassium-like’ effect on 5-HT uptake 
(Lingjaerde, 1977). However, 5-HT uptake decreases 
very rapidly with increasing pH (Lingjaerde, 1977). 
Could it be that the inhibitory effect of lithium 
carbonate found by Coppen et al is due simply to 
increased pH ? | 

Indeed, the measurement of 5-HT uptake in 
platelets is blessed with many pitfalls! 

Opp LINGJAERDE 
Section of Clinical Psychiatry, 
University of Tromso, 
9010 Asgard, Norway 
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.PAPER LENGTH IN THE BRITISH JOURNAL 
E OF PSYCHIATRY AND PSYCHOLOGICAL 
MEDICINE 


DEAR SIR, 


The British Journal of Psychiatry publishes fewer 
long papers and more short papers than Psychological 
Medicine. Could authors have public guidance whether 
this is editorial policy ? 





Frequency distribution by page length of original articles and 
review articles in BIP and PM during 1978 and 1979 
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2 JE BRIAN BARRACLOUGH 
Royal South Hants Hospital, 
Graham Road, 
Southampton SO9 4PE 


The present policy of this Journal is to have no 
policy about length as such, but to expect length to be 
related to the importance, interest, and novelty of the 
subject matter addressed to psychiatric readers. In 
papers reporting original studies we look with dis- 
favour on long reviews of the literature if these are 
available elsewhere, except in special cases; also on 
long discursive and speculative discussions of rather 
few data: each subject has its appropriate length. Some 
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of the papers we publish are shorter than the manu- 
scripts originally submitted. Even so, every rule has 
its exceptions.— Editor. 


AN EARLY CASE OF BATTLE HYSTERIA 
DEAR Sir, 


Hysterical symptoms in the field of battle were first 
recognized during the First World War, and have been 
the subject of a number of monographs e. g. Hurst 
(1940), Yealland (1918), and Mott (1919). It is likely 
that many cases occurred in previous wars, but 
remained unrecognized owing to the limitations of 
medical knowledge. 1 would like to report a case of 
hysterical blindness that occurred during the Penin- 
sular War (1808-14). 

My great-grandfather, on his retirement, wrote a 
history of his own life and that of his family as it had 
been told to him. The history has been continued by 
each successive generation, but has not been pub- 
lished. The history starts with an account of my great- 
great-great-grandfather, who had been a weaver in 
Ayrshire before enlisting in the 94th Regiment. He 
was soon in active service, During the Peninsular 
War he fought in nine engagements and had many 
narrow escapes. It was towards the end of the cam- 
paign he became blind: 

“He had been assisting the surgeons and rubbed 
his eyes, while his hands were bloody and got poison 
into them and became blind, He was invalided home 
or rather to Kilmainham Hospital in Ireland, where 
they did all they could to cure his blindness, but 
without effect so he missed being at Waterloo. 

His father hearing of him being at Kilmainham, 
and that all hopes of his getting his sight had been 
given up, he petitioned the War Office for his dis- 
charge which was granted. His father with 2 or 3 
friends to help, set sail in a small boat from Ayr 
and got my grandfather on board and set sail for home. 
On a part of the journey it became necessary to lower 
the sail, and he took more of the rowing. 

Whether it was the exercise or whether the disease 
had worked itself out, they did not know, but the 
blind man whispered to his father that he could see 
the man in the boat. His father thought it best that 
the fact should not be known. After the long war 
there was a great demand for men and 1 suppose his 
father would be afraid that if it was known that his 
sight had returned he would be sent back to his 
Regiment so he kept about the house and took what 
exercise he needed in the garden at the back of his 
father's house, 

He renewed his acquaintance with Jean B., whose 
garden adjoined that of his father's; For a whole 
month he kept up the impression that he was blind. 


It became impossible, so by and by Jean and h ; 


were married". i 
The sudden onset of blindness in the war m h 
recovery on the passage home are suggestive i 


combat hysteria. It is likely that the symptom of 


blindness was an unconscious attempt to 'shut ou 
the sights of mutilation he had seen while assistin 
- the Army Surgeon. 


Department of Medicine, 
University Hospital of Wales, 
Cardiff CF4 4 XW 
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ANTICIPATORY GRIEF 
DEAR SIR, 

Fulton and Gottesman’s (Journal, July 1980, 137, 
45-54) detailed analysis of the literature on Antici- 
patory Grief rightly raises doubts about the usefulness 
of this concept. Unfortunately they have failed to spot 
a very interesting and important finding which 
emerges from the large amount of research which they 
report. 

Despite all the differences in definition and metho- 
dology there are three studies which come up with 
clear evidence of a relationship between forewarning 
of bereavement and good outcome. The factor which 
distinguishes these three from the five other quan- 
titative studies is young age. Natterson and Knudson's 
(1960) study of dying children and Glick’s (1974) 
study of widows and widowers under age 45 both 
show that in the young age group, the opportunity 
to anticipate bereavement does reduce the intensity of 
subsequent distress. Ball's (1977) study allows direct 
comparison of widows over and under 45 years of age 
and confirms this finding. 

Although Maddison and Walker's (1967) study is 
referred to by Fulton as being concerned with "young 
and middle aged" widows in fact widows under 45 
were not included in their research. 

One other study which was not included by Fulton 
is a comparison of relatives of 32 patients who had 
died in Sweden within a few hours of becoming ill and 
55 controls most of whom had died from cancer 
(Lundin, 1979). Both groups were under the age of 65 
and the change in morbidity was measured in days of 
sick-listing from Swedish social insurance claims 
during 2 years before and after the death. Lundin 
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hat the mean: number of days sick increased 
2 to 54.0 in the unexpectedly bereaved group 
iat this was most marked in relatives of patients 
no had. died in a violent accident (P < .01). No such 
rease was found án fhe control group oe 








It seems reasonable to conclude that deaths which 


. are both unexpected and untimely are potentially 


pathogenic. 

.. C. COLIN MURRAY PARKES 
The London Hospital Medical College 
Turner Street, London EI 2AD 
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VULNERABILITY FACTORS AND DEPRESSION 


Dear Sir, 

Roy (Journal, August 1978, 133, 106 and January 
1981, 138, 75) purports to corroborate Brown et al’s 
(1975, 1977) findings that unemployment, lack of a 

confiding relationship and early parental loss act as 
vulnerability factors in relation to depression. This 
conclusion, would not appear to follow from his data. 

The features that constitute the essential defining 
characteristics of vulnerability factors have been 
hotly disputed (Tennant and Bebbington, 1978; 
Brown and Harris, 1978, 1980; Bebbington, 1980; 
Surtees, 1980). Nevertheless, a fundamental point of 
agreement is that their effects can only be demon- 
strated in conjunction with information pertaining to 
life events. Roy (1978) appears to concur with this 
view in that he defines vulnerability factors as "factors 
which increase the chances of developing a psychiatric 
disorder in the presence of an event or difficulty" 
(p 106). 

Despite this definition, however, he failed to collect 
any information pertaining to the occurrence of life 
events or difficulties. Thus, in the absence of this 
information it is not possible to determine whether 










e `: presented c can is bo piis i ously Viewed as suggesting 
— that these factors dire uence depression, it can- 
not be used. to corroborate the eB model. 

= | k Davin J. Cooke | 
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ERRATUM 


In the paper By E. Szabadi, P. Gaszner and C. M. Bradshaw (Journal, Noveinber 1980, 137, 433-39) the 
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Summary: During 2 weeks on a waiting list 12 patients with morbid grief did not 
improve significantly. They were then randomly allocated either to guided 
mourning treatment, in which they were encouraged to face cues concerning 
their bereavement, or to control treatment in which they were asked to avoid 
such cues. Each treatment comprised six 14 hour sessions over 2 weeks. At 
week 4 guided mourning patients had improved significantly more than had 
controls on 3 measures, with a supportive trend on 4 measures. Improvement, 
though modest, was maintained to 10-28 weeks follow-up. Control patients did 
notimprove significantly or show any trend to do so. 


."-. The concept of loss occupies a central position in 
- psychiatry (Freud, 1917; Lindemann, 1944; Bowlby, 
1960). Earlier interest focussed on. the mother- 
infant relationship but more recently attention has 
been paid to the effect of other losses; for example of a 
home (Fried, 1962) or a limb (Parkes, 1972). Loss of an 
important relationship through death appears to have 
the most extensive sequelae, both to physical (Maddi- 
son and Viola, 1968; Rees and Lutkins, 1967) and to 
— mental health (Parkes, 1964). | 

».. Much has been written on the process of mourning 
following such a loss (Parkes, 1964; Averill, 1968; 
Lindemann, 1944) but few studies have described or 
compared treatments for those whose distress is un- 
unduly protracted or profound. Recent descriptions of 
a behavioural treatment for morbid grief have been 
< promising (Ramsay, 1976; 1977; 1979; Gauthier and 
. Marshall, 1977; Gauthier and Pye, 1979). The 
= approach (which we call ‘guided mourning’) likens 
unresolved grief to other forms of phobic avoidance, 
which have been treated successfully by exposure to 
the avoided situation, as in the treatment of obsessive- 
compulsive and phobic patients (Marks, 1978)..In one 
series (Liebermann, 1978) most of the 19 patients 
treated with this approach improved with an un- 
specified amount of treatment: this study indicated the 
need for a controlled investigation which this paper 
reports. | 

The present study compared guided mourning with 
a control treatment in 12 patients with morbid grief (6 
per condition). | = 


Design and Treatments 


- -After two weeks on a waiting list twelve patients 
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were randomly assigned to one of two treatments. 
Each treatment consisted of 1-14 hour long sessions 
given: three. times weekly for two weeks, with sub- 
sequent follow-up until 28 weeks after entering the 
trial. 

There were five therapists: one (psychiatrist) 
treated six patients (three per condition); two (psych- 
iatrist, nurse therapist) treated one patient each in each 
condition; two further therapists (psychiatrist, nurse- 
therapist) treated. one patient each in the different 
conditions. | 


Psychological treatments 


Between weeks 2 and 4 patients received either 
(a) guided mourning or (b) control treatment. 

(a) Guided mourning (6 patients). During treatment 
sessions the patient was exposed to avoided or painful 
memories, ideas or situations, both in imagination and 
real life, related to loss of the deceased. After initial 
explanation of treatment aims, the events surrounding 
the loss or its consequences were discussed and the 
therapist then focussed on those areas which the 
patient found difficult to describe, for example a 
situation associated with great sadness or guilt, The 
patient was then encouraged to describe repeatedly 
such situations until his initial distress was diminished, 
which was then pointed out to him. Patients who 
avoided places such as the hospital where the deceased 
died, the cemetery or that person's last town of 
residence were encouraged to visit those places. 

. When phobic avoidance mainly concerned the loss 
itself the patient was encouraged to say "goodbye" to 
the deceased aloud in the sessions, in writing during 
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homework, and sometimes at the cemetery where the 
deceased was buried. 

Throughout treatment the therapist aimed to maxi- 
mize exposure to stimuli at a pace tolerable to the 
patient, and to minimize discussion of issues not 
immediately relevant to this task. 

During the first 4 sessions, all patients were given an 
instruction card on which was written: "Write at least 
one page daily about your relationship with the de- 
ceased, and think about that person as often as you 
can. Force yourself to face the grief and you'll feel 
better. Also look at a photo each day of the deceased". 

(b) Control treatment (6 patients). In contrast to 
guided mourning, the patient was encouraged to avoid 
thinking of the deceased, and to give as little attention 
as possible to such painful memories or thoughts as 
emerged spontaneously. Methods of distraction were 
suggested, and techniques of thought-stopping or 
relaxation between sessions were also sometimes used. 
Emphasis was placed on current issues and on the 
need to carry on with life in an industrious and 
positive fashion. Advice was given on how this might 
be done with as little reference as possible to the 
deceased. In some cases, the subject of the loss was 
repeatedly re-introduced by the patient; this was dealt 
with by pointing out the distress caused and the need to 
concentrate on less distressing and more positive 
topics. The patient was then advised to put out of sight 
all painful reminders of the deceased such as photo- 
graphs or possessions. 

During the first 4 sessions all patients were given an 
instruction card on which was written: “Write at least 
one page daily about your relationships to friends or 
relatives who mean a lot to you, and think about them 
as often as you can. Give yourself a break and you'll 
feel better. Also look at photos of your friends or 
valued relatives each day’. 

The two treatments were both directive, and had in 
common the joint co-operation of therapist and pat- 
ient, and each step was made at a mutually acceptable 
pace. Each involved outpatient treatment (except in 
two cases, one per condition), sessions of similar 
duration and number, and tasks to be carried out at 
home or elsewhere after the sessions. All patients were 
given a relevant instruction card at session 1. 


Patient Selection and Characteristics 

All patients complained of persistent distress of over 
one year's duration which dated from the loss, or 
which had been greatly exacerbated by the loss. In 
addition, suitable patients had to have two or more of 
the features listed in Appendix 1 and not have had 
behavioural treatment for them. Suitable patients 
were then randomly allocated into guided mourning 
or control conditions within two weeks of initial 


assessment. Of the 12 patients selected, 11 were 
women, age range was 28 to 61 (median for guided 
mourning 42, and for control 54). The loss had occur- 
red between 1 and 10 years prior to treatment (median 
for each condition 3 years). Seven patients had lost 
their husband, four their mother and one her aunt. 
Cause of death was neoplasia in 11 relatives and heart 
attack in one. Four patients in each condition were on 
antidepressant medication throughout the study, 
having been on it for at least 6 months previously. 

Case examples: Two case histories are given to 
illustrate the type of patient involved in the trial. 
Neither did well. 


(a) Guided mourning. A woman of 58 had been depressed 
and lonely since the death of her second husband from 
Hodgkin's disease nearly two years previously. Since the 
death she had taken two small overdoses, and often thought 
of suicide. Alcohol and cigarette consumption had in- 
creased. Sleep and appetite were poor, and her sleep was 
often disturbed by nightmares of her husband's illness. 
She avoided one of the hospitals he had been treated at, 
and could not look at his glasses, although none of his 
other possessions distressed her. She felt extremely bitter 
and angry about the way her husband had been treated in 
hospitals and by various doctors, who were almost uni- 
formly regarded as callous and incompetent. 

She was the oldest of three children, and described her 
childhood as very unhappy. Following a row with her 
father she left home at 14. She took various secretarial 
posts and was married at 20. The marriage was unhappy 
and ended after 10 years in divorce. In contrast, her second 
marriage was recalled as ideal. 

At assessment she was depressed, tearful, and very angry 
about her husband's treatment. She said she could some- 
times feel her husband's presence, often talked to him and 
had once since his death felt his hand, 

From the first session she was encouraged to describe 
some of the more painful memories of his illness, e.g. his 
difficulty walking, the brusque treatment by one hospital, 
the late diagnosis. In this and subsequent sessions she was 
gently asked to describe repeatedly one particularly 
distressing episode. This occurred when her husband's 
legs became paralysed and he asked her for help. She 
recalled his fear and. her feelings of powerlessness to help 
him. 

Another distressing image was of her husband's face 
near the end of his illness when it was bloated and ugly. 
These and similar memories were repeatedly presented to 
her disgust and she was asked to describe the feelings they 
evoked. She felt extremely angry with the doctors who had, 
in her view, treated him casually and perhaps even experi- 
mentally. Again, she was encouraged to talk of her anger 
towards them, as well as towards his relatives whom she 
thought had neglected her in her loneliness. - 

At the end of each session she was given homework. This 
consisted of looking at photographs of her husband, of 
writing letters (not to be sent) to the various doctors who 
had treated him, and of letters to her husband, talking of 
her feelings. The last she found impossible to begin with but 


.. despite much encouragement to do so. 
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later managed to write to him of her loneliness and sadn 
at his loss. She could never write a final “goodby 


During follow-up the sessions gradually became . 
supportive and less concerned with the bereave 
Although some of the distress evoked by talking abou 
husband was now lessened she remained lonely ant 
embittered when discharged at 10 months follow-up. 


(b) Contedl treatment. A woman of 58 described hers I 





as a lifelong worrier. She became depressed three mon 


after her husband's death from lung cancer two "years 
before entering the trial. In his final illness, which lasted. 


six months he became cachectic and hallucinated. She fed 


him with food she prepared. One day after feeding him he 


vomited: blood and died subsequently during gastroscopy. 
When she saw the body, she thought she saw his face. move, 
and ran out to tell the nurses there had been a mistake... © 


During her depression she became insomniac, anorexic 


and lost weight. She lost interest in life, and was emotion- 
ally labile, with frequent crying spells. A year before 
entering the trial she was admitted for two months and 
improved slightly. At assessment she was still mildly 
depressed, and felt guilty if she ever began to enjoy herself. 
He was rarely far from her thoughts and, even in the 
simplest task such as threading a needle, often asked him 
for help in her mind. or aloud. She often saw him in her 
flat when alone and talked to him, but knew the experience 
was imaginary. She also saw his cat which had died shortly 
after her husband. 

At the first session it was explained to her that she had 
suffered a great deal and that therapy would concentrate, 
with her co-operation, on her resuming a normal, active 
life.. This would comprise resuming previously neglected 
interests and tasks, and perhaps involve new ones. She 
agreed to this and in her homework she made plans for a 
holiday, wrote a diary of daily activities and undertook 
more of the household chores. 

In treatment she showed a marked tendency to return 
to the subject of her husband. which, although said to be 
comforting, usually made her tearful. This was pointed out 
to her and ways of distracting herself from sad or painful 
memories were discussed. Again; she understood this but 
found it hard to comply. On many occasions the opport- 
unity arose in the sessions to practise such self distraction 
by talking of neutral topics, but the effect was usually 
shortlived. 

During one session family photographs were looked at. 
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was encouraged to talk about those of her niece's 
ly, but the briefest attention possible was given to 
eof her husband. All mention of him met with a 
e reminder that the subject was distressing for her 
erefore best avoided. 

ow-up sessions were supportive, with continued 
sis on pursuit of an active life and discouragement of 
pective reflection. She improved slightly overall with 

eater interest i in her job and several activities. | 


Measures 


Patients rated themselves at weeks 0, 2, 4, 8, 12 and 
28 (Fig 1). There were no observer ratings. Ratings at 
week 4 occurred 2 days after the last treatment 
session. As a few ratings were lost at weeks 8 and 12 
the two points were pooled to give a score for “week 
10’, Measures were designed to cover four areas of 
function which are currently of theoretical interest in 
the treatment of morbid grief. This facilitated study of 
the interrelationships among different areas of 
pathology when treatment led to change. 


1. Pathology of grief itself 


(a) Bereavement avoidance tests: Five tasks con- 
cerning bereavement were given to every patient to 
complete at home, each task to take 2 minutes timed 
on the patient's watch. The 5 tasks were: to look at a 
photograph of the deceased; to hold a possession of 
the deceased's and then throw it in the dustbin; to 
think about those qualities of the deceased they liked 
most and least; and finally to write a letter to the 
deceased. Each was rated according to (i) Performance 
whether or not each task could be done (score 
range 0-5) and (ii) Distress—if each task could be 
done, how much distress it caused, by marking a 
cross on a 10 cm line between the two extremes of 
‘no distress’ and‘ “great distress’. (Mean of 5 scores 
range 0-10). 

(b) Physical symptoms of grief: Score range 0-39. 
Thirteen symptoms commonly reported during 
mourning (Maddison and Viola, 1968) were selected 
for this newly devised scale, and each item was scored 
from 0 (“I almost never have this") to 3 ("This is a 
severe problem"). (See Appendix 2). 
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(c) Hostility-anger-guilt: Score range 0-10. This 
newly devised scale comprised 7 questions concerning 
affective manifestations of grief. (See Appendix 3). 

(d) Texas inventory of grief: This consists of 7 
commonly-encountered features of normal grief each 
rated 0—4 (score range oh) (Faschingbauer et al, 
1977. Appendix 4). 

(e) Attitude to self and to Js deceased: Two con- 
cepts (MYSELF and the DECEASED specified by 
name) were rated on bipolar 0-6 semantic-differential 
scales. MYSELF was rated on evaluative scales 
(good-bad, unpleasant-pleasant) and two anger 
scales (angry-calm and placid~irritable). The DE- 
CEASED was rated on 2 evaluative scales (un- 
pleasant-pleasant, good-bad) and one thought- 
difficulty scale (easy to think about-upsetting to think 
about). Each concept yielded 2 factor scores (evalu- 
ative and anger for MYSELF and evaluative and 
thought-distress for the DECEASED). 


2, Depression 


(f) Wakefield depression questionnaire. Score range 
0-36. This self-rating questionnaire (Snaith er al, 1971) 
comprises 12 0-3 items. It has a test-retest reliability 
of r = 0.68 and correlates r =: 0.87 with the Hamilton 
depression scale (Marks er al, 1980). 


3. Anxtety, fear, compulsions 


(g). Anxiety was rated on a 0-8 scale (Watson and 
Marks, 1971). 

(h) Fear questionnaire (FQ). This lists 17 phobic 
situations each to be rated on a 0-8 scale of avoidance 
(Total phobia score range 0—136), 6 anxiety-depression 
feelings each rated on a 0-8 scale (anxiety-depression 
score range 0-48), and a single overall global phobia 
0-8 scale (Marks and Mathews, 1979). 

(0 Compulsive activity checklist. Score range 0-117. 
This consists of a series of 0-3 scales concerning 
avoidance, repetition and duration of 39 everyday 
activities (e. g. having a bath, washing clothes). The 
scale was modified from that devised by Hallam (see 
Philpott, 1975 and Marks et al, 1977). 


4. Social adjustment (j-n) 

Five items (work, leisure, sex, relationships with 
family, relationships with friends or neighbours) were 
each rated on a 0-8 scale (Watson and Marks, 1971). 


Results 
Table I and Fig 2 summarize the results. All scores 
are arranged so that the lowest score of O indicates 
absence of pathology. All 12 patients completed 
treatment to week 4. One control patient did not 
return at week 10. At week 28 six patients failed to 


attend for follow-up (two from guided mourning, four 
from control). All t-tests reported are two-tailed. 


The 2 groups combined: overall change 

From weeks 0 to 2 the 12 patients did not improve 
on any measure; in fact at week 2 they rated the 
deceased as significantly less good and pleasant than at 
week 0 (P. —.02 on analysis of variance). Pooling the 
scores for weeks 0-2, (i) analysis of variance of the 
change to week 4 showed that the 12 patients taken 
together improved on 5 measures: Wakefield De- 
pression (P «.03); hostility-anger-guilt. (P <.02), 
global phobia (P —.06), bereavement avoidance-task 
performance (P —.001), difficulty thinking about the 
deceased (P <.01). (ii) t-tests showed improvement on 
7 measures at week 10 Wakefield Depression (P 
<,03); physical symptoms of grief (P —.1); hostility- 
anger-guilt (P —.1); Texas inventory of grief (P 
<.08); anxiety (P. <.08); fear questionnaire, anxiety- 
depression (P. «.05) and work (P <.08). There was no 
worsening on any measure, 


Between-groups analysis 


Guided mourning was compared with the control 
treatment by analysis of covariance, which covaried 
the pooled means of each condition's scores at weeks 
0--2, and compared these with scores at week 4: 
After guided mourning, patients improved more than 
did control patients on total phobic avoidance (P 
<.03), bereavement avoidance-task performance (P 
<.02) bereavement avoidance task-distress (the 
guided mourning patients did not improve, while 
control patients became significantly worse) (P. < .03), 
difficulty in thinking about the deceased (P <.07), 
Texas inventory of grief (P —.06), anxiety-depression 
(P <.08), and global phobia (P <.1); at week 10 
t tests comparing raw scores found guided mourning 
to be better than control on the Texas inventory of 
grief (P « .05). 

Control patients did not improve more than guided 
mourning patients on any of the measures at weeks 4 
or 10. 


Within-group change 

From weeks 0 to 2, 2 to 4, and 2 to 10 change was 
examined within each condition separately by t tests 
(2-tailed). Neither group changed significantly from 
weeks 0-2. From weeks 2-10 guided mourning 
patients improved on the Texas inventory of grief (P 
<.05). No significant improvement or trend to do so 
was found on any measure for the control condition. 
At 28-week follow-up the 4 guided mourning and 2 
control patients who attended had improved slightly 
further on most measures. 





z Mean SE Mean SE Mean SE 
Score ——— —— — 
ge 4 I 4 10 
- Pathology of grief itself Ed 
(a) Bereavement avoidance tasks S o 
(i) Performance 0-5 3 1.5 03 02 0.2 0.8 0.3 
(ii) Distress | 0-10 4.0 Solte ^ 653. 13 4.8 1.0 
| | me: 4.8 4.8 1.4 6.5 | 1.3 7.8 1.3 
(b) Physical symptoms of grief 0-9 GM 100 2.6 9.3 18 70 1.2 5.8 1.4 
Aids d ee eg SS 3.0 9.5 30 90 1.8 8.7 1.6 
(c) Hostility-anger-guilt 0-10 -.GM 4.5 0.3 5.0 07 3.3 0.5. 3.3 0.6 
ds ico d Gee oAS L0 . 38:09 — *X$ L0 —3.6 1.3 
(d) Texas inventory of grief 0-5 GM 18.2 1.4 19.3 1.3. 14.3 1.7 116 29 
| u5d9.7 2.0 20.0 1.9 19.6 1.6 19.5 1.9 
(e) Attitude to: j ird | : 
. :; MYSELF 0-12 GM . 6.5 1.4 9.0. L1 6.8 1.9 7.0 2.1 
(D Evaluative Creo 5,0 0.8 4.5 ^ 1.0 4.3 0.7 5.0 1.6 
(ii) Anger 0-12 GM ..8.7 1.1 941 1.0 8.3 1.3 7.0 1.9 
| C "S d. M. 6.0. 1.9 6.3 1.6 4.5 0.9 
DECEASED 0-12 GM 377 2.0 5.8. 1.6 3.6 1.8 4.2 1.4 
(ii) Evaluative | 1.3 0.6 5.T.. 2.0 4.8 1.9 1.9 0.7 
(iv) Thought-difficulty 0-6 GM 5.8. 0.2 4.3. 1.0 ae dd 2.9 2.2% 
| ! 2.7. 1.1 3.5. 0.9 20. 11 3.4 1.5 | 
- Depression : | l 
(f) Wakefield 0-36 GM 25.5 2.4 27.0 2.0 20.8 3.8 18.8 4.6 - 
C 24.5 3.0 24.7 2.8 21.8 2.2 22.2 3.3 
Anxiety, Fear, Compulsions SUPCR | 
(g) Anxiety 0-8 GM Soho d 5.8... 0.8 5.0. 0.8 4.2 1.0 
5.0 1.1 5.0. L4 4.3 1.1 4.5 1.4 
(h) Fear questionnaire (FQ) 5 
(i) Total phobia: avoidance 0-136 GM 36.8 8.6 44.7 11.7 32.2 8.2 29.2 0.5 
C 34.8 13,0 29.2 10,3 34.2 12.0 34.9 15.6 
(ii) Anxiety-depression 0-48 GM 26.5 1.6 45.3 2.1 17.8 3.8 14.2 4.3 
C 20.3 6.1 19.3 :.5.7 21.5 535.9 20.8 6.4 
(ii) Global phobia 0-8 GM 4.7 1.2 2.7 . LO 2.2 0.7 1.7 0.7 
: | Cs 3.7 1.5 d. ds 3.5 1,5 4.5 1.6 
(i) Compulsive activity checklist 0-117 GM 20.0 5.4 20.3 59 18.8 6.3 13.5 5.6 
E | , 22.5 7.7 28.0 10.0 32.5 13.0 232 12.1 
Social adjustment te E | | EE | 
() Work | : 0-8 GM 2.8 1.4 3.8 11 28 Ll 27 10 
(k) Leisure di | 0-8 | GM 3.7 1.4 4,8-5440- .. 3.3 1.2 4.1 1.4 
i | ; e C. 43 1.3 2.8. 0.9 4.3 1.2 4.8 1.4 
(D Relationship with family | 0-8 GM 4.0 1.8 2.3° 1,2: 2.5 1.3 2.8 1.1 
s 3 . . 13 L0 18 10 120 10 14 09 
(m) Social relationships 0-8 GM 2.2 1.2 3.3. 1.6 1.8 0.9 2.2. 1.2 
C 2.0 10 2.0 0.5 2.3 0.9 3.0 1.3 
GM = Guided mourning; C = Control treatment. 
Therapist effects HEIIHOHMMUS among the measures 
The therapist who had most experience with guided | - The sample was too small for factor analysis. 
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Occasions were found among the following measures 
(n — 12 for each, P at least. «.05). Wakefield de- 
pression with: Mhostility-anger-guilt, anxiety-de- 
pression (FQ-fear questionnaire), anxiety, relatio 
ships outside the family. Physical symptoms with: 
hostility-anger-guilt, global phobia (FQ). Hostility— 


anger-guilt with: anxiety-depression (FQ), global. 
phobia (FQ), anxiety, Wakefield depression, physical. mc 1 
| as in à 48 year old woman who since the death of her 
mother 3 years before had become almost house- 


symptoms. 

Total phobic avoidance (FQ) with: global phobia 
(FQ) and compulsion checklist. Anxiety with: 
leisure. Leisure with: anxiety, relationships outside the 
family. Two versions of the hostility-anger-guilt 
scale (linear analogue versus anchor points) correlated 
significantly with one another at weeks 0, 2 and 4 
respectively, (r == .68,.72, .75, P <.007). 


Discussion 

During 2 weeks on a waiting list patients with 
morbid grief did not improve significantly on any 
measure. Over the next 2 weeks those who received 
guided mourning showed significantly more improve- 
ment than did controls on 3 measures (behavioural 
avoidance tests concerning the deceased and distress 
during them, and total phobic avoidance), with a 
supporting trend in the same direction on 4 measures 
(difficulty thinking about the deceased, Texas in- 
ventory of grief, anxiety-depression, global phobia). 
This improvement was maintained at 10 and 28 weeks. 

In contrast, control patients showed no significant 
improvement or trend to do so on any measure. The 
control treatment might be construed as having con- 
tained an element of paradoxical intention, but if so 
this was not therapeutic. 

All measures in this study were self-ratings, but 
changes were consistently in the same direction, all 
favouring guided mourning over control treatment. 
Observer ratings were not used in this pilot study, but 
other systematic comparisons of observer with self- 
ratings for depression, phobias and rituals have found 
these to correlate highly significantly (Marks and 
Mathews, 1979; Marks et al, 1980). 

The results suggest that guided mourning is a useful 
ingredient in the management of morbid grief, 
although the effect was not as potent as might have 
been hoped from some earlier reports (Ramsay, 1977; 
Gauthier and Pye, 1979; Lieberman, 1978). Our 
. patients had only 6 treatment sessions over 2 weeks. 
Perhaps more sessions of treatment over a longer 
period would have had greater effects, and this is being 
investigated. : 

Whether guided mourning is especially worthwhile 
in any particular variety of morbid grief could not be 
ascertained from our small sample of patients. 
Parkes (personal communication) suggested that 
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ded mourning is indicated where grief has been 
ed; repressed or delayed, but is not especially 
where patients can readily express their grief 
n self-punitive fashion or as an excuse to avoid 
oping a new life style. For the latter a goal- 
d programme may be helpful. 
ugh the overall effects of guided mourning were 
in some cases marked improvement occurred, 





bound, had drinking episodes and become socially 
isolated. During guided mourning she was encouraged 
to visit places associated with her mother and to write 
letters to her about her mother's irritating habits. The 
patient carried out these activities and in her last week 
of treatment visited her mother's grave daily and said 
goodbye to her. At 28 weeks follow-up she was 
socially more active, was no longer drinking ex- 
cessively, was driving a car for long distances, and 
was looking for a job. 

Bereavement is a normal and important cause of 
physical and mental distress. Grief is regarded as 
morbid when unduly prolonged or severe, and this 
study investigated the alleviation of morbid grief by 
brief. intervention. of. two. sorts. Guided mourning 
assumed that morbid. grief is to some extent main- 
tained by phobic avoidance of an aspect of cues 
concerning the deceased, and concentrated on en- 
couraging approach (exposure) to avoided cues. The 
control treatment was the opposite approach which 
discouraged exposure and resembled the reassurance 
frequently given by friends or relatives of bereaved 
individuals, although the control treatment was more 
intensive, structured and administered in a therapeutic 
setting. 

Guided mourning involved intensive reliving of 
avoided painful memories and feelings associated with 
bereavement, and did not attend to social and bio- 
logical features of morbid grief, though the latter were 
often a more obvious aspect of psychopathology. 
Other important features concerned depressed mood 
and general anxiety, and these were less improved by 
guided mourning than was avoidance of the de- 
ceased. This is in keeping with the nature of the treat- 
ment, but the generalization of improvement from 
increased approach to cues about bereavement to 
lightening of depression was much less than might 
have been hoped for. At the end of treatment the 
sample still had abnormally high Wakefield depression 
scores. p 

The superiority of guided mourning was most 
evident on measures of approach to bereavement cues, 
and less evident on measures of depression like the 
Wakefield and other measures which correlated 
significantly with the Wakefield. This suggests that the 
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mood disturbance and the avoidance of bereavement 
cues are less intimately linked than is commonly 
thought to be the case. This idea is borne out by the 
few significant correlations among measures of these 
two problem areas, though our sample was too small 
for systematic appraisal of this issue. A related 
phenomenon is the relative independence of de- 
pressed mood on the one hand and phobic-obsessive 
problems on the other. The latter responds well to 
exposure treatment and the former does not (Marks 
et al, 1980). 
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Appendix 1 
Additional selection criteria: 2 or more of the following: 
Delayed or abnormal onset of grief after the death. 
Increased alcohol, drug or cigarette consumption since 
bereavement. 
Identification with deceased. 
Psychoneurotic reactions arising since death. 
Anniversary reaction. 
Avoidance behaviour concerning the deceased. 
Excessive guilt or hostility towards the deceased, or 
those involved with the deceased. 
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Appendix 2 
Physical symptoms | 
Headache. 8. 
Chest pain. 9, 
Vomiting. 10. 
Eat too much. 1t. 
Palpitations. 12. 
Shortness of breath. B. 
Nightmares. 


Nausea. 

Drowsiness. 
Unsteadiness of hands. 
Dizziness. 

Sweating more than usual. 
Sexual difficulties. | 
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Appendix 3 3 
Hostility-Anger-Guilt 
i. Lhave let people down since the death: 
2. Everyone did all they could at the time of ceath 
3. I did all f could for the deceased. 












| get upset when i think about the person who died. 
: séoccagied s with thoughts about the person who 
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[ get cross at my friends and relatives more tha 
should. | 
blame. myself for the death. 


Certain people are to blame for the death. 


-Since the death I have got on with ife quite well. . ^ ptthe los of the person who died. 


he person who died. 
BLS GAS 'erson who died. . 
each year at about the same time 


Appendix 4 
xa $ inventory of grief 
E. At times I still feel the need for the person who died 
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.. The Carroll Rating Scale for Depression - 
L Development, Reliability and Validation 


BERNARD J. CARROLL, MICHAEL FEINBERG, PETER E. SMOUSE, 
SARAH G. RAWSON and JOHN F. GREDEN 


summary: The Carroll rating scale (CRS) was developed as a self rating 
instrument for depression, closely matching the information content and specific 
items of the Hamilton rating scale (HRS). The CRS was found to have acceptable 
face validity and reliability. The concurrent validity of the CRS was acceptable, 
based on comparisons with the HRS and the Beck Depression Inventory (BDI). 
The internal consistency of the CRS was very similar to that of the HRS. The CRS 
contained information about HRS scores beyond what could be predicted from 
BDI scores, but the BDI did not predict HRS scores beyond what could be pre- 
dicted from CRS scores. The CRS and BDI scores were strongly correlated and 
both had access to a subjective dimension of depression that could not be 
predicted from HRS scores. The complementary uses of self ratings and observer 
ratings are evident from these results. The CRS may be a useful alternative to the 
BDI as a self rating scale, with the additional advantage of closer correspondence 


to the HRS. 


In research studies of depression a measure of the 
severity of illness is an important requirement; 
ratings by clinicians were introduced first and these 
were followed by self rating scales. The comparative 
performances of these two types of rating have been 
studied extensively in recent years. Self ratings 
generally have highly significant correlations with 
Observer ratings but certain types of discordance have 
been described. For example Carroll et al (1973) 
found that the Hamilton rating scale (HRS) (Hamil- 
ton, 1960), completed by clinicians, was superior to 
the Zung self rating depression scale (SDS) (Zung, 
1965) in discriminating global severity of depression 
across three treatment settings (inpatient, day hos- 
pital, general practice); Bailey and Coppen (1976) 
found satisfactory and- significant correlations bet- 
ween the HRS and the self rated Beck Depression 
Inventory (BDI) (Beck et al, 1961) in only two-thirds 
Of patients and often very divergent results were 
found in the remaining third. Neither type of rating 
scale should be used for making a diagnosis of 
depression (Hamilton, 1960; Carroll et al, 1973; 
Hedlund and Vieweg, 1979) although the self rating 
scales are often used as screening instruments. 

The general problems of concordance between 
clinician ratings and self ratings were discussed by 
Prusoff et al (1972) and by Carroll et al (1973). While 
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problems such as denial, exaggeration and loss of 
insight are unavoidable, at least the content of the 
two types of rating can be controlled. The HRS is 
largely concerned with the behavioural and somatic 
features of depression, whereas the BDI is more 
concerned with the psychological and cognitive 
features. The Zung SDS contains a broad sample of 
features but is limited in its access to information 
about several items because of the way it was con- 
structed (Carroll et al, 1973). 

Since the Hamilton scale is the most widely used 
observer rating instrument for depression, a self rating 
version of the HRS closely following the item con- 
tent could be useful, and the development of such a 
scale (Carroll rating scale (CRS)) over a period of ten 
years, is presented here. 


Methods 

Design: The CRS was designed as a direct self rated 
adaptation of the original 17-item HRS. Items in the. 
HRS that are scored 0-4 are represented in the new 
scale by four statements denoting progressively 
increasing severity of illness. Similarly, items scored 
0—2 in the HRS are represented by two statements in 
the new scale. Thus, the maximum possible score is 52, 
as in the HRS. The complete list of CRS items, 
corresponding to the HRS items, is given in Appendix 


-. Double-negative response constructions were avoided. 


BERNARD J. CARROLL, MICHAEL FEINBERG, PETER | 


I. In the form that the patients complete (Appendix m 


the 52 statements are randomly presented. 


The direction of a response indicative of depression 





is YES for 40 statements, NO for 12 statements. 


Each statement is scored as one point towards the total 


3 _ score. While the logic of the set of statements for each 
item should require that patients answering positively 


to statement 4 also answer positively to statements 1,2 


and 3, we have not complicated the scoring procedure — 
by assigning different weights to the statements. This 


allows the total score to be compared more readily 
with the HRS score by clinicians using the CRS. By 
means of a scoring key the CRS score for individual 
items can be obtained, in addition to the total score. 

Reliability and validity: The CRS was completed by 
119 adults aged 18-64, employed at the University of 
Michigan Medical Center; for reasons of con- 
fidentiality the sex of each respondent was not 
identified, nor was it known whether a respondent was 
receiving psychiatric treatment. The respondents were 
a representative sample of the population; they 
covered a wide range of socioeconomic status. For 
comparison with the results in this sample, we ob- 
tained psychiatrists’ global ratings of severity, to- 
gether with CRS ratings in patients being treated for 
depression. These concurrent ratings were obtained on 
1191 occasions for over 200 patients. The global rating 
Of severity of depression was made on a four-point 
(0-3) scale. 

The concurrent validity of the CRS was estimated by 
comparing CRS scores with HRS scores in patients 
suffering from endogenous depression. The clinical 
diagnoses were made as described by Carroll et al 
(1980) and were supported in 98 per cent of cases by 
the Research Diagnostic Criteria (Spitzer et al, 1977). 
The two scores were obtained on the same day in each 
patient. Psychiatrists carrying out the HRS ratings 
received preliminary training in the use of this scale. In 
addition the CRS was compared with the BDI. For 
this comparison HRS, CRS and BDI ratings were 
obtained from 278 inpatients representing a range of 
psychiatric diagnoses, similar to the rangeemployed by 
Beck (1967) for his validation of the BDI. Corre- 
lations and partial correlations among the three 
severity scales were determined. — 

The internal consistency of the CRS was examined 
in patients with endogenous depression by correlating 
individual item scores with the total score, in parallel 
with an identical analysis of matched HRS ratings. The 
split-half reliability of the CRS was tested by corre- 
lating the sums of odd- and even-numbered state- 
ments with each other and with the total score. 
Similarly, the effect of direction of response was 
examined by correlating the sums of YES- and NO- 













nts. Separate analyses revealed only minor 
ges in correlations within subjects compared to 
ns across subjects (see Table I of the third 


P. Results 
neral population scores: The mean CRS score of 
subjects from the general population was 4.6, 


s.e. 0.4, The distribution of these scores was skewed 


heavily towards low values, with the median score 
being three (Figure). From inspection of the Figure 
we would propose à score of 10 as a reasonable cut-off 
point if the CRS is to be used as a screening instru- 
ment for depression. The higher scores reflect signi- 
ficant depressive symptoms in at least 9 per cent of this 
general population sample and this finding may be 
compared with a rate of 17 per cent found by Weiss- 
man and Myers (1978), using another self-report 
instrument in. an urban community survey. For com- 
parison, analysis of the 1191 concurrent global ratings 
and CRS ratings of patients revealed that 80 per cent 
of global ratings greater than 0, and 99 per cent of 
global ratings greater than 1, were associated with 
CRS scores above 10, | 

Split-half reliability: The split-half reliability was 
calculated with a total of 3725 CRS ratings. The sum 
of the odd-numbered statements correlated well with 


General Population (N=119) 


40 


30 


Number 


20b. 


10! 





FiG-—CRS scores obtained from 119 persons in the 
general population. 
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the sum of the even-numbered statements (r = +0.87, 
P <0.001). The sum of each half-set of statements 
correlated highly with the total score (r = +0.97, 


--0.96, respectively). The sum of YES statements 
correlated highly with the sum of NO statements (r — 


= 40,74, P. «0.001) in the same set of 3725 CRS 


ratings. The sum of the 12 NO statements correlated 
4-0.87 with the total score, while the sum of the 40 
YES statements correlated -+0.98 with the total 
score. 

Correlation with HRS: The matrix of correlations 
between items and total scores for 278 matched 
HRS-CRS ratings in 97 patients with endogenous 
depression is presented in the Table. The correlation 
of HRS total with CRS total was highly significant (r 


correlated with the HRS total (e.g., items 1, 7, 10) 
were also strongly correlated with several HRS items, 
and conversely for those CRS items only weakly 
correlated with the HRS total (e.g., items 14, 15, 16, 
17). The same comment applies to HRS items and the 
CRS total. The matching items for the two scales (the 
principal diagonal terms) were generally more highly 
correlated than other pairs of items; they ranged from 
—0.06 to +0.73, indicating that the design of the CRS 
items was not uniformly successful in matching the 
content of HRS items. The median correlation of the 
matching items was +0.60(P —0.001). 

To evaluate this range of correlations further, and 
to examine the internal consistency of both the HRS 
and CRS, the correlations of HRS items with HRS 
items, and of CRS items with CRS items, were cal- 
culated. (For reason of economy this matrix is not 
printed here but is available from the authors.) It was 
found that those CRS items strongly correlated with 
the CRS total (e.g. items 1, 7, 8, 10) were generally 
also strongly correlated with other CRS items, and 
conversely for those CRS items that were weakly 
correlated with the CRS total (e.g. items 14, 15, 16, 
17). Furthermore there was a similar profile of internal 
correlations for the HRS items. Individual CRS items 
exhibited correlations with the CRS total of between 
+-0.05 and --0.78 with a median of 4-0.55. Similarly, 
individual HRS items had correlations with the HRS 
total of between +0.19 and +0.78 with a median of 
--0.54. The rank order of CRS item correlations with 
the total CRS score was similar to the rank order of 
HRS item correlations with the total HRS score (r, = 
+0.72, P. 0.001). In addition, the rank order of HRS 
item correlations with the total HRS score was similar 
to the rank order of CRS item correlations with the 
total HRS score (r, = --0.67, P <0.01). The con- 
clusions from these results are that (a) the total scores 
of the CRS and HRS correlated well; (b) matching 
items of the two scales correlated to a variable 


degree; (c) the internal consistency of the CRS was 


similar to that of the HRS; (d) the least informative 


items for the HRS total score also tended to be the 
least informative items for the CRS total score; (e) the 


- clinician-rated items that were least predictive of the 


total HRS score tended to be the same items, upon 
translation into the CRS format, that were still least 
predictive of the HRS score. Thus, certain items (14, 
15, 16, 17) may be so weakly correlated with global 
severity (either because they contribute so little to the 
total variance, or because they are difficult to rate 
reliably) that they have low predictive utility in either 
their HRS or CRS versions. A further analysis of the 
patterns of responses to items in the two scales is 
presented in the second paper of this series. 

Comparison with BDI and HRS: Same-day ratings 
of severity of depression by the HRS, CRS and BDI 
were obtained on 279 occasions with inpatients 
having a range of psychiatric diagnoses. Each scale 
correlated highly with each of the other two. The two 
self rating instruments (CRS and BDI) had the 
highest correlation (r = +0.86, P <.001). The corre- 
lation of the CRS with the HRS (r — --0.71) was 
somewhat better than that of the BDI with the HRS 
(r = 40.60) This suggests that the CRS design 
feature of matching the information content of the 
HRS was at least partly achieved. The partial corre- 
lation was significant for HRS-CRS (r = --0.49, 
P <,001) and for CRS-BDI (r = +0.77, P «.001) 
but was not significant for the HRS-BDI (r = —0.03). 
These results indicate that the BDI did not contain 
information about the HRS beyond what was shared 
in common by both the BDI and CRS. The CRS did 
contain information about the HRS beyond what 
could be predicted from the BDI scores. 


Discussion 

The overall performance of the CRS was consistent 
with the purposes for which it was designed. As a self 
rating scale for severity of depression it yielded low 
scores in the general population. Virtually all patients 
with a global rating of more than mild depression 
recorded CRS scores greater than the cutoff score of 10 
which was derived from the general population study. 
The split-half reliability of the CRS was acceptable, 
being equal to that reported for the BDI (Beck, 1967). 
The subsets of YES- and NO-response statements 
showed a less strong but still acceptable correlation in 
a very large number of ratings. 

The correlation of CRS total with HRS total 
scores in patients with endogenous depression was 
high. This result compares favourably with corre- 
lations reported between the HRS and the BDI or 
Zung SDS (Hedlund and Vieweg, 1979). Some of the 
CRS items failed to match the information content of 
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the corresponding HRS items, despite the overall good 
agreement for total scores. Nevertheless, the internal 
consistency of the CRS was very similar to that of the 
HRS. Both scales showed a wide and comparable 
range of correlations of individual items with total 
scores, both within-scale and across scales. Further, 
the same items tended to be the least correlated with 
the total score in both the CRS and HRS. The inter- 
nal consistency of the HRS in our sample was no 
worse than that reported by Hamilton (1967). He 
found item correlations with total score ranging 
from --0.11 to +0.69 (median --0.39) in women, and 
similar figures in men. By comparison, we found item 
correlations with total score ranging from +0.19 to 
--0.78 (median +0.54) for the HRS. For the CRS, the 
corresponding figures were +0.05 to -+0.78 (median 
-4-0.55), These results indicate acceptable cross- 
validation between the CRS and HRS, which is most 
obvious when the total scores are considered. 

The results obtained on comparing the CRS with 
both the HRS and BDI were of interest. The primary 
correlations of each scale with the two others were 
highly significant. When the partial correlations were 
examined, however the HRS-BDI correlation dropped 
to zero, while the others remained significant. Appar- 
ently, the BDI did not contribute information pre- 
dictive of the HRS score, beyond what was already 
contained in the CRS. On the other hand the CRS did 
correlate significantly with the HRS after their inter- 
correlations with the BDI were partialled out. Further- 
more, the two self rating scales retained a high partial 
correlation after their intercorrelations with the HRS 
were partialled out. Thus, both the CRS and BDI 
seem to have access to a subjective dimension of 
depression that is not predicted by the HRS. These 
results suggest that the CRS may be a useful alter- 
native to the BDI as a self rating scale, with the 
additional advantage of closer correspondence to the 
HRS. The findings also confirm the complementary 
uses of both observer and self rating scales for assess- 
ing the severity of depression (Hedlund and Vieweg, 
1979). 
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Appendix | 


Carroll rating scale items grouped by the corresponding 
items of the Hamilton rating scale. 

For Hamilton items scored 0-4: 4 statements in the self 
rating scale. 

For Hamilton items scored 0-2: 2 statements in the self 
rating scale. 

{tems designed to reflect increasing severity of symptoms, 
approximately in accordance with the scoring guide 
provided by Hamilton for his scale. 

*Positive' responses indicated in parentheses. 


1. Depression 


I feel in good spirits (no) 

Iam miserable or often feel like crying (yes) 

I think my case is hopeless (ves) 

There is only misery in the future for me (yes) 


10. 


11. 
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Guilt 

I think I am as good a person as anybody else (no) 
I feel worthless and ashamed about myself (yes) 
Things which I regret about my life are bothering me 


(yes) 


I am being punished for something bad in my past (yes) 


Suicide 

I feel that life is still worth living (no) 

L often wish I were dead (yes) 

I have been thinking about trying to kill myself (yes) 
Dying is the best solution for me (yes) 


Initial insomnia 
I take longer than usual to fall asleep at night (yes) 
Getting to sleep takes me more than half an hour (yes) 


Middle insomnia 
My sleep is restless and disturbed (yes) 
I wake up often in the middle of the night (yes) 


Delayed insomnia 
I wake up before my usual time in the morning (yes) 
I wake up much earlier than I need to in the morning 


(yes) 


Work and interests 

I get pleasure and satisfaction from what I do (no) 

I still like to go out and meet people (no) 

I have dropped many of my interests and activities 
(yes) 

Lam still able to carry on doing the work Lam supposed 
to do (no) 


Retardation 

My mind is as fast and alert as always (no) 

My voice is dull and lifeless (yes) 

I get hardly anything done lately (yes) 

I am so slowed down that I need help with bathing and 


dressing (yes) 


Agitation 

I think I appear calm on the outside (no) 

Iam restless and fidgety (yes) 

It must be obvious that I am disturbed and agitated 
(yes) 


I have to keep pacing around most of the time (yes) 


Psychological anxiety 


I can concentrate easily when reading the papers (no) 

I feel irritable or jittery (yes) 

Much of the time I am afraid but don't know the 
reason (yes) 

Iam terrified and near panic (yes) 


Somatic anxiety 

Iam having trouble with indigestion (yes) 

My heart sometimes beats faster than usual (yes) 

I have a lot of trouble with dizzy and faint feelings (yes) 
My hands shake so much that people can easily notice 


(yes) 
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; - Gastrointestinal 
still enjoy my meals as much as usual (no) 
^ [have to force myself to eat even a little (yes) 


3 General somatic 
feel just as energetic as always (no) 
| rim exhausted much of the time (yes) 


M sexual interest is the same as before I got sick (no) 
Since my illness began I have completely lost interest 
in sex (yes) eet 


15, Hypochondriasis | 
I worry a lot about my bodily symptoms (yes) 
I am especially concerned about how my body is 
functioning (yes) = 
My trouble is the result of some serious internal 
disease (yes) 
My body is bad and rotten inside (yes) 


16. Lossof insight 
All I need is a good rest to be perfectly well again (yes) 
I got sick because of the bad weather we have been 
having (yes) 


17. Lossof weight 
I am losing weight (yes) 
I can tell that I have lost a lot of weight (yes) 


Appendix Il 


Carroll Rating Scale presented in the form as completed 
by patients.* 








Date of Visit 
i | Visit | 
| | Number 
Month Day . Year 
Patient Initials Bespin ee: ts Reg. — 
| | Ld 
=a = | 
F M 


Complete ALL the following statements by CIRCLING 
YES or NO, based : on how you have felt during the pas! 


fe w days. 

1. lfeeljustas eig as always Yes | No 
2. Lam losing weight Yes No 
3. I have dropped many. of my interests and. 

activities Yes No 
4. Since my illness I have completely lost 

interest in sex - Yes | No 
5. I amespecially concerned about how my 

body is functioning | Yes No 





* Printed forms with the item scoring key are available at 
nominal cost from the authors. 
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6. It must be obvious that I am disturbed 26. All I need is a good rest to be perfectly 
and agitated Yes No well again Yes No 
7. Lam still able to carry on doing the work 27. My sleep is restless and disturbed Yes No 
Tam supposed to do Yes No 28. My mind is as fast and alert as always Yes No 
8. Ican concentrate easily when reading the 29. I feel that life is still worth living Yes No 
papers Yes | No 30. My voice is dull and lifeless Yes No 
9. Getting to sleep takes me more than half — 
an hour Yes No 31. Ifeelirritable or jittery Yes No 
10. Lam restless and fidgety Yes No 32. I feelin good spirits Yes No 
33. My heart sometimes beats faster than . 
usual Yes No 
11. I wake up much earlier than I need to in 34. Ithink my case is hopeless Yes No 
the morning Yes No 35. I wake up before my usual time in the 
12. Dying is the best solution for me Yes No morning Yes No 
13. I have a lot trouble with dizzy and 
faint feelings Yes No 36, I still enjoy my meals as much as usual Yes No 
14. I am being punished for something bad 37. Ihave to keep pacing around most of the 
in my past Yes | No time Yes No 
15. My sexual interest is the same as before 38. lam terrified and near panic Yes No 
I got sick Yes No 39. My body is bad and rotten inside Yes No 
40. I got sick because of the bad weather we 
have been having Yes No 
16. Iam miserable or often feel like crying Yes No iio 
17. Loften wish I were dead Yes No 41. My hands shake so much that people can 
18. lam having trouble with indigestion Yes No easily notice Yes No 
19. I wake up often in the middle of the night Yes No 42. Istill like to go out and meet people Yes No 
20. I feel worthless and ashamed about 43. I think I appear calm on the outside Yes No 
myself Yes No 44, Ithink Iam as good a person as anybody 
else Yes No 
45. My trouble is the result of some serious 
21. 1 am so slowed down that I need help internal disease Le no 
i i j Yes No ss ; 
22. Mel poser o fall asleep at 46. I have been thinking about trying to kill 
night Yes No myself Yes No 
23. Much of the time I am very afraid but 47. 1 get hardly anything done lately Yes No 
don’t know the reakan Yes No 48. Thereis only misery in the future forme Yes No 
24. Things which I regret about my life are 49. I worry a lot about my bodily symptoms Yes No 
bothering me Yes No 50. Ihave to force myself to eat even a little Yes No 
e ri Measure aud cA USIACH OI trom wnat Yes No 51. Lam exhausted much of the time Yes No 
52. Ican tell that I have lost a lot of weight Yes No 
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The Carroll Rating Scale for Depression 
II. Factor Analyses of the Feature Profiles 


PETER E. SMOUSE, MICHAEL FEINBERG, BERNARD J. CARROLL, 
MYOUNG H. PARK and SARAH G. RAWSON 


Summary: Factor analyses were conducted for the Hamilton depression 
rating scale (HRS) and the self administered Carroll counterpart (CRS). The 
factor loadings for the respective first factors were similar; those for the res- 
pective second factors showed strict sign consistency but only moderate con- 
sistency of magnitude; the loadings for the respective third factors showed no 
particular consistency. The first three CRS and first three HRS factor scores were 
computed for each individual and correlations were computed from these factor 
scores. The first and second factors were highly correlated but the third factors 
were negatively correlated indicating that they were not measuring the same 
thing. The first factors of the CRS and HRS correlated highly with their respective 
raw total scores and were indices of the severity of illness. The self-administered 
CRS (with matching weights) is a credible alternative to the HRS for routine 


clinical assessment of the severity of depression. 


in the first paper of this series (Carroll et al, 1981) 
we examined the correlations between individual items 
and total scores of the Hamilton depression rating 
scale (HRS) and the corresponding elements of the 
self administered Carroll depression rating scale 
(CRS). The main findings were that individual HRS 
items correlated with their CRS counterparts to 
different degrees, matching items of both scales 
behaving in similar fashion, and that the HRS and 
CRS totals were also highly correlated. These results 
suggest that the two scales extract substantially the 
same information. The fact that certain items were 
strongly correlated with their counterparts from the 
other scale and with the total for the other scale, 
while others correlated weakly with both, suggests 
that the former are more informative than the latter. 
For example, it seems plausible that the ‘loss of 
insight’ item is non-informative, either because it is 
difficult to assess or because it is basically irrelevant 
for a population of non-psychotic depressives. The 
item for ‘suicidal ideation’, on the other hand, 
appears to be both reliable and informative. 

One of our objectives is to devise better rating 
instruments than the CRS and HRS and we have 
attempted to determine whether alternative scales can 
be devised which yield a higher correlation than the 
current instruments, We have used the same set of 278 
matched HRS and CRS ratings as described in the 
first paper (Carroll et a/, 1981) in order to try to obtain 


more effective weights for the seventeen items. Our 
sole criterion of success was the degree to which the 
two scales, either the originals or our replacements, are 
correlated. Whether any of these instruments actually 
measures the severity of depression is a separate 
question, which needs to be studied using the standard 
method of concurrent validation with (for example) 
global severity ratings. This issue is addressed in the 
first and third papers of this series (Carroll et al, 1981; 
Feinberg ef al, 1981). 


Results 


The correlation profiles—We begin with the internal 
correlation matrices of the CRS and HRS presented in 


. the first paper of this series. There are three main 


201 


points: (1) Since individual CRS items had corre- 
lations with the CRS total of between --0.05 and 
0.78 some items are much better predictors of severity 
than others; similarly with the HRS items. Since 
the rank orders of the items in the two scales 
were similar it follows that the matching items of the 
two scales are comparable as predictors of severity. . 
(2) Those CRS items most strongly correlated with the 
CRS total (e.g., items 1, 7, 8, 10) were also strongly 
correlated with the other CRS items, and conversely 
for those CRS items most weakly correlated with the 
CRS total (e.g., items 14, 15, 16, 17). The HRS 
exhibits closely matching patterns (compare itepassl, 7. 
10 with items 14, 15, 16, 17). (3) The ; y" Qe i 
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within each scale are the same ones which show strong 
cross-instrument correlations and conversely for the 
weak items within each scale (compare items 1, 7, 10 
with items 14, 15, 16, 17). 

The factor analysis—The high level of cross- 
consistency for matching items of the two scales 
suggests that we may be able to obtain a new pair of 
scales for severity, a pair which correlate more 
strongly than the CRS and HRS. There are a number 
of methods one might use to devise such indices. One 
might, for example, weight each of the 17 items 
equally. Alternatively, one might weight them 
differently; this was done by Hamilton (1960) who 
used a three point scale for some items and a five 
point scale for others and this was repeated in the 
CRS by the use of the corresponding number of 
statements in the items. The fact that the weights in 
the CRS are the same as those in the HRS facilitates 
the comparison. The question is whether the weights of 
the two scales are optimal. 

An examination of the correlation profiles for the 
two scales suggests that some change in the weights 
might be desirable and certain items e.g. 'loss of 
insight’ might be discarded. In any event, we require a 
new scale derived from the items of the current scales. 
A variety of different multivariate procedures may be 
used for this purpose and we have tried several 
which all led to similar conclusions; since Hamilton 
(1960, 1967) and Mowbray (1972) have used factor 


analysis to assess the HRS scale we have employed 
the same technique. Factor analysis is particularly 
useful where one suspects, as we do here, that the 17 
CRS (or HRS) items are underpinned by a sub- 
stantially smaller number of *process variables', and 
where the rest of the variation may be treated as 
random noise. We extracted only the first three factors 
from each of the CRS and HRS correlation matrices; 
the remaining factors accounted for only a small part 
of the variance and were uninformative. The factor 
loadings for the first three factors of each instrument 
are presented in Table I. Three points are evident 
from an examination of these results: (1) All items 
load positively onto the first factor and the loadings 
are similar for both instruments. These factors can be 
interpreted in terms of the severity of the disorder. 
(2) The respective second factors are entirely con- 
sistent in the signs, and are also similar in the magni- 
tudes, of the loadings. These factors could be inter- 
preted as 'anxiety-agitation' vs 'dysphoria-anhedonia'. 
(3) Neither signs nor magnitudes are consistent for the 
loadings of the respective third factors which do not 
appear to be clinically meaningful. 

Cross-instrument correlations: In addition to high 
consistency in the respective weights for the two 
instruments, there is yet another criterion of success 
that we shall assess here. We require the respective 
first factor scores of the two scales to be highly 
correlated. Similarly, we require strong correlations 


TABLE I 
Factor loadings and variances for the first three factors of the CRS and HRS correlation matrices 


First factor 


Number and item label CRS HRS 
1. Depressed mood .783 a7 
2. Guilt feelings .602 . 546 
3. Suicidal ideation .554 . 599 
4. Insomnia: initial .391 (244 
5. Insomnia: middle .467 .535 
6. Insomnia: delayed .389 . S04 
7. Work and interests , 794 .788 
8. Retardation .738 .403 
9. Agitation .710 .485 
10. Anxiety: psychic .789 .614 
11. Anxiety: somatic .473 .651 
12. Glsymptoms .3578 .593 
13. Somatic symptoms .720 .667 
14. Libido .430 .341 
15. Hypochondriasis . 348 .371 
16. Loss of insight 031 .197 
17. Loss of weight .310 .330 

Variance 5.588 5.061 


Second factor Third factor 
CRS HRS CRS HRS 
— .412 — , 320 — ,017 — .008 
— 436 -— .339 .034 — .230 
— .435 — 425 — ,071 — .078 
.536 . 510 .291 — .168 
. $96 .498 .417 — ,150 
.634 .462 249 — .106 
—.231 — ,244 .Q21 — ,042 
—.302 —,332 .083 —.445 . 
. 121 417 .034 .026 
.046 144 ~ , 105 .424 
i371 .126 mm 331 .359 
. 244 .015 —.228 -327 
— ,066 — .241 .087 .083 
— .082 — 333 .261 .073 
.053 . 174 |^ 0—.262 —.222 
.208 .189 — ,619 — .677 
.377 ,127 — .549 .140 
2.151 1.765 (1.337 1:277 
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The Priory is a private hospital offering the highest standards of treatment 
for emergency, acute and general psychiatric patients. It is the largest, longest- 
established private psychiatric hospital in the Greater London Area. 


Medical Staff include 4 full-time. An emergency 24-hour. consultation 
Consultant Psychiatrists, 2 Senior and out-patient service is provided 
Registrars and 6 Visiting Consultants. and patients can usually be admitted 
Other Consultants are welcome to to the Hospital without delay. 


continue to treat their own patients, 
during and after their in-patient stay. 


Patients with alcoholism and drink-related problems. can also be 
treated at Galsworthy House, which is nearby, overlooking Richmond 
Park. The Programme consists of an intensive four week residential 
course, followed by out-patient care tailored to suit individual needs. 


"The professional staff includes physicians, 
therapists and qualified counsellors, and has 
the support of The Priory's psychiatric staff 
and facilities. An essential contribution to 
rehabilitation is made by recovered 
alcoholics. | | 
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- for the respective second factor scores, and so on. We 
have constructed the CRS factors so that they are 
mutually uncorrelated among themselves, and sim- 


ilarly for the HRS factors. The analysis we have used — 
makes so provision for the correlations between the: 
two instruments. The fact that the weights are con- 
-sistent across instruments suggests that we can expect- — 
high correlations between the respective factors of the 
two scales. <a 


The first factors of the two scales were in fact 
strongly correlated (p = .799), as were the second 
factors (o = .694), indicating high degrees of similarity 
between the two instruments. The third factors, 
however, showed a low negative correlation (¢ = 
— 201), strengthening the suspicion that these are 
poorly established and/or are not measuring the same 
thing. p 

Comparison with CRS and HRS totals: We should 
point out that the factor analyses yield a maximum 
cross-instrument correlation of p = .799 which is no 
better than that obtained by using the CRS and HRS 
total scores (r = .801). Moreover, the first factors, 
which are clearly indices of severity of illness, measure 
precisely the same thing as the raw total scores; the 
correlation between the first CRS factor and the CRS 
total is r — .9925, while that between the first HRS 
factor and the HRS total is r = .9949. The current 
instruments already extract as much useful inform- 
ation concerning severity of illness as is likely to be 
obtained with this set of clinical features. The respect- 
ive second factors do, of course, extract some addi- 
tional information on the ‘anxiety-agitation’ vs 
‘dysphoria-anhedonia’ axis which might be useful in 
certain circumstances, but this is a small gain from the 
analyses performed. 

Nosological utility —If factor analysis is to be useful 
as a nosologic tool, it must be able to distinguish 
between well recognized subtypes of illness. Patients 
suffering from bipolar and unipolar forms of de- 
pression were studied and the average scores and 
standard deviations for CRS and HRS totals and for 
all six factor indices are given in Table II. Although 
there were small average differences between the 
groups for all eight scales, the variation within groups 
was so large as to preclude any useful nosologic 
separation. We might have anticipated that the HRS 
and CRS totals would not be nosologically useful 
since the scales were devised as severity measures 
(Hamilton, 1960, 1967; Carroll et al, 1973), not only 
for endogenous depression, but for other diagnostic 
subgroups of depression as well. The fact that the first 
factors did not separate the groups is hardly sur- 
prising in view of the almost perfect correlations 
between them and the respective total scores (r >.99 
in both cases); the first factors are also severity 








-TRS totals 


TABLE ll 


2 Means and standard deviations for various index scales 
extracted from the CRS and HRS for unipolar and bipolar 











patients 
: Unipolar Bipolar 
dex scale Mean SD 


Mean sD 








17.26 10.04 16.75 10.11 

ist C-factor 1.90 1.14 1.93 1.17 
2nd C-factor 0.12 0.94 — 0,73 1.08 
3rd C-factor 0.21 0.78 0.24 0.54 
HRS totals 13.33 7.19 11.39 6.78 
ist H-factor 1.57 0.84 1.36 0.80 
2nd H-factor -—-0.15 0.71 —0.62 0.88 
0.65 0.17 0.58 


3rd H-factor 0.34 





indices. The fact that the second and third factors also 
yielded no useful group separation is an indication 
that whatever they are measuring, it is not noso- 
logically useful. 


Discussion 


The very strong cross consistency of these factors 
suggests that they are measuring underlying ‘process 
variables'. If so, we should expect consistency of the 
loadings or factor weights across studies. There are no 
other published factor analyses of the CRS but the 
HRS has been so analyzed by Hamilton (1960, 1967) 
and Mowbray (1972). A detailed comparison of our 
results with those of Hamilton and Mowbray would 
take too much space here. We shall present only the 
salient findings, but the detailed analyses can be ob- 
tained from the senior author on request. The im- 
portant points are three. First, the respective first 
factors appear to be similar, both between the sexes 
and across studies. The only really notable differences 
involve the anxiety items and loss of insight. The 
anxiety items have loadings which are small (and 
generally negative) in Hamilton's analysis, but large 
and positive in our analysis. Mowbray's loadings are 
moderate and positive in males but inconsistent in 
females. The loss of insight item has a high loading in 
Hamilton's analysis, a modest loading in Mowbray's 
analysis, but only a small loading in our study. In 
spite of these differences, each of the first factors can 
easily be interpreted as an index of severity of illness. 
Furthermore, the correlations of first factor scores and 
raw HRS total scores are very high (r ~.93 for 
Hamilton, r ~.9 for Mowbray, and r ~.99 for our 
study). These differences between the studies appear to 
be real, and we suspect that they reflect differences in 
the types of patients sampled. Second, the degree of 
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similarity for the respective second factors is some- 
what less. Each of the separate studies shows some 
consistency across sexes, with the larger loadings (of 
either sign) being fairly consistent but with the 
smaller loadings showing less consistency. There is 
nevertheless no real consistency of second factors 
across the three studies. To the extent that cross-sex 
consistency within a study is a criterion of utility, the 
second axes are real but they are different for the three 
studies. Again, differences in selection criteria are 
probably responsible. Third, the respective third 
factors are even less consistent than the second 
factors. Neither the different studies nor the two sexes 
within any one study show any convincing regularity. 
As with the factor analyses of the CRS and HRS 
scales, the first factors are both credible and very 
useful; the second factors are credible, and possibly 
useful; the third factors are neither. 

The conclusion from these analyses is clearcut. If 
the objective is to maximize the correlation between 
physician administered and self administered rating 
scales, we might as well use the HRS and CRS total 
scores. Multivariate analysis will not yield instruments 
with a much higher correlation than is already obtain- 
able from the total scores, given the original choice of 
clinical features included in the HRS (Hamilton, 
1960). Only the first principal factors are well enough 
established and informative enough to be obviously 
useful, and these correlate almost perfectly with the 
respective total scores. We view this result as a 
vindication of Hamilton's choice of items and 
weights, and Carroll's translation of them into a self 
rating instrument. In the routine clinical assessment of 


severity for patients with endogenous depression, the 
self administered CRS is a credible alternative to the 
physician administered HRS, 
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The Carroll Rating Scale for Depression 
III. Comparison with Other Rating Instruments 


MICHAEL FEINBERG, BERNARD J. CARROLL, PETER E. SMOUSE and 
SARAH G. RAWSON 


Summary: Patients in an affective disorders out-patient clinic were studied 
with four depression rating scales: the Hamilton rating scale (HRS) the Carroll 
rating scale (CRS) a clinical global rating of depression (CGRD) and the visual 
analogue scale (VAS). The overall correlations between the self ratings (CRS, 
VAS) and the observer ratings (HRS, CGRD) were highly significant. Both the 
HRS and the CRS distinguished mild from moderate, and moderate from severe 
depression. CRS scores increased more rapidly than HRS scores with increasing 
severity of depression. The concordance of self ratings and observer ratings was 
highest for the two structured instruments (HRS and CRS), and was lowest for 
the two global scales (CGRD and VAS). The global scales have the advantages 
of speed and simplicity, but at the cost of some reliability. Patients with non- 
endogenous depression had significantly increased self rating scores in com- 
parison to patients with unipolar or bipolar endogenous depression. The corre- 
lations between the self ratings and the observer ratings were notably lower in 
patients with non-endogenous depression than in patients with endogenous 
depression. Euthymic bipolar patients rated themselves on the VAS as signi- 
ficantly less well than euthymic unipolar patients. The clinical and research 


implications of these findings are discussed. 


- The two preceding papers in this series describe the 
development of a self rating scale for depression 
(Carroll rating scale-—CRS) modelled on the Hamilton 
rating scale (HRS) and compared with it. In this paper, 
we extend the comparison to a larger group of 
patients, and compare these two structured rating 
scales with two more global ones. The 'global' ratings 
used include clinicians' ratings of depression (CGRD) 
and mania (CGRM), and the 10 cm line visual 
analogue scale (VAS) described by Aitken (1969). 

We set out to answer the following questions: (1) 
Can a self rating instrument reliably rate the intensity 
of depression, as well as its presence or absence? In 
particular, can the CRS distinguish severe from mild 
or moderate depression? (2) How do unstructured 
instruments (VAS, CGRD) compare with more 
structured instruments (HRS, CRS)? (3) Do patients 
in different diagnostic groups differ systematically in 
their responses to self rating instruments? We hypo- 
thesized specifically that unipolar and bipolar patients 
would mark normal mood at different points on the 
10 cm line, since bipolar patients have the capacity to 
feel better than normal, as well as worse. We also 
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hypothesized that unipolar endogenous, bipolar 
endogenous, and non-endogenous (neurotic) de- 
pressed patients would respond differently to self 
rating instruments. (4) Under what circumstances and 
to what extent might self ratings of depression replace 
observer ratings in routine clinical use and in re- 
search ? 


Methods and Patients 

Five clinical rating scales were used in this study. 
These include: the Hamilton rating scale for de- 
pression, 17-item version (HRS) (Hamilton, 1960; 
1967); the Carroll self rating scale for depression 
(CRS); the visual analogue scale (VAS) (Aitken, 
1969); and two clinical global ratings, for depression 
and mania (Feinberg et al, 1979), The anchor points of 
the clinical global rating for depression (CGRD) 
were: 0 = not depressed; 1 — mildly depressed; 2 == 
moderately depressed; and 3 = severely depressed. 
Before 1978, these anchor points were tied to approxi- 
maie HRS scores, therefore only data from 1979 were 
used in comparing the HRS with the CGRD. The 
clinical global rating scale for mania (CGRM) had the 
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following anchor points: 0 = not manic: | = mildly 
hypomanic, good control; 2 = hypomanic, occasion- 
ally able to exert control; and 3 = manic, little or no 
control. The question asked for the VAS was "How 
are you feeling today ?" The 10 cm line was labelled 
"Worst ever' on the left end, and 'Best ever' on the 
right. This scale is scored in a direction opposite to the 
other ratings used, with zero being ‘worst ever’ and 99 
being 'best ever'. As a result, correlation coefficients 
involving the VAS which are conceptually positive are 
numerically negative. 

The data for this study were gathered in an out- 
patient clinic concentrating on research and treatment 
of patients with affective disorders. All patients in this 
study had significant affective symptoms and carried 
diagnoses of unipolar endogenous depression, bipolar 
affective disorder, schizophrenia, schizoaffective 
psychosis, or non-endogenous depression (usually 
with a primary diagnosis of neurosis or personality 
disorder). The diagnoses were made as described in 
detail elsewhere (Carroll et a/, 1980). The diagnoses of 
endogenous depression (unipolar and bipolar) were 
validated in almost all cases by the Research Diag- 
nostic Criteria (Spitzer et al, 1977). 

Patients completed the two self ratings (CRS and 
VAS) at each visit, before seeing a clinician, who 
completed the CGRD. The clinician also completed 
the HRS if the patient was significantly depressed, or 
was recovering from an episode of depression. The 
clinicians rarely knew the CRS or VAS scores before 
doing their ratings of the patients. Data for each visit 
were entered on coding forms, stored in a computer 
file (Feinberg, 1978), and analyzed using the Michigan 
Interactive Data Analysis System (MIDAS). 


Results 


Our results extend the findings of the earlier papers 
of this series. The data from al! visits (Table Ia) 
showed that the HRS and CRS scores were highly 
correlated. The severity of depression as measured by 
the HRS accounted for over half of the variance in the 
CRS score. The high correlation between the HRS 
score and the CGRD provides confirmation of earlier 
validations of the HRS (Hedlund and Vieweg, 1979). 
Our results also validated the VAS (10 cm line) as a 
rating scale for global severity of depression, con- 
firming the earlier work of Folstein and Luria (1973) 
and of Luria (1975). 

Because the major affective disorders are recurrent 
illnesses we have been following some of our patients 
for more than five years. We were concerned that these 
patients with many visits, and many ratings, might bias 
our data. Therefore, we used each patient’s data only 
once, in a separate set of analyses. We selected the 
earliest occurrence of each rating scale pair from each 


TABLE IA 


Correlations among four ratings of depressed mood. Data 
from all visits were used. (Number of comparison in paren- 


theses) 
i CRS. CGRD VAS m 
HRS 0.75 (865) | 0.77 (284) -0.65 (750) 
CRS 0.63 (2,331) | —0.71 (2,394) 
CGRD —0.56 (2,335) 
TABLE In 


Correlations among four ratings of depressed mood. One data 
point on each scale from each patient was used 





CRS CGRD VAS 
HRS 0.75 (198) 0.87 (38) —0.68 (174) 
CRS 0.67 (232) —0.68 (233) 
CGRD —0.60 (231) 


For all correlation coefficients (Pearson) P « .001. 


patient's data and repeated the analyses described 
above and in Table la. The correlation matrix ob- 
tained using this subset of data is in Table Ib. The 
correlation coefficients did not decrease when only one 
data point per patient was used; four of the six corre- 
lations increased. We therefore decided to carry out all 
further analyses on the full data. 

The ability of the HRS and CRS to distinguish 
among patients with varying degrees of severity of 
depression is shown diagrammatically in the Figure. 
The means and standard deviations of the rating 
scale scores were plotted against severity of de- 
pression as measured by.the CGRD. The lines of best 
fit were also plotted and the slopes and intercepts of 
the regression lines are given. The slopes of the lines, 
but not the intercepts, were significantly different. The 
difference in the slopes suggests that the difference 
between HRS and CRS scores will increase with 
increasing severity of illness. For both rating scales, 
each of the four points differed significantly from the 
others (P <.001, analysis of variance and Scheffe's 
test). | 


Differences Among Diagnostic Groups 


In order to compare the performance of these 
rating scales across diagnostic categories, we selected 
those groups which were best defined and largest in 
our clinic. We chose, therefore, patients with unipolar 
endogenous depression, patients with bipolar endo- 
genous depression and those with non-endogenous 
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Clinician's Global Rating of Depression 


Fic 1.—Hamilton rating scale and Carroll rating scale 

scores in relation to clinicians' global rating of severity 

scores. Mean values and standard deviations, with number 

of observations in parentheses. The calculated regression 

lines, intercepts and slopes are shown. The two slopes were 
significantly different (P « 0.05). 


depression. We found several differences among 
diagnostic groups in the correlations among the rating 
scales (Table Il). It can be seen that the correlations 
among the rating scales were, on the whole, higher in 
the unipolar and bipolar groups than in the non- 
endogenous group. The differences between diagnostic 
groups were most apparent in the correlations of self 
ratings with observer ratings. The HRS-CRS corre- 
lation and the CGRD-VAS correlation were highest 
in the unipolar group and lowest in the non-endo- 
genous group. 

The differences among the correlation coefficients 
reflect, we believe, a difference in self-perception 
between endogenous and non-endogenous depressed 
patients. We examined this difference in two other 
ways. Regression analysis of CRS score, with HRS 
score as the independent variable, will give as the 
y-intercept the CRS score at a HRS rating of zero. As 
shown in Table HI, the intercept for the non-endo- 
genous group was significantly higher than that for the 
unipolar and bipolar groups, which did not differ 
statistically from each other. There were no significant 
differences among the slopes calculated for the three 
diagnostic groups. These results suggest that patients 
with non-endogenous depression report more symp- 
toms than unipolar and bipolar depressed patients 
_ when they are considered not depressed by clinicians. 

The equal slopes calculated for increasing CRS scores 





ETER E. SMOUSE AND SARAH G. RAWSON 207 
É TABLE Il 


relations (Pearson's r) for four ratings of depression in 
4 three diagnostic groups of outpatients 


ipolar endogenous depression 


CRS CGRD VAS 
0.83 0.82 -—0.73 
CRS 0.69 —0.87 
| CGRD —0.65 
Bipolar endogenous depression 
| CRS CGRD VAS 
HRS... . 0.75 0.85 —0.64 
CRS | 0.67 —0.70 
CGRD —0.62 
Non-endogenous depression 
|. ERS CGRD VAS 
HRS 0.66 0.71 —0.66 
CRS i 0.57 —0.60 
CGRD —0.51 








For all correlation coefficients P < .01. 


TABLE II 


Results of regression analysis of CRS score, with HRS score 
as independent variable 





Diagnostic group, N Slope tS.E. Intercept t S.E. 





Unipolar 278  1.015:-0.040 3.752+0.627 


Bipolar 237  1.060--0.061 4.510+0.760 


Non-endogenous 97  0.981--0.116 7.707 51.632! 





S.E. is the standard error. *-—differs from unipolar 
(P « 0.025); | — differs from bipolar (P « 0.05); (Student's t 
tests, one-tailed). 


against increasing HRS scores indicate that patients 
with non-endogenous depression will be likely to 
report relatively more symptoms than expected 
across a wide range of HRS scores. 

We examined this difference between endogenous 
and non-endogenous depressed patients in a second 
way, using an analysis of variance of the CRS and 
VAS scores recorded at visits when the CGRD and 
CGRM ratings were both zero. The results, in Table 
IV, again showed that patients in these three diag- 
nostic groups saw themselves differently when a 
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Taste IV 
Self-ratings of depression in euthymic patients 


——— 





VAS CRS 
Mean SD N Mean SD N 





Unipolar *74.9+19.3 379 15.60-46.56 388 
Bipolar 66.1--20.9 284 6.664+7.10 283 
57.9: 17.9 128 11.4 +8.45 126 


Non-endogenous 





* All groups are significantly different (P <.001, analysis 
of variance). 

f The unipolar and bipolar groups do not differ signifi- 
cantly (P. >.05); the mean for the non-endogenous 
group differs from the other groups (P <.001, analysis of 
variance). 


clinician considered them to be euthymic. As we had 
predicted, unipolar and bipolar patients differed in 
their VAS scores for ‘euthymia’, with unipolar 
patients about 10 mm closer to the ‘Best ever’ end; 
those groups did not differ in their mean CRS rating 
when euthymic. Non-endogenous patients considered 
to be euthymic by the clinicians rated themselves as 
sicker than euthymic endogenous patients, on both the 
CRS and VAS. This difference was most evident 
between the non-endogenous patients and those with 
unipolar endogenous depression. 


Differences Among Rating Scales 

Two of the rating scales used, the HRS and CRS, are 
highly ‘structured’ in that they ask about specific items 
or symptoms. The two other scales, CGRD and VAS, 
are ‘global’, and ask only one very general question. 
Inspection of Tables I and II shows that the highest 
correlations across raters were for HRS-CRS, while 
the lowest correlations were those between the CGRD 
and the VAS. In all cases, the correlation between self 
rating and observer rating was lower if one or both of 
these ratings was global rather than structured. Thus, 
global ratings by either clinician or patient traded the 
advantages of ease, speed, and repeatability for a loss 
of precision. 


Discussion 

The Hamilton rating scale for depression (HRS) has 
been a standard tool in research on depression for 20 
years. However, it must be scored by a trained clin- 
ician, based on an interview of 30 minutes or more. 
Although such observer ratings are indispensable in 
some research, self ratings might replace them for 
other research and for routine clinical use. The use of 
self ratings in research can be examined by con- 


sidering a hypothetical clinical trial of an anti- 
depressant treatment. 

A common criterion for inclusion into a trial of a 
treatment for depression is a rating scale score above a 
cutoff point. If the patients entering the study have 
previously been diagnosed, and if only patients with 
endogenous depression are included, then a self rating 
of depression could possibly be used. However, if the 
study includes patients with non-endogenous de- 
pression, then self ratings may be misleading. This 
follows from the tendency of such patients to rate 
themselves as more depressed than patients with 
endogenous depression would do, for equal severity as 
measured by the HRS. This was true for both the CRS 
and the VAS, as shown in Tables III and IV. A global 
observer rating of severity such as the CGRD might be 
an appropriate addition to the HRS, but should 
probably not replace it. 

Patients admitted to such a study are usually seen at 
weekly intervals, and a self rating such as the CRS 
might be an appropriate substitute for the HRS at 
some visits. These interim scores could be compared to 
the self rating scale score at admission, to assess 
treatment response. 

Rating scales are used at the end of a clinical trial to 
assess Outcome and response to treatment. Diagnosis 
is important since 'euthymia' is seen differently by 
non-endogenous or endogenous depressed patients. 
However, if diagnosis is taken into account, the high 
correlations between HRS and CRS scores suggest 
that, for any given patient, the CRS is a useful 
substitute for the HRS. Moreover, in the total group 
of patients, of mixed diagnoses, the CRS can dis- 
tinguish severe or moderate depression (e.g. on ad- 
mission) from mild depression or euthymia (e.g. at 
discharge). 

Our data imply that patients with endogenous 
depression see themselves differently from the way 
patients with non-endogenous depression do, using 
the clinician’s view as a standard of comparison. The 
correlation coefficients in Table H suggest that patient 
and clinician agree less well in their view of the patient 
when the diagnosis is non-endogenous, rather than 
endogenous depression. The data of Table IV and the 
y-intercepts of Table IH imply that this difference 
exists even when the clinician considers the patient to 
be well. This difference in the assessment of the non- 
endogenous depressed patient will continue, but will 
be relatively less important, as the patient becomes 
more severely depressed, as shown by the parallel 
slopes in Table HI. This difference between the 
patient's-eye-view and the doctor's-eye-view suggests 
that self rating scales may display their weakest con- 
cordance with observer ratings among patients with 
non-endogenous depression. Such patients comprise 
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the majority in most published studies of the con- 
ü AITKEN, R. C. B. (1969) Measurement of feelings using 


cordance between the two types of rating scale. 


We had hypothesized that bipolar patients would. 
mark euthymia at a different point on the 10 cm line 


(VAS) than would unipolar patients, because, for 
bipolar patients, ‘Best ever’ may refer to mania or 


hypomania. The data in Table IV show this to be the. 
case. The insignificant difference in CRS scores 


suggests that the difference in VAS scores was not due 
to bipolar patients’ seeing themselves as more de- 
pressed than do unipolar patients, when euthymic. — 

The correlations between structured rating scales 
(HRS-CRS) were higher than those between un- 
structured, global rating scales (CGRD-VAS), as 
shown in Tables I and H. Correlations between 
structured and unstructured rating scales (e.g. 
HRS-VAS) were intermediate. This suggests that the 
more structured rating scales may give a more precise 
estimate of the patient's state than less structured 
scales can do, and that the less structured scales are 
more useful as screening instruments than for making 
finer clinical distinctions. 

We have used the rating scales described here in our 
clinical practice, both for in-patients and out-patients. 
Our results suggest that the VAS is an adequate 
predictor of CRS score while the CGRD predicts HRS 
score well. This suggests that these global ratings 
might be used at each visit to assess the need for more 
structured rating scales at that visit. This sort of 
screening is likely to be especially useful in a busy 
clinic or mental health centre. The CRS is likely to 
be especially valuable in this context, since it can 
discriminate between mild, moderate and severe 
depression (Figure). When used in this way, the CRS 
can be an economical way of identifying patients who 
need more extensive evaluation of their depressive 
symptoms. 


Acknowledgements 


We thank Dr A. Albala, Dr Roger F. Haskett, Dr 
Norman Mci. James, Dr L, L Goodman, Dr Meir Steiner 
and Dr T. Zelnick who contributed ratings. This work was 
supported by USPHS Grant MH 28294, and by the 
Mental Health Research Institute, University of Michigan. 


MICHAEL FEINBERG, BERNARD J. GENRES TETER E. SMOUSE AND SARAH G. RAWSON 209 


References 


visual analogue scales. Proceedings of the Royal 
= Society of Medicine, 62, 989-93. 


CannoLL, BERNARD, J., FEINBERG, MICHAEL, SMOUSE, 


Peter E., Rawson, SARAH G. & GREDEN, JOHN F. 
(1981) The Carroll rating scale for depression. I. 
Development, reliability and validation. British Journal 
of Psychiatry, 138, 194-200. 

— FIELDING, J. M. & BLasuki, T. G. (1973) Depression 
rating scales: a critical review. Archives of General 
Psychiatry, 28, 361-6. 

—— FEINBERG, M., GREDEN, J. F, Haskrerr, R. F., 
James, N. MeL, STEINER, M. & TARIKA, J. (1980) 
Diagnosis of endogenous depression: Comparison 
of clinical, research and neuroendocrine criteria. 
Journal of Affective Disorders, 2, 177-94. 

FeInserG, M. (1978) Presentation at Panel, Affective 
Disorders Clinies: New Concept In Outpatient Care, 
Annual Meeting, American Psychiatric Association, 
Atlanta. 

— — CARROLL, B. J., SMOUSE; P; Rawson, S., HASKETT, R., 
STEINER, M., ALRBALA, A. & ZELNICK, T. (1979) 
Comparison of physician and self-ratings of de- 
pression. Society of Biological Psychiatry, 34th 
Annual Meeting, Abstract 80. 

FotrsrEIN, M. F. & Lurra, R. E. (1973) Reliability, validity, 
and clinical application of the visual analogue mood 
scale. Psychological Medicine, 3, 479-86. 

HAMILTON, M. (1960) A rating scale for depression, Journal 
of Neurology, Neurosurgery and Psychiatry, 23, 56-62. 

— — (1967) Development of a rating scale for primary 
depressive illness. British Journal of Social and Clinical 
Psychology, 6, 278-96. 

HEDLUND, J. L. & VigeweG, B. W. (1979) The Hamilton 
rating scále for depression: a comprehensive review. 
Journal of Operational Psychiatry, 10, 149-65. 

Luria, R. E. (1975) The validity and reliability of the 
visual analogue mood scale. Journal of Psychiatric 
Research, 12, 51-7. 

SMOUSE, PETER E., FEINBERG, MICHAEL, CARROLL, BERNARD 
J., Park, Myoung, H. & Rawson, Saran G. (1981) 
The Carroll rating scale for depression. IL. Factor 
analyses of the feature profiles. British Journal of 
Psychiatry, 138, 201-4. 

Sprrzer, R. L., ENDICOTT, J, & Ross, E. (1977) Research 
Diagnostic Criteria (RDC) for a Selected Group of 
Functional Disorders (3rd Ed.) New York State 
Psychiatric Institute, New York. 


Michael Feinberg, M.D., Ph.D., Assistant Professor, Department of Psychiatry, 
Bernard J. Carroll, B.Sc, M.B, BS., PhD, M.R.A.N.Z.C.P., M.R.C.Psych. Professor, Department of Psychiatry and 


Associate Director, Mental Health Research Institute, 


Peter E. Smouse, ph.p., Associate Professor, Department of Human Genetics, 


Sarah G. Rawson, M.s.w., Research Associate, Department of Psychiatry, 


University of Michigan, Ann Arbor 481 09, USA 


(Received 20 June 1980) 





Brit. J. Psychiat. (1981), 138, 210-216 


Cyclone 78 in Sri Lanka—The Mental Health Trail 


V. PATRICK and W. K. PATRICK 


Summary : 


A longitudinal study of psychological disturbance in the affected 


population in Sri Lanka after the cyclone disaster of 1978 was carried out. The 
post-cyclonic stress identified among the rural communities after their return to 
the same destroyed environment was studied. Symptoms tended to be early or 
delayed in appearance. The degree of unpreparedness is postulated as the cause 
of the former. Group cohesiveness and feelings of community tended to delay the 
manifestation of symptoms. Realization of losses, family needs, and continued 
habitation in damaged homes acted as reminders and reinforcers. Morbidity 
continued to affect over half the population one year later. Early intervention 
within community settings after such disasters is recommended. 


Studies of the effects of disasters on populations 
have brought out interesting and unusual relation- 
ships among the psychological, social and cultural 
components of the community. In the aftermath of the 
upheaval, the wish to flee from the site of disaster, or 
fortify against further calamity has been observed 
(Masserman, 1953). There is also the uncertainty 
among the inhabitants whether to run or stay, and 
each of these states, and the action taken thereafter, 
often reflects the residual ability, the resources and the 
basic psychological defences the community possesses. 
Cyclone '78 is an in situ study of an affected popu- 
lation group in Sri Lanka. 

The purposes of the study were:—(1) to determine 
the nature and extent of psychological dysfunction in 
the population as a result of the cyclone and its 
sequelae; (2) to assess the psychological dysfunction in 
relation to the degree of stress; (3) to identify the 
manifestations and patterns of illness and recovery; 
(4) to evaluate the change in attitudes, life styles, and 
value orientations of the affected population. 

Cyclone 78: On the night of 23 November, Cyclone 
"78 smashed a corridor of terror and destruction 
through the eastern and north central parts of the 
Indian Ocean. island —Sri Lanka. It hit the eastern 
coast of the island after dinner time around 9 p.m. 
when most of the people were inside their homes. The 
cyclonic winds reaching almost 110 mph lasted for 
about two and a half hours. This was followed by a 
lull of about half an hour, during which time people 
moved about to check their losses, console each other 
and give and gain reassurance. Then the second wave 
of the cyclone began, with winds blowing in the 
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opposite direction with greater velocity for almost 
five hours. During this phase most of the damage was 
caused. 

It struck initially 60 miles of the eastern coastal belt 
from Vakarai in the north to Batticaloa in the south 
and then swept across the island being deflected by the 
central hills to the north west town of Puttalam. The 
central regions of Anuradhapura and Kandy were hit 
by strong winds and monsoonal rains and as a result 
water reservoirs were damaged. However, the loss of 
life was minimal and damage to property in these areas 
was less severe. The health regions broadly affected 
covered an area of 4300 square miles and a popu- 
lation of 2.21 million. (See Map I). 

The criteria used to assess the nature and extent of 
damage were: number of deaths; injuries; degree of 
damage to property—collapsed houses, damage to 
walls and roofs; breakdown in water supplies; 
electricity failure; destruction to trees and forests; and 
dislocation of communications and transport. 

Using these criteria the Batticaloa region on the 
eastern belt, which was most severely affected, was 
demarcated into three zones. The interior area—zone 
HI, was less damaged, as the brunt of the attack was 
spent on the coastal areas—zone I. Thirukovil, a small 
township at the southern edge of the cyclone belt, was 
hardly affected. The total population of the Batticaloa 
health region is 592,000 most of whom are concen- 
trated in villages and smaller towns on the coastal 
strip between the lagoon and the sea. 

There were 889 reported cyclone deaths of which 91 
per cent were within the first 24 hours. The reported 
causes of death are shown in Table I. In addition 
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"THIRUKOVIE 


SHADED AREA REPRESENTS THE BATTICALOA HEALTH REGION 


Map I 


thousands were injured and more than one hundred 
thousand rendered homeless. 


Subjects and Methods 
Observation: Observation. and evaluation of the 
affected. population. in. the immediate post-cyclone 
period were carried out by one of the authors and 


field investigators at field. treatment centres and 


camps during relief operations. The field staff of 
doctors, nurses and public health inspectors reported 
cases needing specialized psychiatric care... | 
Review of hospital records: Review of records. for a 
period of one month following the cyclone disaster 


was made to identify admissions for peyenianie illness i 


and attempted suicides. 

Pilot study: A cluster sampling of nine randomly 
selected villages was carried out in the first month 
after the cyclone. The questionnaire used was a 
modified version of the one adopted and validated for 


< the Sri Lankan population by the Department of © 
Psychiatry, University of Peradeniya, and based on 7 


the Cornell index, Psychological Corporation, New 
York (Weider et al, 1948). 

Comparative study: A detailed study of one severely 
affected. village and one unaffected control area 
matched for ethnic, religious, socio-economic, occu- 
pational and cultural characteristics was carried out in 
the second month. One hundred contiguous house- 


holds 1 in each village ` were e selected, and a member of- 


Fame I 
"Repürted causes of cyclone deaths 
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Number of 
Case of dea th deaths 94 
Collapse of E dines .. 828 59 
Falling. objects/trees " "S . 106 12 
Drowning a E - DE 9 
Buried in sand - ae 21 2 
Complications (sec dary infection) 38 4 





Others idi: B 113 14 
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TABLE H 
Pilot study of psychiatric illness in relation to severity of damage 


HATTE HOR TUAE RARER ACN TRE eH te Het NCTE iii HUE aee HHA m verser e uvae rnm mri ra V i MARE ridet ete Arn M qa LUNO HH rt ro rita a eir rrr 





Number of | Villages % of population 

Zones persons studied No. sampied reporting illness 
Zone | 238 l Paddirupu 80 
pi Mangaloya 56 
3 Kattankudy 40 
4 Valaichenai 27 
3 Sittandy | 20 
Zone Il 146 6 Sammanturai 14 
7 Mandoor Nil 
Zone Ii] 112 8 Pullumalai Nil 
9 Amparai Nil 





The numbers represent the respective villages in Map II. 


each household was interviewed using the question- 
naire pretested during the pilot study. In addition to 
psychiatric symptomatology the questionnaire covered 
the extent of damage to property, injury, onset of 
symptoms, duration and progress of illness and 
changes in life styles. 

Further interviews of this sample were conducted at 
six months and one year intervals. 


Results 

Observation: In the more seriously affected areas 
people were walking about dazed, lethargic and in- 
different to the environment and their personal 
appearance. There was a tendency to cling together 
and family clustering and clan relationships were 
reinforced. 

Suicides and attempted suicides were reported at 
field sites, There were 8 suicides investigated in the 
first two-month period. Of these a 30-year-old male 
school teacher, who had apparently recovered from 
the loss of his wife and child, hanged himself ten days 
later after reports of his brother's death reached him. 
A fisherman killed himself on discovering his wife and 
infant buried in the seashore, and a farmer drank 
insecticide, unable to stand the loss of his possessions. 
Only one suicide was that of a woman. 

It was also observed that the majority of the people 
in the cyclone stricken areas refused to leave the place. 

Review of hospital records: A review indicated an 
increase in admissions for trauma. There was no 
significant increase in psychiatric admissions. 

Pilot study: A total number of 496 persons were 
studied in nine villages. It was observed that where the 
damage was. severe, psychological dysfunction was 
also much higher (see Map II). Zone I, which covered 
the most severely affected villages, showed a range of 
psychological dysfunction two to four times that 


observed in the villages in the less affected zones H and 
HI (see Table ID. 

Comparative study: The severely affected village 
Paddirupu was compared with the control village 
Thirukovil. The sample population in both villages 
was made up of Hindu, Tamil cultivators. 

Thirty-six males and 43 females were studied in 
Paddirupu and 50 males and 42 females were studied 
in Thirukovil. The mean age of the samples were 40.9 
and 42.2 respectively. 

Over three-quarters were reactors in the severely 
affected area as compared with a baseline of 4 per cent 
in the control area (see Table HI). The term reactors 
was used because the affected village Paddirupu and 
the control village Thirukovil, at the edge of the 
cyclone path, were both exposed to anticipated fear, 
cyclonic winds, high tidal waves and damage to 
property though to markedly different degrees. Also, 
because the critical measurable variable of the effect of 
the cyclone was the extent of the damage in terms of 
loss of life, injury, loss of goods and property. 

Nearly half the affected population began showing 
symptoms within the first four weeks after the cyclone, 
whereas the balance began having symptoms only one 


Tase HI 
Psychological dysfunction in the affected and control villages 


et anamannan maa ratna an 


Number 
Village affected p 
Paddirupu (affected village) n = 79 | 6l 77 
Thirukovil(controlvillage) n —92 — 4 4 





x* 96; P < .001. 
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month after the cyclone. (see Table IV). All the reactors - | 
in the non-affected area reported symptoms in the 


first four weeks. 

Analysis of the time of onset differentiated two 
groups. Those reporting symptoms within the first 
four weeks were labelled early and those reporting 
symptoms after four weeks, delayed reactors. 


The persistence of symptoms for more than six 


months was reported by three-quarters of the affected 
population (Table V). 

The psychiatric symptomatology is om in. Table 
VI. The majority showed neurotic symptoms such as 


S anxiety, depression and phobia (characterized by . 









: 1 we judged excessive). 
ations and passivity feelings 
cent of the population, each 
) : mptoms of anxiety. Hallu- 
cinations were mainly in the form of high frequency 
whistling sounds. Of the affected population 15 per 
cent expressed suicidal. ideation and 23 per cent 
showed symptoms of *Disaster Syndrome', such as 
apathy, aimless wandering, mute and motionless 
behaviour (Glass, 1959). Many had à combinatíon of 
the above symptoms: 
< Table VH shows the characteristics of the early and 
delayed group. of feactors. Females were represented 


avoidance behavic 
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TABLE IV 
Period of onset of symptoms 


Early reactors within 4 weeks 





Delayed reactors after 4 weeks 





Village n | A n VA 
Paddirupu 28 46 33 54 
Thirukovil | 4 100.0 Nil Nil 


y^ 4.26; P < .05, 


TABLE V 
Durations of symptoms 
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1-3 months 4-6 months 7-12 months 

POR NGHE eager al Re Tin tt Ce QUEE 83 he a OE A 

Village n vA x WA n p 
eeehchesR uai li Lad dM EM ER MM D La ee LU Lr eumd ed Rie ME E E E pe Tem ee sae t e 

Paddirupu 7 12 3 2 51 84 

Thirukovil Í 25 Nii Nil 3 75 
(€ A a Cx —— a Pah en SN te ERES 
Tasie VI is increased following such disasters. The high figure of 
Symptomatology 77 per cent in this study may be partly due to the 
M MÀ M MÀ MM HÀ degree of unpreparedness of the affected population. 
Symptoms 25 In the cyclone of November '78, there was a 24 hour 
bad weather warning and fishing vessles were warned 
aid 84 not to put out to sea off the eastern coast. However, 
dodo 2 rumours and misinterpreted radio reports that the 
Helle ci nations alone—594) cyclone front was moving away built up a false sense 
Passivity alone? o7 " 13. Ofsecurity. Radio bad weather warnings and advice to 
both —59/ | shoreline inhabitants to move inland were therefore 
Suicidal ideation $ 41 not considered seriously. Also the people had not 
Disaster syndrome 23 experienced a cyclone disaster of this magnitude be- 





more in the delayed reactor group. The severity of the 
stress relating to death of relatives or the amount of 
property damage did not differ significantly in the two 
groups. | 

Eighty-four per cent of the reactors and 56 per cent 
of the non-reactors reported changes in attitude and 
life style after the cyclone. They had become more 
religious, concerned and attached to their families. 
Twenty-three. per cent also. reported withdrawal from 
social life and 3 per cent had become alcoholics (Table 
VI). 

Even though 54 per cent of the affected population 
have accepted this calamity as inevitable, only 15 per 
cent had begun to lead a normal life at the end of one 
year, E 
Discussion 

Natural disaster is usually a stress of short duration 
and it has been established that psychiatric morbidity 


fore. The previous cyclone that affected this region was 
a much smaller one almost 50 years earlier. People 
were used to the north-east monsoonal rains pre- 


| valent during this time of the year and seasonal floods 


which they learned to live with. So the cyclone 
warning was taken in the context of these regular 
annual non-cataclysmic events. 

Our study identifies two groups of people, early and 
delayed reactors. Three factors probably predispose to 
the delayed onset. 

The first factor is the group reaction in the impact 
and post-impact phase. During this phase there is a 
high concern for the safety of the loved ones. The 
damage is perceived not as an individual loss but as a 


general loss by members of the extended family and 


community. This view is further supported by the 
observation of clustering of clans in villages and their 
refusal to leave the disaster-stricken area. 

The second factor is that with time the individual 
begins to dissociate himself from the community 






M/F ratio 
Duration » 6 months 
Anxiety 

Phobia 

Depression 


TABLE VIH 
Post-cyclone change in behaviours 
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Family attachment 61 
Religiousness 43 
Social withdrawal 23 
Alcoholism 3 


because of the need to survive. Concern is now on 
himself and his immediate family. There is at this time 
realization of material and biological needs. An 
assessment of the personal loss also takes place during 
this period. 

The third factor is continued habitation in the 
destroyed environment. They are constantly re- 
minded of the damage—collapsed walls, unthatched 
roofs, bare trees and missing family members. This 
factor is also the cause of continuing psychological 
morbidity in the affected population. As quoted by 
Glass (1959), Eastwell reports difficult living con- 
ditions, inadequate essential services, reduced social 
support and poor reconstruction efforts as factors 
which hamper efficient coping mechanisms. 

Gordon Parker (1977), in his Darwin Cyclone Tracy 
study, postulates two stressors: mortality stressor, 
with fear of death or injury where the affected popu- 
lation show immediate psychological dysfunction; and 
a relocation stressor, where large segments of the 
affected population were moved into other areas more 
or less permanently. Tradition-bound societies with 
fatalistic attitudes who continue to live in the affected 
area also appear to have suffered a similar extent of 
psychological dysfunction as evidenced in this study. 
Socio-cultural needs for societal integration and 
stability are postulated as the stress factor in re- 
location by Parker. So, with favourable conditions 
such as community support and assistance to meet the 
people's needs, the psychiatric morbidity can be 
expected to decline. In this cyclone-affected area 
however, there was little or no relocation of the dis- 
aster victims. A constant threat of another cyclone 
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layed group of reactors 


Significance 





l | | Delayed | 


striking this area was kept alive by unsettled weather 
conditions and sudden strong winds. The significant 
rise in symptoms with further threats to the already 
exposed population led to more serious and permanent 
forms of maladjustment. A similar type of crippling 
behaviour is reported in the army as ‘Old Sergeant | 
Syndrome’ (Sobel, 1949). 

The extent of damage to property, loss of family 
members or personal injury did not influence the onset 
of psychiatric illness. This may be due to differences in 
the perception of the losses suffered or the defence 
mechanisms created in individuals suffering severe 
losses. More females are delayed reactors. Their pre- 
occupation and concern in maintaining family needs 
may prevent their early realization of the personal 
consequences of the disaster. 

A sense of isolation, feelings of alienation, com- 
bined with an increased need for vigilance and close- 
ness around the family with loss of feelings of self- 
assurance, sociability, trust and enjoyment of com- 
munity activity were described by Titchener and 
Kapp (1976) in the Buffalo Creek disaster. An in- 
creased number of the affected population in this 
study have also reported changes in attitudes and life 
styles after the cyclone. This suggests that, in addition 
to the psychological morbidity, social morbidity also 
is increased following natural disaster and in the event 
of further calamity might contribute towards a 
permanent socially maladjusted community. 

One of the major implications of this study, would 
therefore be that, in a developing country like Sri 
Lanka, interventions in the management of crisis and 
supportive therapy should largely be within the 
community setting and initiated early. The inclusion 
of asymptomatic late reactors in such care would be 
necessary. The characteristics and profile of such a 
group would have to be identified. 
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A Survey of Prescribir ing 1 Psychotropic Drugs in 






KONRAD MICHEL and TAMARA KOLAKOWSKA 


Summary: Of 511 patients in two psychiatric hospitals, one-fifth had no 
psychotropic drugs, but over one-third (nearly half of those receiving medication) 
had a combination of two or more psychotropic drugs. Hypnotics and minor 
tranquillizers were commonly prescribed together with neuroleptics and anti- 
depressants. One-fifth of day-patients treated with depot neuroleptics also had 
oral neuroleptics. Anti-parkinsonian drugs were prescribed for half of those 
receiving neuroleptics. Both minor tranquillizers and neuroleptics were common- 
ly administered three or more times a day. Forty per cent of patients treated with 
neuroleptics had diagnoses other than schizophrenia, and one-third of those 
receiving antidepressants had diagnoses other than affective disorder. An analysis 





of prescribing could contribute to a more rational use of psychotropic drugs. 


There is a growing concern about excessive use of 
psychotropic drugs and the adverse effects of their 
long-term administration. Prescribing by general 
practitioners for patients referred to a psychiatric 
clinic has been criticized for concurrent administration 
of more than one psychotropic drug (polypharmacy), 
prolonged use of drugs and incorrect dosage (Tyrer, 
1978). Similar patterns have been found in several 
psychiatric hospitals surveyed in the USA, Israel and 
Finland; the main problem areas included poly- 
pharmacy (Hemminki, 1977; Laska et al, 1973; 
Schroeder et al, 1977 ; Sheppard et al, 1969; Yosselson- 
Superstine et al, 1979), inadequate dosage of psycho- 
tropic drugs and excessive use of anti-cholinergics 
(Hemminki, 1977; Schroeder et al, 1977), lack of 


specificity in choice of drugs and excessive use of | 


hypnotics (Winstead et al, 1976). | 

We have found no published data on drug treatment 
in British psychiatric hospitals. This survey of pres- 
cribing in two Oxfordshire hospitals aims to find out 
what drugs are received by patients, how they are 
administered, the frequency of polypharmacy and the 
relationship between type of medication and diagnosis. 


Method 
The survey was carried out in two psychiatric 
hospitals which serve one catchment area and have a 
common rotational training scheme for the junior 
medical staff. A census day was chosen to collect 
retrospectively information on the hospital popu- 
lation and the medication received on that day. 
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The wards for alcoholics and adolescents were 
excluded. Information on all in-patients and day- 
patients. treated in the remaining 20 wards was 
recorded from. the front sheet of the case-notes. The 
patient characteristics included sex, age, psychiatric 
and physical diagnosis, ward and whether in- or day- 
patient. If a patient had more than one psychiatric 
diagnosis, only the one thought to be relevant for drug 
treatment was recorded (e.g. mental handicap plus 
schizophrenia was recorded as schizophrenia). 

The drugs received on the census day were re- 
corded from the medicine card of each patient. The 
information on each prescribed. drug included name, 
form, daily dose, number of administrations per day 
and number of tablets/capsules per day. ‘Poran? 
prescriptions were included, unless the drug had not 
been given for two weeks before the census day. Depot 
injections were not counted under the number of 
administrations per -— 


Patient population. | | 

The total Hamer: E patients surveyed was Sil. . 
They were under the care of 15 consultants. Table I 
shows the distribution of patients according to the 
type of care, sex, age and diagnosis. 


Results 


The drugs prescribed and their combinations 


Table II shows that neuroleptics were the most - 
commonly prescribed psychotropic drugs. Among 294 
patients treated with neuroleptics, 116 were also 
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TABLE | 
Characteristics of the patient population 


Hospitals A & B 


N = $11 
n vo 
Day patients 199 39 
Women 267 52 
Age: 
17-39 98 19 
40-59 143 28 
60 and over 268 52 
Diagnosis: 
Schizophrenia 207 41 
Affective disorder 120 24 
Dementia and other organic 
disorder 101 20 
Neuroses 24 5 
Personality disorder 28 6 


Other 31 7 


receiving other psychotropic drugs, viz hypnotics (71), 
antidepressants (41) and/or minor tranquillizers (19). 
Anti-parkinsonian medication was prescribed to half. 
Chlorpromazine was the favourite oral neuroleptic (77 
patients), followed by fluphenazine decanoate and 
flupenthixol decanoate in about equal proportions, 
then by thioridazine. In 32 patients, prescriptions for 
neuroleptics included two different drugs. Among the 
highest. dosages recorded was chlorpromazine 900 
mg/day with clopenthixol 300 mg/week. Depot 
preparations were given to less than half of patients 
treated with neuroleptics (Table III) but, even among 
day-patients, one-fifth of those receiving long-acting 
injections also had oral preparations. 

Antidepressants were prescribed to one-fifth of the 
population (Table II) and in the majority of this group 
(78 of 97) they were combined with other psychotropic 
drugs, mainly neuroleptics (41) and/or hypnotics (33). 
The most commonly prescribed antidepressant was 
amitriptyline (68 patients), followed by imipramine 
(16) and mianserin (8). Monoamine oxidase inhibitors 
were used for two patients and other antidepressants in 
: single cases only. The doses did not exceed ami- 
triptyline 200 mg/day or its equivalent, and in nearly 
one-third of patients doses were lower than 100 mg/ 
day. These lower doses were prescribed mainly for the 
elderly and for those with diagnoses other than 
*affective disorder, depression'. 

Over one-quarter of patients received hypnotics. 
The drugs used were mainly benzodiazepines, with a 
small proportion of prescriptions for chloral hydrate 
(mainly in the elderly) or chlormethiazole. Only one 


Taste H 
Prescriptions for psychotropic drugs and their combinations 


— 








‘Patients 
(N = 511) 
Drugs n CA) 
7s of all on 
neuroleptics 
(294 = 100%) 
Neuroleptics 294 (38) | 
only* 178 (35) 61 
with antidepressants 41 (8) 14 
with minor tranquilizers 19 (4) . i 
with hypnotics 71 (44) — 24 
% Of all on 
anti- 
depressants 
(97 = 1007; 
Antidepressants 97 (19) 
only* 19 (4) 20 
with neuroleptics 4] (8) 42 
with minor tranquilizers 19 (4) 20 
with hypnotics 33 (6) 34 
Minor tranquilizers 51 (10) 
Hypnotics 143 (Q8) 
Lithium 39 (8) 


* No other psychotropic drugs. 


TABLE IH 


Treatment with neuroleptic drugs: prescriptions for oral and 
depot preparations by type of care 


Patients treated with neuroleptics 


Total 
(N == 294) 


Day-patients 
(N = 115) 


In-patients 
(N = 179) 
benno N (95) N (9 N (%) 
Oralonly 132 (74) 38 G3 170 (58) 
Depot only 33 (18) | €& (4 95 (Q2) 


Depot -oral 17 (8) 15. (13 29 (10) 


was for a barbiturate. Nearly three-quarters of these 
patienis were treated with neuroleptics or anti- 
depressants.. 

Minor tranquillizers were given during the day to 
10 per cent of the population, mostly in combination 
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Number of psy rugs per patient 





of drugs per patient 









0 4 or more 
Psychotropic drugs only - 10 2 214 i "E 147 | l 9 37 7 3 1 1.2 
Including lithium 103 20 195 38 l 163 -32 | 46 9 4 I 1.3 
Including lithium and a | 
anti-parkinsonian drugs 97 19 143 28 153 30 92 18 26 5 1.9. 











with neuroleptics and/or antidepressants. Nearly all 
prescriptions were for diazepam. The highest dose 
recorded was 40 mg/day. 

Table IV shows, when lithium and anti-parkin- 
sonian agents were excluded, that about one-fifth of 
the entire population had no psychotropic drugs, 
while for one-third (nearly half of those receiving 
medication) a combination of two or more drugs was 
prescribed. When lithium and anti-parkinsonian 
medication were included, 19 per cent of patients 
appeared as drug free and 5 per cent as receiving four 
or more different drugs. 


Frequency of administration and number of tablets per 
day 

Prescriptions for three or more than three doses per 
day were common with minor tranquillizers (26 and 6 
of 51 patients respectively) and neuroleptics (one- 
fourth and one-fifth respectively). Antidepressants 
were given mainly once or twice a day (three-quarters 
of prescriptions); only three patients had 4 doses a day. 

Prescriptions for 3 or more doses a day resulted in a 
high number of tablets or capsules given to some 
patients. The maximum of 22 tablets per day was 
found in the middle-aged group (average 6.0); in the 
groups aged under 40 and over 60 it was 14 and 19 
tablets respectively (average 3.8 and 4.4 respectively). 


Psychotropic drugs and diagnosis 

The proportion of patients with no psychotropic 
drugs (Table V) was highest in the diagnostic group of 
dementia (43 of 101), followed by those with person- 
ality disorder (one-third), and neuroses (4 of 24). 
Polypharmacy was common in all the diagnostic 
groups. Combinations of two or more psychotropic 
drugs were prescribed to nearly two-thirds of both 
manic and depressed patients, to 40 per cent of 
schizophrenics, to half the patients diagnosed as 
neurotic and over one-third of those with personality 
disorder. 


Table VI relates type of psychotropic drug to diag" 
nosis. Among patients treated with neuroleptics, 40 
per cent had diagnoses other than schizophrenia. 
Neuroleptics were prescribed to one-third of depressed 
patients, to 40 per cent of those with dementia or other 
organic disorder and to almost half of those diagnosed 
as personality disorder. 

Similarly, over one-third of prescriptions for anti- 
depressants were made for patients with diagnoses 
other than affective illness, mainly neurosis and 
schizophrenia. 


Discussion 


The survey shows that from each class of psycho- 
tropic drugs only a small number of compounds has 
been used. In particular, the ‘new antidepressants’ 
were seldom used and diazepam had a monopoly 
position as a minor tranquillizer. Over one-third of all 
patients, i.e. almost half of those receiving psycho- 
tropic medication, had more than one psychotropic 
drug (when lithium was excluded), and about 10 per 
cent had at least three different drugs. This frequency 
of polypharmacy is lower than that reported from 
some hospitals in Israel and Finland (Yosselson- 
Superstine, 1979—up to 67 per cent; Hemminki, 


: 1977—69 per cent), but is close to the average in the 


surveyed US hospitals (Prien et al, 1978) and to the 
high 37 per cent found in prescriptions by general - 
practitioners (Tyrer, 1978). | | 

Polypharmacy is generally not recommended | 
because of increased risk of adverse reactions, and the 
lack of evidence for therapeutic advantage from using 
several psychotropic drugs instead of a properly 
chosen one (see reviews by Hollister, 1975 and 
Hemminki, 1977). In particular, the sedative and 
anxiolytic properties of some antidepressants and 
neuroleptics make it hard to justify the common 
concurrent administration. of minor tranquillizers 
and/or hypnotics. It seems doubtful also whether 
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TABLE V 
Number of psychotropic drugs per patient by diagnosis 












anter 





Number of drugs per patient 


0 1 2 3 4 or more 
Diagnosis N n p n A n (95) n (92) | n (94) 
Schizophrenic 200 21 (00 104 (G0  6& QD 1 (89 2 (D 
cs e Affective disorders 120 19 — (16 43 (36) 43 (36) 14 — (12) i (1) 
| " . hypomania 13 — 5 (38) 7 (54) l (8) Pe 
` depression 72 — 27 (37) 31 (43) 13 (18) 1 (1) 
- "inremission 36 — 19 (53) 11 (0) 6 ay on ~ 
‘Dementia and other 
" organic disorder 101 43 (43) 38 (38) 20 (20) — — 
Neurosis 24 4 (17) 8 (33) 8 (33) 4 (17) — 
Personality disorder 28 9 (32) 9 (32) T (25) 3 GO  . |  — 
Other 31 14 (45) 12 (39) $ (16) — — 
Taste VI 
Prescriptions for neuroleptics, antidepressants and lithium by diagnosis 
Diagnosis N Neuroleptics Antidepressants Lithium 
a= 294 N = 97 N = 39 
Schizophrenia 207 177 i8 5 
Affective disorder: 120 51 63 33 
hypomania u 13 13 — 5 
depression pun 72 29 61 18 
in remission 35 9 2 9 
Dementia and other iade iota 101 43 — — 
Neurosis | " 24 2 10 l 
` Personality-disorder — 28 12 5 = 
Other | 3l 9 2 m 


VEL DENN Rs ERU th De See Mets EA tan re Key ene! Mate es al OEC SERERE Lo ARNT AB en eg Serene REM aot a Oo ae, ad nee 
mee engem ee ee et Ee aa a a a a ui rines eee € RAE SHH tenner at AAAA AAAA ALAA pth et 


B one-fifth of daypationts ented with depot prepara- 


E) tions needed an additional oral neuroleptic. 


' The next questionable pattern concerns prescribing 


E drugs to be taken three or more times a day, as was the 


case with two-thirds of minor tranquillizers and nearly 
half-of oral neuroleptics: The pharmacokinetics of 
most of these drugs make it possible, except in the 
initial phase of treatment, to administer the entire daily 
amount at bed-time or at the most in two doses, Less 
frequent. administration could improve compliance, 
save the time of nursing. pu and reduce the number 
of tablets taken per day. - 


The clinical data collected are insufficient to allow 
us to comment any further on these and certain other 
aspects of drug prescribing. Thus, the specificity of 
drug choice cannot be discussed, although the pres- 
cription of neuroleptics for a high proportion of 
patients in the diagnostic groups of personality dis- 
order (12 of 28) or depression (over a half) raises this 
question. 

Similarly, without information on the side effects 
and duration of treatment, it is impossible to assess 
whether the use of anti-parkinsonian medication 
was excessive among those treated with neuroleptics. 





.—' proportion of patients, anticholinergics can be safely 





. This question is of clinical importance since in a 


withdrawn after a few months of treatment (McClel- 
land et al, 1974; Klett and Caffey, 1972; Orlov et « 
1971) and there is evidence that these drugs promo 


development of tardive dyskinesia (Perris et al, 1979). 
In addition, from our unsystematic observations, we - 
believe that some patients become dependent on the 


stimulating effects of orphenadrine or Denzhexol and 
tend to abuse them. 


To answer these questions, more detailed clinical - 


information will have to be collected on the selected 
groups of patients. It would also be of interest to 
compare these findings with the use of psychotropic 
drugs in other British psychiatric hospitals. It has been 
shown that such surveys are helpful in improving 
prescribing habits (Diamond et al, 1976) and we report 
our findings partly in the hope that others will be 
encouraged to carry out enquiries into the use of 
drugs in the hospitals in which they work. 
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The Work of the Psychiatrist in à Rehabilitation Hospital. 


L. K. HOLLAND and M. J. WHALLEY 


Summary: Over an 18 month period, 49 patients in a physical rehabilitation 
hospital were referred to an attached psychiatrist. Formal psychiatric disorder 
was uncommon, and the mood changes and behaviour disturbances observed 
often resulted from a poor adjustment to recent physical disability by patients or 
their families. The most important role of the psychiatrist in management was in 
helping rehabilitation staff use their own skills to deal effectively with the 
inevitable emotional disturbances which occur in this setting. 


A recent textbook of Organic Psychiatry (Lishman, 
1978) commented that much of the disability following 
stroke and head injury is emotional rather than physi- 
cal and that psychological influences are paramount in 
determining outcome. Many authors make the point 
that depression and anxiety are frequent sequelae 
(Feigenson et al, 1977; Storey, 1970). Ullman (1967) 
and Anderson e? al (1978) concluded that intensive 
follow-up of patients either by a psychiatrist or 
community nurse after leaving their rehabilitation 
centre was an important factor in maintaining optimal 
functioning. In Fahy ef al’s (1967) follow-up of 
severe head injury patients, only five out of 22 were 
free from psychiatric sequelae. Both Schmidt (1969) 
and Rusk et a/ (1969) found the presence or absence of 
depression an important prognostic factor in relation 
to continuing welfare. It is noteworthy that the psych- 
iatrist has played little or no active part in the present 
surge of enthusiasm for rehabilitation of stroke 
patients, and there have been few systematic studies of 
the nature and extent of psychiatric sequelae of strokes 
or head injuries. For six years a psychiatrist has 
worked part-time in a rehabilitation unit—the River- 
mead Rehabilitation Centre in Oxford. The purpose of 
this present study is to review the psychiatrist's work 
in this unit. 


The Hospital and its Staff 

Rivermead Rehabilitation Centre (RRC) treats, 
primarily, patients with major physical handicap 
following head injury or cerebro-vascular accident. 
The hospital provides intensive physiotherapy, and 
has a large occupational therapy department for in- 
patients and day patients. In addition, there are 
nursing staff, four social workers, two speech thera- 
pists and one clinical psychologist, some of whom are 
part-time. Medical staff include a consultant in 
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rehabilitation and one senior house officer, as well as 
two other part-time medical assistants. 


The Patients 


Three hundred and sixty seven patients were 
admitted to the RRC over the 18 month study period 
from Ist August, 1977 to 31st January, 1979. Most had 
disorders of movement, speech or cognitive function- 
ing resulting from cerebro-vascular accident or major 
head injury. A small number were admitted for other 
physical disorders, e.g. back pain, while a few men- 
tally handicapped school children attended weekly for 
work assessments. Most patients were admitted many 
months after their original injury. All referrals made to 
the psychiatrist working at RRC during the period 
were included in the study. Most referrals came from 
medical staff, a few were from nursing staff, social 
workers and physiotherapists. 


The Psychiatrist's Work 


The psychiatrists were registrars in training, each 
working at RRC for four sessions per week for six 
months. They discussed problems of patients other 
than those specifically referred at ward rounds and at 
regular meetings with nursing staff and social workers. 

After referral additional information was always 
sought from nursing staff and family members were 
usually interviewed. The assessment ended with a 
formulation of problems, a diagnosis where this was 
appropriate, and a plan of management. Cases were 
discussed regularly with a senior psychiatrist. 

One of the registrars instituted a ward group 
meeting in which patients were encouraged to share 
their feelings about their disability and the problems of 
institutional living. These meetings allowed ventilation 
of everyday grievances and angry feelings and appeared 


|... Of the 367 patients admitted to RRC during th 
. study period, 268 were men and 99 were women (se 
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to defuse many tense situations which might otherw. i 
- have interfered with rehabilitation. 3 


Characteristics of Patients Referred 


ratio 2.7: 1) and their ages ranged from 13 to 71 yea 
(average 39 years). Forty-nine patients were referred t 


the psychiatrist. The sex ratio (2.8:1) and agerange of —— 
< the referred patients (average 42 years) were similar to EE 


that of the whole group. 


Medical diagnosis: The primary dedua disgnósié | 


of the patients fell into seven categories. In Table I, the 
number and percentage of referred and unreferred 
patients in each category are compared. 

CVA/stroke includes all cases of intra-cranial 
haemorrhage (predominantly sub-arachnoid haem- 
orrhage) and of cerebral infarction. Seventy per cent of 
.. this group had a hemiplegia. Of the 14 patients in the 

referred group with hemiplegia 71 per cent had a left 
hemiplegia compared with 56 per cent having left 
hemiplegias in the unreferred group. Although not 
statistically significant this difference is interesting in 


OV ,H 
| assucisted difficulties sucira as confusion, memory loss, 
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A 196 more patients with strokes were admitted 
5 RC, 1 more o with head injury were referred 
T These Br tended to be 









poor insight and personality change, all of which were 
less common in the stroke patients. The predominantly 
young staff could identify more strongly with. these 
younger patients, and this may also have influenced 
referral rate. 

Proportionately. the greatest number of referrals, 
however, came from a group with neurological ill- 
nesses affecting movement in some way. In the 
referred group the cases included Friedreich's ataxia, 
Parkinson's. disease, epilepsy following meningitis, 
hypoxic brain damage following carbon monoxide 


TABLE I | 
Primary categories of medical diagnosis in the 367 patients 


ESN 
CVA Neurological children- ` 
or Head Other Post-op. Back work 
Category ‘stroke’ . injury medical trauma . rehabilitation pain assessment 
Referred patients 16 20 8 3 2 0 0 
(10.8% (19.855) (27.6%) (11.574) (8,355) (0%) (0%) 
Unreferred patients 132. 81 23 22 21 18 
(89.2%) (80.274) (72.4% (88.5%) (91.774) (100%) (100°) 
29 26 24 21 18 


Totals 148 101 





Psychiatric diagnoses of 49 patients referred to the psychiatrist at RRC dé the Via period 


. Paranoid schizophrenia 
Late paraphrenia 
Psychotic depression 
Personality disorder 
Alcoholism 


Hysterical conversion symptoms 


Organic reactions 


u 


Of the remaining 30 patients 23 were judged to be making a poor adjustment to their illness/injury, i.e. suffering from an 


adjustment reaction. 


Brief depressive adjustment reaction 7 da 
Prolonged depressive adjustment reaction ` 16 


J With predominant disturbance of other. emotions - 
With predominant disturbance of conduct 


74 (anxiety) 
3 


With mixed disturbance of emotions and conduct- 2 
The remaining seven patients remained unclassified. 
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poisoning and scleroderma. The long-standing, 
intractable, nature of the disability which contributed 
to family distress was particularly notable in this 
group, and intensive family counselling took place in 
five of the eight cases. - 

Other trauma included injuries to parts of the body 
other than the head. The disability was less severe and 
any psychological stress was often incidental to their 
injury. 

The post-operative rehabilitation group included 
amputees and patients with cerebral damage following 
major surgery. 

The psychiatrist had no involvement in the research 
programme run at RRC for patients with chronic 
low-back pain by the clinical psychologist, nor was he 
involved with the ESN children admitted for work 
assessment. 

Duration of illness before admission: The time from 
the onset of the illness or accident to admission into 
RRC was not significantly different between the 
referred and the unreferred groups. Fourteen were 
admitted in less than two months after the onset, 10 
after more than a year, the remaining 25 patients 
falling between these extremes. 


Reasons for referral: The clinical state of the patient. - 


is not always the main reason for referral to a psych- 
iatrist. The experience of the referring doctor and level 
Of staff anxiety are two well recognized variables in 
liaison work. However, the stated reasons for patient 
referral fell into seven broad categories, which are 
discussed below. 

Mental state examination was carried out on all 
patients referred, and in only 19 patients was a 
psychiatric diagnosis made (see Table I footnote). The 
majority of the remainder (23) were having emotional 
or behavioural difficulties during the process of 
adjusting to their illness and might be classified under 
the new ICD category of 'adjustment reaction' (see 
appendix). The remaining patients had difficulties not 
related directly to their illness. 

l. Is the patient depressed ?: Depressed mood, poor 
motivation in treatment, withdrawal or tearfulness 
would be noticed by the staff, and the psychiatrist 
asked whether the patient was clinically depressed. 
Nineteen out of the total 49 patients fell into this 
group of referrals. Most had affective disturbances 
lasting at least two weeks, and often six to eight 
weeks. Thirteen were suffering from a hemiplegia as a 
result of a CVA, 10 of which involved the right side of 
the brain. Many of the patients were found to be 
having difficulty in adjusting to their disability, and as 
such their mood disturbance was understandable. The 
idea that certain individuals have poor coping 
strategies for dealing with major life changes such as 
physical illness was found to be useful in this context 


(Lipowski, 1970). We were reluctant to diagnose 
neurotic or reactive depression and tended to use the 
term ‘poor adjustment to illness’. Particularly con- 
sistent features of poor adjustment were denial of the 
extent of the disability, unrealistic expectation of 
future functioning and ready tearfulness on minimal 
provocation. Of the 19 patients referred, 14 fell into 
the category of ‘prolonged depressive’ adjustment 
reaction, and only one had a true depressive illness of 
the endogenous type. Case 1 is an example of a man 
with a prolonged depressive adjustment reaction. 

Case {. A 51 year old man had a rather rigid, authori- 
tarian, premorbid personality and set high standards for 
himself and others. Having risen from the shop floor to 
management, he had always driven himself hard. He had 
been recently promoted to a post which required a move and 
had taken on a large mortgage. His daughter was about to 
get married. He suffered a left hemiplegia with visio-spatial 
difficulties and sensory inattention, but exhibited a marked 
denial of his disability. He found it difficult to have his 
failures repeatedly revealed in occupational therapy (by 
staff the age of his own daughters) and became increasingly 
demoralised and dejected, being easily moved to tears. He 
received counselling sessions during which he was, at first, 
negative and angry. His wife who was very anxious was 
also interviewed and given support. Over three weeks he 
became more realistic and more positive in his attitude to 
his rehabilitation and less apparently depressed. 


Psychotropic medication was never prescribed for 
any of this group of referrals, instead treatment was 
usually by supportive psychotherapy encouraging a 
'facing up' to the new situation. Eleven patients had 
two or more individual interviews, the other eight 
patients having individual sessions and also family 
interviews. 

All but two of the patients referred in this category 
improved, and were judged to require no further 
psychiatric treatment by the time of discharge. The 
two patients who failed to improve were a man with an 
antisocial personality disorder, and one admitted to a 
psychiatric hospital with endogenous depression. 

2. Aggressive behaviour: Aggressive behaviour was 
the second most common reason for referral. Seven 
patients were referred. Of these, five had suffered a 
head injury, one had scleroderma of long-standing, 
and another was dysphasic following a stroke. 
Aggressive behaviour ranged from verbal insults or 


threats to physical assault, though the level of staff 


anxiety about the patient usually far outweighed our 
assessment of their potential danger. The psychiatrist's 
role was often to contain this anxiety, usually by being 
seen as ‘responsible’ for any possible catastrophe. 
Cognitive defects were found in five of the seven 
patients, although in only two was this thought to be 
the main factor leading to aggression. Three patients 
showed an adjustment reaction involving a “disorder of 
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^. conduct’ as they gradually realized the full extent and — 
meaning of their disability. Aggression had been the —. 
habitual way of coping with stress in these patients. Of 

the remaining two patients, one was severely dys- — 
phasic and reacted aggressively out of extreme 


frustration at his inability to communicate. The othe 


was based on a misunderstanding by the auxiliary ^. 
nursing staff involved of the range of normal adol- 


escent sexual behaviour. 


Various methods were used to reduce the soian 


of the aggressive patient. Major tranquillizers were 
prescribed for two, but as these interfered with 
physiotherapy their use and dosage was reduced to a 
minimum. If the patient was confused then more 
tactful and careful handling was all that was required 
as the patient's aggression was a response to fear in a 
strange situation. The most difficult problems resulted 
from patients with previous antisocial or explosive 
personality traits who had a cognitive defect after 
injury. As these individuals began to realize the extent 
of their physical deficits, rage and frustration often led 
to aggression. This was usually treated by individual 
interviews if the patient's memory was intact, other- 
wise behaviour modification programmes were tried. 
The following example illustrates the often complex 
nature of cases presenting with aggressive behaviour, 
and the difficulties in management. 


Case 2. A 32 year old man who had severe memory prob- 
lems, was unable to walk following major head injury after 
falling from a scaffold. He had an explosive premorbid 
personality with difficulty in maintaining relationships, a 
poor work record and a psychological dependence on 
alcohol. On admission he was found to be over-sedated. As 
this was gradually withdrawn he became sufficiently awake 
to receive physiotherapy but remained extremely truculent 
and unco-operative, He would demand cigarettes and 
threaten staff if this was refused. Although he never actually 
struck anyone his manner could be very intimidating. 
Psychotherapeutic interviews proved unsuccessful because 
of his very poor memory and his tendency to deny current 
problems. A behavioural modification programme also had 
little success. He benefitted from re-introducing a small 
dose of a major tranquillizer and once he had begun to 
experience some success in the hydrotherapy pool and 
could regain some of his self-esteem he became a little more 
positive in his approach to rehabilitation. 


3. Other mental illness: Six patients were referred 
because a mental illness other than depression was 
suspected. One who had paranoid schizophrenia was 
admitted to a psychiatric hospital. A second with an 
acute paranoid reaction after head injury, was 
successfully treated with thioridazine. A third who 
was acutely anxious had suffered intellectual deterior- 
ation following head injury and had always been an 
obsessional anxious personality. Of the next two, one 











M.J. WHALLEY 225 


was a woman who behaved in a vague lost manner and 


was thought to have early dementia and onea man who 


- developed a fixed idea that he was being impersonated 
and was changing sex. The basis of this seemed to be a 
memory impairment so severe that he could not 
remember events from one minute to the next. Be- 


ause he could not recall events in which people 


| claimed he had taken part he supposed that another 
person must be taking his place. Lastly a middle aged 
. lady with a stroke had the isolated delusion that certain 


neighbours repeatedly burgled her caravan. These ideas 
preceded her stroke and seemed to be part of a late 
paraphrenic illness. 

For this category the psychiatrist’s main contribu- 
tion was a diagnostic assessment followed by referral 
to an appropriate agency. In the case of the four 
patients not so referred, psychological disability did 
not interfere to a significant extent with their physical 
rehabilitation. 

4. Pre-existing psychiatric disorder: Of a total 49 
patients referred, nine had a positive previous psych- 
iatric history. Five patients were referred because the 
medical staff wished to have advice about the rele- 
vance, if any, of previous. psychiatric disorder to 


' present care. After a preliminary assessment inter- 


view, further psychiatric intervention was often un- 
necessary once the staff were reassured that the 
patient's present mental state was not abnormal. 
However, further advice was given on the management 
of the extremely difficult behaviour of two personality 
disordered patients, and possible future treatment was 
discussed with an alcoholic and her family. 

S. Is the patient really ill?: Three patients were 
referred with suspected malingering or hysterical 
symptomatology. and the psychiatrist’s main role was 
to ascertain the possible meaning of physical symp- 
toms to the patient, so that an appropriate plan of 
management could be formulated. For example a 
33 year old man had a hysterical paraplegia following 
a back injury at. work. The conversion symptoms 
were accompanied by an agoraphobic disorder and 
also provided the patient with a reason for avoiding 
sexual relations. with his wife. The agoraphobic 
problems were treated by a behavioural regime and the 
couple were referred for sexual counselling. 

6. Behavioural problems: Four patients were said to 
have difficult behaviour (other than the aggressive 
behaviour outlined above). An example was a young 
man with Friedreich's ataxia who was truculent and 
generally unco-operative with therapy. The distress of 
his family had been heightened by the long time 
interval between the onset and diagnosis of his illness. 
The psychiatrist and social worker worked with the 
family encouraging them to express their anger and 
frustration, and they gradually began to accept the 
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Situation in a way which helped them deal with the 
real issues involved. 

7. Miscellaneous: Five patients could not be other- 
wise classified. They tended to be patients who raised 
intense feeling in everyone on the unit. The psych- 
iatrist who was less involved was seen as being more 
capable of dealing with an emotive situation than 
others. An example was a middle aged man who had 
brain damage after open heart surgery. In this case the 
psychiatrist was involved. in counselling his. dis- 
traught relatives. 


Sexual problems 


Once a week a clinic is held at RRC specifically 
designed to help any disabled patient presenting with 
sexual problems. During the time of study 30 new 
patients were referred to this clinic. Because this 
sexual problems clinic for the disabled was held on the 
premises, few specific sexual problems were referred to 
the psychiatrist. In other centres without this facility, 
the psychiatrist might be expected to give advice about 
sexual problems. 


Treatment 


The different ways in which the psychiatrist dealt 
with the problems presented to him has been men- 
tioned to some extent already. All the patients referred 
were seen individually by the psychiatrist. Five 
patients were seen once only, the rest being seen on 
two or more occasions either alone or with family 
members. Interviews with families were an essential 
part of the treatment of most patients. Often it was 
only the psychiatrist who had the time and the 
orientation necessary to give the patient an 
opportunity to express: his feelings and his view of his 
problems. The provision of this opportunity was 
therapeutic in itself and the interviews tended to be 
supportive, ie. helping patients to face reality and 
make the fullest use of their resources or coping 
strategies (Lipowski, 1970). Alternatively the psych- 
iatrist was often simply the person to co-ordinate a 
plan of treatment to be carried out by other members 
of staff and had very little contact with the patient. 

Five patients received major tranquillizers because 
of psychotic reactions, aggressive behaviour or severe 
agitation, all associated with organic brain syndromes. 
Occasionally there was pressure from the medical 
staff for us to admit disturbed, particularly aggressive 
patients with organic brain syndromes, to a mental 
hospital. This was resisted and the crisis was usually 
short-lived, although contingency plans for admission 
were sometimes made over a holiday period. In the 
event these were never used. 

. Behaviour modification programmes were occasion- 
ally used, particularly with head injury patients. As 


the psychologist had been operating these programmes 
for several years, the staff were familiar with the 
approach and were able to carry them out efficiently. 

There were also ward group meetings as described 
previously. 


Discussion 

The referral rates for psychiatric consultation were 
13.5 per cent. This is higher than the referral rate in 
other studies in general hospitals, e.g. 0.7 per cent in 
England (Fleminger and Mallett, 1970), 9 per cent in 
the USA (Lipowski, 1967), but is similar to that 
found in the study of referrals made to a psychiatrist in 
a terminal care unit (Stedeford and Bloch, 1979), 
where similar close liaison took place. In the latter 
study the higher referral rate was related to both the 
high incidence of organic brain disease and the easy 
availability of the psychiatrist; both these factors were 
operative in our study. In addition the patients were 
often separated from their families by long distances 
which must have increased the feelings of isolation and 
loneliness, and possibly contributed to the high 
referral rate. The trained staff too were experienced 
and tended to pick up difficulties which might go un- 
noticed in a general hospital’ 

We found that mest of the problems experienced by 
patients at RRC fell into eight broad categories. 
These were: 

(a) Formal psychiatric illness (including cases of 

long-standing personality disorders), 

(b) Acute, sub-acute or chronic organic reactions, 

(c) Poor adjustment to illness (manifested in a 

number of different ways, ranging from denial of 
disability, or exaggerated sick role behaviour, to 
disturbances of affect and aggressive behaviour), 

(d) Distorted family or marital relationships (either 

pre-existing or as a reaction to the patient's 
illness), 

(e) Sexual problems, 

(f) Minor personality deviations and traits, causing 

difficulties in the rehabilitation setting, 

(g) Poor motivation or co-operation in maximizing 

physical treatment opportunities, and 

(h) Miscellaneous. 

Most patients, of course, fell into more than one 
category, and individual patients might have multiple 
difficulties resulting from, for example, physical dis- 
ability, cognitive defect, long-standing personality 
traits, sexual dysfunction, marital difficulties, housing 
and family problems, all of which militated against the 
ever present demand of adjusting self-concept to the 
new role of disabled person. With this multiplicity of 
problems existing with most patients, it was essential 
to use a problem-orientated approach in helping to 
clarify which issues staff needed to tackle. . 


L. K. HOLLAND AND M. J. WHALLEY 227 


An interesting aspect of psychiatric work. with 
physical rehabilitation patients is the way that — 
organic and functional causes of psychological 
disturbance tie closely together and are often very _ 
difficult to distinguish. Depressed mood in many 
patients was a good example of this, and although - 


adjustment to illness was felt to be the major factor 
symptoms like ready tearfulness and emotional 


ability were sometimes manifestations of organic 


disturbance. Following from this, the higher referral 
rate in patients with a right rather than a left hemi- 
sphere stroke was interesting although the results were 
not statistically significant (the numbers in the sample 
are small). This would bear out the findings of other 
workers who demonstrated emotional differences 
between patients with right and left hemisphere 
lesions, for example Bear and Fedio (1977) and 
Flor-Henry (1969). This difference is understandable 
on neurological grounds in that those patients with 
right hemisphere lesions were much more difficult to 
rehabilitate because of their various visuo-spatial 
difficulties, and a tendency to left-sided body image 
disturbances or distorted perception of environment 
on the left side. They were subjected to a barrage of 
negative reinforcement as the therapist had to con- 
stantly point out their errors, This contrasted with the 
patients with speech and walking difficulties who 
could monitor their improvement in a more obvious 
way. Patients with right hemisphere lesions tended to 
minimize their symptoms rather than the others, and 
this often amounted to outright denial which was 
understandable mainly on neurological, but also 
partly on psychological grounds. 

Two categories of patients seemed to present a 
major source of anxiety to the staff: those who were 
thought to be depressed or suicidal and those who 
were potentially violent. The staff at RRC had learned 
to deal with the enormous burden that caring for 
physically handicapped and brain damaged people 
entails, and it was not surprising that at times of 
increased stress, such as when there were a number of 
new admissions, the referral rate to psychiatrists 
would go up. Often there would be unrealistic ex- 
pectations of what the psychiatrist could achieve. 
What has a psychiatrist to offer in this paricular 
setting of physical rehabilitation ? 

First, he can exclude the possibility that the patient 
is suffering from a treatable mental illness by exam- 
ining the mental state of all referred patients. Although 
few patients were found to have a formal psychiatric 
disorder in our study, it was the psychiatrist's task to 
assure the staff that no treatable psychiatric illness had 
been missed. Secondly, since the psychiatrist generally 
has more time and, usually, more experience in 
dealing with patients with specifically emotional 


 gramr 


problems, he can afford to devote more of his energy 


to counselling patients who are trying to adjust to 
their disability. Thirdly, the psychiatrist does have 


specific treatments that he is able to offer to patients. 


At the centre we used five main categories of 
treatment: these were behaviour modification pro- 
grammes, individual psychotherapy, family therapy, 
drug treatment and referral to a number of other 
psychiatric agencies such as in-patient psychiatric 
hospital treatment. Individual supportive psycho- 
therapy and family therapy were probably the most 
consistently used treatments. There are special 
problems in doing psychotherapy with physically 
handicapped patients of this type. Sessions may have 
to be short because of the patients’ difficulties in 
concentrating and their fatiguability. Occasionally 
there will be problems with other staff who are un- 
accustomed to dealing with the strong negative or 
positive transferences provoked by psychotherapy and 
who found it difficult to accept that these may be a 
necessary phase in treatment. More importantly it is 
often difficult for the psychiatrist himself to deal with 
the feelings aroused by identification with young 
patients with major physical disabilities. Faced with 
such concrete reasons for unhappiness it becomes hard 
to disassociate oneself from the patient's isolation and 
despair. On many occasions: it would seem that one 
would have all too little to offer, and it was easy to 
become engulfed with the patient's hopelessness. It 
was then that supervision by a senior psychiatrist 
became important. 

Family therapy also added difficulties, as relatives 
were often as distressed as the patients over the loss of 
health in their loved one. Not only distress but also 
complete rejection could characterize the response of a 
close relative. Sometimes the work of both unit and 
patient in slowly re-building skills and self-esteem 
could be seriously set back by the attitude of a dis- 
tressed relative. It is interesting that, in one study, 
Isaacs (1977) found that those patients going home to 
live on their own did better than those who went to live 
with a spouse or family, and it was certainly true that 
many families did interfere with the rehabilitation by 
constantly keeping the patient in the sick role at home. 

The outcome of treatment and the success of the 
psychiatrist in dealing with the various problems 
presented to him was extremely difficult to assess, as 
many of the patients' difficulties were the sort which 
would resolve spontaneously but were temporarily 
interfering with the task of physical rehabilitation. 
Ultimately the psychiatrist's role was in facilitating the 
continued work of the rehabilitation hospital by 
helping to relieve psychological distress which inter- 
fered with the work of rehabilitation. 

Over the 18 month period we studied, staff expect- 
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ations seemed to change. Initially referral of patients 
as '? depressed’ were common, but later there were 
less of these referrals and more of those concerned 
with problems of aggression and behavioural diffi- 
culties. A fortnightly teaching seminar was held and 
was felt to be a contributing factor to the change in 
attitude in expectations of the staff. At this meeting the 
role of the patient's pre-morbid personality in his 
ability to tolerate and adjust to stress and uncertainty 
was emphasized. This tended to steer away from the 
more simplistic notion that the patient who appears 
depressed needs antidepressives. As time went on 
there seemed to be a greater tolerance of emotional 
displays, which reduced the chances of these being 
inappropriately labelled as pathological. 

The psychiatrist was seen as an accepted outsider 
whose presence, experience and care was able to 
facilitate the work of both patient and staff in the task 
of obtaining maximum benefit and effectiveness from 
this rehabilitation setting. 
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Appendix 


1. Extract from the International Classification of 
Diseases (1979) 


309 Adjustment reaction 

Mild or transient disorders lasting longer than acute 
stress reactions (308.-) which occur in individuals of any 
age without any apparent pre-existing mental disorder. 
Such disorders are often relatively circumscribed or 
situation-specific, are generally reversible, and usually last 
only a few months. They are usually closely related in time 
and content to stresses such as bereavement, migration or 
separation experiences, Reactions to major stress that last 
longer than a few days are also included here. In children 
such disorders are associated with no significant distortion 
of development. 
Excludes: acute reaction to major stress (308.—) 

neurotic disorders (300.-) 


309.0 Brief depressive reaction 
States of depression, not specifiable as manic-depressive, 
psychotic or neurotic, generally transient, in which the 
depressive symptoms are usually closely related in time and 
content to some stressful event. 
Grief reaction 
Excludes: affective psychoses (296.—) 
neurotic depression (300.4) 
prolonged depressive reaction (309.1) 
psychogenic depressive psychosis (298.0) 


309.1 Prolonged depressive reaction 

States of depression, not specifiable as manic-depressive, 
psychotic or neurotic, generally long-lasting; usually 
developing in association with prolonged exposure to a 
stressful situation. | 
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B: ludes: disturbance of conduct NOS (312.-) 
E dyssocial behaviour without manifest psychiatric 
disorder (V71.0) 


. personality disorder with predominantly socio- 
pathic or asocial manifestations (301.7) 


Excludes: affective psychoses (296.—) 

brief depressive reaction (309.0) 
neurotic depression (300.4) 

psychogenic depressive psychosis (298.0) 


— 309.2 With predominant disturbance of other emotions 
| States, fulfilling the general criteria for adjustment. r 
. action, in which the main symptoms are emotional in type - 
~~ (anxiety, fear, worry, etc.) but not specifically depressive. ^ 


i ith mixed disturbance. of emotions and conduct 
; fulfilling the general. definition in which both 
-disturbance and ‘disturbance of conduct are 


— Abnormal separation anxiety predominant features. 

"Culture shock E | 

"M 309.8. Other x. $0 

-< 309.3 With predominant disturbance of conduct Adjustment reaction with elective mutism 


Mild or transient disorders, fulfilling the general criteria Hospitalism i in children NOS. 
for adjustment reaction, in which the main disturbance | 
predominantly. involves a disturbance of conduct. For 309.9. Unspecified , 

. example;an adolescent grief reaction resulting in aggressive Adjustment reaction NOS 

= oranti-social disorder would be included here. Adaptation reaction NOS 
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Self-Report Measures of Mood and Morale in Elderly Depressives 


C. J. GILLEARD, M. WILLMOTT and K. S. VADDADI 


summary: Two self-report scales of mood and morale were administered to 
45 elderly in-patient depressives and 45 non-patient controls, matched for age 
and sex. The responses of the two groups differed significantly in the predicted 
direction. When 18 patients from the depressive group were re-tested 6 to 8 
weeks later, at discharge, significant declines in self-reported depression, and 
increases in ‘life-satisfaction’ were reported. Within the depressive group, there 
was a significant relationship between 'overt' depressive behaviour on the ward 
and self-reporting of greater depressive symptoms, and lower ‘life-satisfaction’. 
The importance of independent validation of self-report measures of mood and 
morale in elderly populations is discussed. 


Despite the fact that depression remains the most 
common psychiatric disorder in the elderly (Gurland, 
1976), and is also one of the health problems most 


frequently missed by general practitioners (Williamson. 


et al, 1964), little research interest has been shown in 
developing instruments to identify and measure 
emotional states in the elderly. The validity of existing 
self-report measures of depression with elderly sub- 
jects has recently been questioned by several studies 
(Blumenthal, 1975; Harmatz and Shader, 1975; 
Zemore and Eames, 1979; Oltman et al, 1980). These 
have indicated that the pattern of response to such 
self-report measures by elderly subjects is distorted by 
the overlap between typical depressive symptomatology 
and changes associated with the ageing process itself. 
Thus, alterations in sleep, appetite, drive, social and 
cognitive behaviour, and in physical health and vigour, 
associated with ageing, are seen as leading to appar- 
ently ‘depressive’ responses, which do not truly 
reflect clinical depressive conditions. It has also been 
argued that age produces a differential pattern of 
response to depression questionnaires, with somatic 
‘physiological’ symptoms being preferentially res- 
ponded to, while emotional-‘psychological’ symptoms 
are under-reported (Gaitz and Scott, 1972: Schwabb 
et al, 1973; Zemore and Eames, 1979). On the other 
hand, some workers have suggested that age leads to a 
significant under-reporting of symptoms on self-rating 
scales, both in clinical populations (Paykel and 
Prusoff, 1973) and in the general population (Craig 
and Van Netta, 1979). 

Such confusing evidence, serves to emphasize the 
importance of independently validating self-report 
measures of emotional disorder within elderly groups, 
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if effective screening instruments are to be developed. 
Since many self-report measures are administered as 
quasi-structured interviews with the elderly, it is clear 
that the problems involved are not limited to pencil 
and paper evaluations. 

Janke and Baltisson (1979) in a recent review of this 
field have noted that the principal ‘measures’ developed 
specifically with elderly populations have been life- 
satisfaction or morale questionnaires, which are 
usually considered to reflect fairly stable traits or 
attitudes, rather than emotional states. However, 
there is some evidence to indicate considerable com- 
mon variance between ‘mood’ and ‘morale’ scales 
(Morris et al, 1975) which makes it possible that life- 
satisfaction questionnaires can function as effectively 
as standard self-report mood questionnaires in evalu- 
ating emotional disorders. 

In the light of these issues, the present study 
examined the effectiveness of two questionnaires, 
designed to measure mood and morale respectively, in 
identifying and measuring clinical depression in the 
elderly. 


Method 


Measures; Both scales were selected because they 
had been developed with and applied to elderly 
populations, and could be administered either as 
written questionnaires or within a structured inter- 
View. 


(i) A 10-item depression scale, drawn from the 
depression section of the structured interview 
employed by Schwabb er al (1973) in their study 
of age and mental health. ^. . 
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(ii) An 8-item life-satisfaction scale developed b 


Bigot from a longer life-satisfaction inventor . 


(Bigot, 1974). 
Both scales are reproduced in the Appendix. 


Subjects: The patient samples were drawn from 
general psychiatric admission ward at Stanley Ro 


Hospital, Wakefield (15) and a psychogeriatrie 


‘functional’ ward at the Royal Edinburgh Hospital 
(30). Patients were mostly consecutive admissions 
and were asked to complete the questionnaires within 
the first week of admission and, when possible, 6-8 
weeks later at discharge. All patients had a clinical 
diagnosis of depression, without signs of organic 
deterioration. Amongst the Edinburgh sample, a 
significant proportion (8) were also considered to have 
long-standing personality disorders, which con- 
tributed to their admission. Sex and age distribution 
was similar in both Edinburgh and Wakefield popu- 
lations (9 men and 21 women, mean age 73.9 (sd 5.4) 
in Edinburgh; 5 men and 10 women, mean age 71.9 
(sd 6.0) in Wakefield). 

The control samples were drawn from a general 
adult volunteer pool at the Royal Edinburgh Hos- 
pital, together with some additional elderly volunteers 
drawn from local day centres. All were living in- 
dependently in the community, and none were 
receiving psychiatric attention. There were 45 subjects 
in all (15 men, 30 women, mean age 71.4 (sd 7.1). All 
volunteers seemed motivated to report honestly on 
their feelings. 

Procedure: While most of the volunteers completed 
the questionnaires independently, the majority of 
patients initially completed them in the presence of an 
examiner, in many cases with the questions being 
read out. Eighteen of the patients had the question- 
naires re-administered to them 6-8 weeks later, at 
discharge. Early discharge, or protracted length of 
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^ ; accounted for the other patients who did not 
iplete a second testing. 










)bservations in all admissions. In the present study, 
these items-—‘observed weeping’ and “expresses 
| to die’ were used to sub-divide this sample 
se with such overt depressive features and 


| those without. 


Resu its 
The: scores from the depression and life-satisfaction 
scales were compared between the depressive patients 
and the controls. It was expected that if self-report 
measures are valid in an elderly population, there 


should be significant differences in scores between the 


two groups. The life-satisfaction questionnaire is 
made up of two sub-scales—' current contentment’ 
and ‘satisfaction with past achievement'—which 
combine to form the total life-satisfaction score. Since 
the ‘past achievement’ sub-scale may well reflect a 
more stable ‘attitudinal’ component of morale, no 
predictions were made about its validity to distin- 
guish between the two groups, although both ‘current 
contentment’ and ‘total life-satisfaction’ were ex- 
pected to differentiate the depressives from the con- 
trols, Mean scores and their standard deviations are 
presented in Table I, together with the results of t-tests 
for the significance of the differences between each 
group’s mean scores... 

Significant differences exist on all four scales: the 
depressives report higher depression scores, lower 
‘contentment’ and “past achievement’ and lower 
overall life-satisfaction. 

If the scales are sensitive measures of mood, it 
might be predicted that significant reductions in the 
reporting of dépressive symptoms, and significant 
increases in life-satisfaction scores would occur 


| TABLE I "Reg 
Depression scale and life-satisfaction scale scores for elderly Eee in-patients and normal controls 


rere erent rnc IRISH PARS. 





M 


Depression scale 
Life-satisfaction (contentment factor) 
Life-satisfaction (achievement factor) 


Life-satisfaction (total score) 


———— ÁO arera n e ieai, 


*** P < 001. 

















Depressives Normals t-test value 
(n= 45) (45) 
&. SD. —S 
16.84 (5.82) 3.8 (449 729 
2.07 (1.99 ^ — 494  Q.43 5. gee 
4.31 Q.25) 53 (90 — 32e 
6.50 (3.68) — 10. 0.68 (18) — 5.6 


On the Edinburgh unit, a record has been main- | 
tained of the occurrence of a set of 16 symptom-sign 
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xf TABLE H | | 
Changes in depression and life-satisfaction scale scores from admission to 6/8 weeks later (at discharge) 


aL a Ta eee E a Aa E aE 


Difference 





Admission Discharge 
(n = 18) m == 18) between 
—— —————— means 
x SD x SD 
Depression scale 15.06 — (6.47) 9.235 (4.11) 2.53** 
Life-satisfaction (contement factor) 2.38 (1.73) 5.33 (2.34) . 4,35*** 
Life-satisfaction (achievement factor) 4.21 (2.18) 4.50 (2.24) 0.52 (NS) | 
Life-satisfaction (total score) 6.60 — (3.04) 9.83 G1) 4.320" 
P< Ol 
*** P< 001 
TABLE III 
Frequency of life-satisfaction scale item* endorsement by Edinburgh and U.S.A. elderly normals 
Agree ? Disagree 
Item US. Edinburgh USS. Edinburgh USS. Edinburgh 
vo pA 7/6 Yo 7e o 

1 56 59 6 4 38 37 

2 13 i 6 li 81 78 

3 72 78 4 2 24 20 

4 .32 27 7 0 61 73 

5 32 33 10 18 58 49 

6 = = e TS "m - 

7 62 40 9 16 29 44 

8 45 $1 9 9 46 40 


* Data drawn from The Myth and Reality of Aging in America. Louis Harris & Associates. National Council on the Aging, 
Washington, D.C. 1975—N, B. Item 6 not included in that study. 


between admission and discharge. The results of re- 
testing 18 of the patients 6-8 weeks later, at discharge, 
are presented in Table II. The scores on admission and 
at discharge from all four scales were compared and Z 
ratios. calculated to test the significance of any 
changes in scores. The values of Z for each comparison 


are also shown. 


. The results indicate a significant reduction in self- 
‘reported depressive symptoms, a significant increase in 


total life-satisfaction, contributed chiefly by a signi- 


ficant increase in the 'contentment' sub-scale. The 
‘past achievement’ sub-scale shows no significant 


change—a finding which supports the view that this 
construct is a more stable and attitudinal variable in 
determining general life-satisfaction. 

At admission, this sub-sample of depressives did not 
score significantly differently from the depressive. 
group as a whole. At discharge, compared with the 
normal control sample, the only significant difference 
in their scores is on the ‘past achievement’. sub- 
scale (t = 2.01, df 61, P <.05). The discharged 
patients continue to obtain lower scores then, pre- 
sumably indicating a lower level of satisfaction with 
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their past life than the normal elderly group, despite 
the lifting of their mood. 


Next, examination was made within the depressive 
group, of the relationship between self-report and 
observed overt depressive signs. In the Edinburgh 
sample, 11 patients were recorded as having spent 
some time weeping, and/or expressing the wish to die. 
Comparison of the responses of this group of ‘overtly’ 
depressed patients with the remaining 19 without 
these signs indicated significant differences in de- 
pression score (‘overt mean = 20.5 (sd 5.8), ‘others’ 
mean 13.1 (sd 5.8) t = 3.3, df 28, P <.01); in total 
life-satisfaction score Covert mean = 3.9 (sd 2.8), 
‘others’ mean = 8.1 (sd 3.0), t = 3.5, df 28, P. <.01); 
in contentment score (‘overt? mean = 1.1 (sd 1.4), 
*others' mean 2.8 (sd 2.3); and in achievement score 
(overt? mean = 2.8 (sd 2.1), ‘others’ mean = 5. 
(sd 1.6), t = 3.2, P <.01). While it is not suggested 
that the ‘overt’ depressive behaviour recorded is a 
measure of clinical severity, these results do suggest a 
systematic relationship between the self-report of 
elderly depressives and their overt behaviour on the 
ward. Since recording of signs and completion of 
questionnaires were done with no knowledge of each 
other, contamination effects are likely to be minimal. 


Finally, in order to compare the present ‘volunteer’ 
sample with general elderly population norms, their 
responses to the life-satisfaction questionnaire items 
were compared with those from a nationwide stratified 
random sample of aged Americans (Louis Harris and 
Associates, 1975), examining percentage agreement/ 
disagreement with each of the items. These figures are 
presented in Table III. 


It can be seen that there is a broad measure of 
similarity between the two samples, suggesting that the 
‘morale’ of the present controls does not deviate 
greatly from a general elderly population, and hence 
indicates a reasonably representative sample. Pre- 
liminary examination was also made of possible age 
effects in the data by correlating all four scales with 
age, in the normal sample. The values of r were, for the 
depression scale, —.05 (NS); for total life-satisfaction. 
+21 (NS); for the contentment sub-scale, --.19, 
(NS); and for the achievement scale -+-.09 (NS). 
Within an over-60 population, no systematic effects 
occur with increasing age on the reporting of de- 
pression or morale items. Comparison of men's and 
women's responses to the questionnaires also re- 
vealed no significant differences—depression— males 


men = 4.9, (sd 2.3), women = 5.0 (sd 2.2); achieve- 
ment—men == 5,7 (sd 1.8), women = 5.7 (sd 2.3); 
total life-satisfaction—men = 10.8 (sd 3.6), women = 
10.6 (sd 3.4). 


It therefore seems that neither of the questionnaires 


is subject to noticeable age or sex effects within an 


elderly population, and that the present controls 
represent a reasonably normative sample. 


Discussion 


Results have been presented for two questionnaires, 
measuring mood and morale in the elderly. The 
depression scale differentiates validly between groups 
of elderly depressives and controls, is sensitive to 
change from admission to discharge, and reflects 
behavioural differences within the depression sample. 
Life-satisfaction measures are complicated by their 
multi-dimensionality. However, the scale used in the 
present study has proved useful, both in distinguishing 
between groups of clinically depressed and normal 
elderly persons, and in being differentially sensitive to 
the effects of change in clinical state. 

The finding that satisfaction with past achievement 
scores differentiated the depressives from the controls, 
both at admission and discharge, despite a highly 
significant decline in self-reported depression between 
the two, is of some interest. It raises the question of 
pre-disposing personality attributes in elderly de- 
pressives. Some time ago, Vispo (1962) demonstrated 
significant differences in the pre-morbid personality of 
elderly patients admitted with functional psychoses, 
compared with age, sex and social status-matched 
controls. The two most predominant features were 
‘intolerance’ and a ‘gloomy disposition’. The per- 
sistently negative evaluations of past life achievement, 
indicated in the present depressive sample, seem to 
support the idea of a personality pre-disposition to 
functional psychiatric illnesses in the elderly. 

However, the principal finding of the present study 
remains the demonstration of the validity of self- 
report scales within an elderly population. Identi- 
fication of depressive states in the elderly at home has 
long been recognized as an important goal in the 
provision of preventive health care for this group, and 
the possibility of employing such measures by health 
and social work staff has been raised (Williamson et al, 
1964). Until recently, however, little interest has been 
shown in this problem, and the issue of developing 
valid instruments to measure the emotional state in 
elderly populations has been neglected. Recent 
research seems to indicate that existing self-report 
measures of mood disorder, developed on younger 
adult populations, cannot be assumed to be equally 
valid with the elderly. Nevertheless, as the present 
results show, there is no reason to abandon self-report 
questionnaires or scales of depression and morale as 
inevitably invalid, when investigating elderly popu- 
lations. 





234 SELF-REPORT MEASURES OF MOOD AND MORALE IN ELDERLY DEPRESSIVES 


References 


BIGOT, A. (1974) The relevance of American Life satis- 
faction indices for research on British subjects before 
and after retirement. Age and Ageing, 3, 113-21. 


BLUMENTHAL, M. D. (1975) Measuring depressive sympto- 
matology in a general population. Archives of General 
Psychiatry, 32, 971-8. 


CRAIG, T. J. & VAN Netra, P. A. (1979) Influence of 
demographic characteristics on two measures of 
depressive symptoms. Archives of General Ps ychiatry, 
36, 148-53. 


Garrz, C. & Scott, J. (1972) Age and the measurement of 
mental health. Journal of Health and Social Behaviour, 
13, 55-67. 


GURLAND, B. J. (1976) The comparative frequency of 
depression in various adult age groups. Journal of 
Gerontology, 31, 283-92. 


Harmatz, J. S. & SHADER, R, I. (1975) Psychopharmaco- 
logic investigation in healthy elderly volunteers: 
MMPI Depression Scale. Journal of the American 
Geriatrics Society, 23, 350-4. 


Harris, L. & Associates (1975) The Myth and Reality of 
Ageing in America. Washington, D.C.: National 
Council on the Ageing. 


JANKE, W. & BaLrISSON, R. (1979) Critical considerations 
on methods of assessing emotional and motivational 
characteristics of old persons. In: Brain Function in 
Old Age (eds. F. Hoffmeister and C. Muller). Berlin: 
Springer-Verlag. | | 

Morris, J. N., Wor, R. S. & KLERMAN, L. V. (1975) 
Common themes among morale and depression scales. 
Journal of Gerontology, 30, 20915. 

OLTMAN, A. M., MicHats, T. J. & STEER, R. A. (1980) 
Structure of depression in older men and women. 
Journal of Clinical Psychology, 36, 672-5. 

PAYKEL, E. S. & Prusorr, B. A. (1973) Response set and 
Observer set in the assessment of depressed patients. 
Psychological Medicine, 3, 209-16. 

SCHWAB, J. J., HOLZER, C. E. & Waruelt, G. J. (1973) 
Depressive symptomatology and age. Psychosomatics, 
14, 135-41. 

VisPO, R. H. (1962) Pre-morbid personality in the func- 
tional psychoses of the senium. Journal of Mental 
Science, 108, 790-9, 

WILLIAMSON, J., Stoxor, I. H., Gray, S., FISHER, M., 
SMITH, A., MCGHEE, A. & STEPHENSON, E. (1964) 
Old people at home: their unreported needs. Lancet, i, 
1117-20. E nf 

ZEMORE, R. & Eames, N. (1979) Psychic and somatic 
symptoms of depression among young adults, in- 
stituionalized aged and non-institutionalized aged. 
Journal of Gerontology, 34, 716-22. 


Appendix 


Bigot's Life Satisfaction Index 


1 I amas happy now as when I was younger. 
2 Compared to others, 1] get down in the dumps too often. 
3 The things I do are as interesting to me as they ever were. 


4 When I look back on my life I didn't get most of the 
important things I wanted. 


5 These are the best years of my life, 


6 Compared to others my age, I’ve made a lot of foolish 
decisions, 


7 I would not change my past life if I could. 
8 My life could be happier than it is now. 


Schwabb's Depression Scale (shortened) 


1 Doyou feel tired in the mornings ? 

2 How often do you feel alone and helpless ? 

3 Do you feel in good spirits? 

4 How often do you have crying spells, or feel like crying? 
a: How often do you have trouble getting to sleep? 


6 Have you ever had periods when you couldn't take care of 


things because you just couldn't get going ? 
7 Do you suffer from a loss of appetite? 


True (2) Cannot say (1) False (0) 
True (0) Cannot say (1) False (2) 
True (2) Cannot say (1) False (0) 
True (0) Cannot say (1) False (2) 
True (2) Cannot say (1) False (0) 
True (2) Cannot say (1) False (2) 
True (0) Cannot say (1) False (2) 
True (0) Cannot say (1) False (2) 
Most of 
the time Sometimes Seldom Never 
(3) (2) (1) (0) 
(3) (2) mes) (0) 
(0) (1) (2) 0) | 
(3) (2) (1) (0) 
(3) (2) (QD) (0) 
(3) (2) (1) (0) 
(3) (2) (1) (0) 


2 9 Do you sometimes vona if MEUM is worth 
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8 Do you feel sad and without interest when you Wi jak: 
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—. 10 How often do you feel you don't enjoy doing things 
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Genetic Implications in Assortative Mating of 
Affective Disorders 


F. NEGRI, A. M. MELICA, R. ZULIANI, M. GASPERINI, 
F. MACCIARDI and E. SMERALDI 


Summary : 


Psychiatric disorders in a sample of spouses of probands with 


recurrent Primary Affective Disorders (PAD) and in their first degree relatives 
were evaluated and compared with those in the spouses of control subjects 
without psychiatric illnesses. No differences were found in the risk for PAD, 
but spouses of PAD patients and their respective first degree relatives manifested 
a greater incidence of affective spectrum disorders. 


Data that have been collected in previous studies 
indicate that there is assortative mating among 
patients with primary affective disorders (PAD). In 
studies made by Perris (1971), Slater et al (1971), 
Mendlewicz et al (1973) and Smeraldi et a/ (1977) 
there was evidence for a greater occurrence of secon- 
dary affective cases on both the paternal and maternal 
sides of PAD probands' families. This was considered 
to indicate polygenic transmission. 

But the same data could demonstrate either random 
mating, though that would require a rather higher 
frequency and an incomplete penetrance of the 
genetic model studied, or could be explained on the 
basis of assortative mating. Assortative mating might 
also be an explanation of data collected in studies of 
X-linkage. For in some cases of father-son trans- 
mission of the disease (which are against the X-linkage 
hypothesis), it has been possible to demonstrate that 
the mother was a carrier (Green et al, 1973; Von 
Grieff et al, 1973), indicating the possibility of 
assortative mating. 

In a group of investigations specifically confronting 
the problem of assortative mating, Gershon et al 
(1973) found an increased risk for PAD in the spouses 
and first degree relatives of PAD subjects, mainly 
among the wives of bipolar probands. These data 
were partially confirmed by Dunner er al (1976) who 
Observed a greater incidence of disease in wives than 
in husbands. The authors suggested that some other 
features of the men might account forthis discrepancy. 
These features were alcoholism, neurosis, antisocial 
personality and cyclothymic personality, all of which 
could be regarded as manifestations of the depressive 
spectrum. 
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In an investigation of an ethnically different 
population, Gershon et al (1975a) did not find any 
differences between affective probands and controls. 
This could have been due to different diagnostic 
criteria for inclusion of probands, to the small size of 
the sample, or to ethnic, social and cultural differ- 
ences. 

In our previous study of an Italian population 
(Negri et al, 1979) the spouses of PAD probands did 
not have a higher frequency of PAD, but they did 
differ from the controls in the numbers of disorders 
of the PAD spectrum. There was also an increased 
risk for PAD and PAD spectrum disorders in first 
degree relatives of spouses of PAD probands. 

Because of the complexity of such studies and 
because of the importance of non-assortative mating 
in analysis of genetic models, we thought we should 
test again the validity of our results. In order to do 
this we increased the sizes of both the control and the 
proband samples. To identify socio-cultural differ- 
ences, we extended the investigation to different 
hospitals, 


Materials and Methods 

Our sample included 118 affective patients, of 
whom 72 were in the former study group (Negri et al, 
1979) and 46 were new. We considered a total of 44 
wives and 74 husbands. 

All the patients met the criteria for recurrent 
Primary Affective Disorders (Spitzer et al, 1978; 
Andreasen and Winokur, 1979). At least one manic 
or depressive episode of each patient had to have been 
‘major’, with or without hospitalization in a psych- 
iatric institute. Two distinct episodes of depression 


in-patients in both the medical and surgical depart- 





Bipolar form (BP). 


. Data concerning secondary cases in spouses and. Un 
their relatives were collected in focused interviews 
with the probands and with about 60 per cent of the 


spouses themselves. 
The control sample was randomly selected: fro 


ments of the University of Milan and in the county 
hospital of Rho, to see if there were any social or 
cultural differences. Since we did not find any, we 
pooled these samples. We collected 328 interviews 
concerning 164 women and 164 men. For each subject 
we considered not only the present spouse, but also 
dead or divorced husbands or wives. Therefore, there 
were 173 husbands to 168 wives for the new control 
group. As compared with the previous paper, the 
control group was almost quadrupled. We included 
subjects in the control group when they had no 
positive psychopathological history. 

The same diagnostic criteria used for PAD subjects 
were used to detect PAD in the controls and data 
about spouses and their first degree relatives were 
collected in the same way as for the PAD sample. As 
in our previous study, we considered such other 
psychiatric disorders as neurosis, personality dis- 
orders and alcoholism, which, in the light of past 
observations (Winokur et al, 1971; Gershon et al, 
1975b; Smeraldi et a/, 1977) make up a hypothetical 
affective spectrum. All data were corrected for age by 
the same modified method (Crowe and Smouse, 1977) 
applied previously (Smeraldi et a/, 1979). 


Results and Discussion 
The data about morbidity risk (MR) for Primary 
Affective Disorders and for the affective spectrum in 
the spouses of affected subjects and controls are shown 
in Table I. 


F. NEGRI, A. M. MELICA, R. ZULIANI, M. 


were required for the Unipolar form (UP) and ab 
least one of depression and one of mania for Be. ; 
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-Now that we have enlarged the control sample, 


"we believe that it provides a reliable estimate of PAD 


prevalence in our general population. As in our 
previous work (Negri et al, 1979), we did not find any 
fference in the MR for PAD between spouses of 
jands and spouses of controls. But the greater 
nce of spectrum disorders in spouses of probands 
ms to have been confirmed. The apparent difference 


ue in t these two observations emphasizes the importance 


of a correct genetic methodology of differentiating 
PAD from PAD spectrum disorders. Among the 
various hypotheses, the most likely is that spectrum 
disorders are a phenotypic display of a genetic back- 
ground common with that of PAD, with the result 
that the expression of disease will depend on the gene- 
environment interaction. 

The concept of individual and/or familial liability 
for the disease is implicit in the genesis of Primary 
Affective’ Disorders. This liability may induce a 
clinically obvious picture when a specific genetic load 
and the non-genetic components are together so 
strong that the threshold is overstepped. We might 
consider spectrum disorders to indicate lesser degrees 
of liability than the UP and BP forms. Therefore, we 
must investigate the importance of assortative mating: 
it is possible that either its underlying genetic. back- 
ground is much too weak for PAD to appear or that 
gene-environment interactions are absolutely neces- 
sary for manifestation of the disease. We cannot rule 
out in assortative mating for spectrum that one of the 
spouses might later develop a primary depressive 
disorder. Perhaps the assortative mating itself, 
genetic or not, can be a gene-environment interaction 
that elicits the disease. 

As shown in Table I, the differences between the - 
MR for PAD in spouses of BP and UP probands 
(0 vs 3.8 per cent) have been confirmed. This is 
again in contrast with past studies (Gershon et al, 
1973; Dunner et a], 1976), which indicated a relation- 


TABLE I 
Morbidity risks for PAD and PAD spectrum in the spouses of affective subjects and control subjects 


ern 


Spouses of PAD subjects 


Bipolar probands 
Number at risk 53.62 
PAD (No.) 0. 
MR% 0 
Number at risk 54.37 
PAD spectrum (No.) | | 3 


MR * us 


Spouses of 


Unipolar probands Total control subjects 
52.65 106.27 290.89 
2 2 5 
3.8 |. 1.88 1.72 
52.76 107.13 291.60 
5 8 15 
- 9.48 7.46 5.14 
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ship between assortative mating and bipolarity. It is 
possible that this discrepancy is still due to the 
relatively small size of our sample but there may also 
be a different genetic background for the two forms. 

In Table II, we see that the MR for PAD and PAD 
spectrum is higher in first degree relatives of spouses 
of probands than in those of the controls. This could 
mean that patients tend to marry members of families 
with a higher incidence of affective disorders than in 
the general population. 

When considering the meaning of the existence of 
assortative mating, we must keep in mind that it 
may have been caused not only by genetic and 
biological factors but it may also have social and 
cultural components. Social homogamy which fostered 
the tendency to marry within the same social class 
could create a secondary mating (Bodmer and 
Cavalli-Sforza, 1971). Whatever brings about assorta- 
tive mating, the most important thing is the effect it 
has. Every time an assortative mating occurs in one 
part of a population, while in the other there is a 
random mating, genotypic frequencies change and 
recessive genotypes will be privileged, and over an 
infinite period of time the frequencies of the genes 
involved will tend to become equal. This phenomenon 
receives experimental support from an obvious 
increase in the risk for PAD in the me generations 
(Smeraldi et al, 1979). 

If we consider the single major locus (SML) 
transmission model rather than the multifactorial 
(MF) one, we find differences and we also find them in 
populations with a different proportion of assortative 


TABLE H 


Morbidity risks for PAD and PAD spectrum in the first 
degree relatives of the spouses of affective subjects and 
control subjects 


First degree relatives of spouses 


of 

Affective Control 

subjects subjects 
Number at risk 489.3] 1784.48 
PAD (No.) 16 15 
MR% 3 s 0.84 
Number at risk 499.17 1806.59 
PAD spectrum (No.) 27 34 
MR% 5.41 1.88 


mating. With polygenic transmission we would have 
increasing frequency of the recessive genotype over a 
longer time than if the SML model applies. This 
would fit the ideal case. in which there is a possibility 
of assortative matings. throughout the entire popu- 
lation. 

Finally, we can say that since the existence sat 
non-genetic assortative mating is still not definitely 
established, the crucial point is to identify all the 
components of assortative mating (genetic and not). 
On the other hand, it is impossible to ignore the fact 
that the greater part of the population is not in linkage 
equilibrium, but practises assortative mating that 
upsets the equilibrium (Wilson, 1978). 

It will be important in future studies to evaluate and 
to quantify assortative mating by plurigenerational 
research and to evaluate it qualitatively by transverse 
research (Cloninger ef al, 1979). 
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HLA-A? Antigen in Schizophrenic Patients with Reversed 
Cerebral Asymmetry 


DANIEL J. LUCHINS, DANIEL R. WEINBERGER, E. FULLER TORREY, 
ARMEAD JOHNSON, NICHOLAS ROGENTINE and RICHARD JED WYATT 


summary: The frequency of HLA-A2 was examined in 32 black and 22 white 
schizophrenic patients separated into two groups according to whether they had 
normal or reversed cerebral hemispheric asymmetries as determined by com- 
puted tomography. The black patients with reversed asymmetry had a significantly 
greater frequency of HLA-A2 as compared to black patients with normal asym- 
metry and a black normal control group. There were no significant differences for 
any other A, B or C antigens. These findings also held when only the 22 black 
patients without evidence of brain atrophy were studied. The results for the 
white patients were in the same direction but did not reach statistical significance. 
These findings suggest that, at least for black schizophrenic patients, reversed 
cerebral asymmetry is associated with an increased frequency of HLA-A2. 


There is evidence that the Human Leukocyte 
Antigen (HLA) system may be linked to schizophrenia 
(Turner, 1979). However, both the mechanism under- 
lying this association and the group of schizophrenic 
patients in which it is operative remains unknown. Ina 
previous report, we observed a significantly increased 
frequency of HLA-A2 in black schizophrenic patients 
as compared to a black control population, When we 
examined just those black patients, for whom com- 
puted tomography (CT) scans were available, a 
significantly increased frequency of HLA-A2 was 
noted in the patients without evidence of brain 
atrophy; the results for the white schizophrenic 
patients were in the same direction but did not reach 
statistical significance (Luchins er al, 1980). This 
finding suggested that the HLA system may be parti- 
cularly relevant to schizophrenic patients without 
evidence of brain atrophy. In a subsequent study, we 
examined the frequency of reversals of normal brain 
asymmetry in schizophrenic patients (most of whom 
had been in the HLA study). For the entire popu- 
lation of white and black patients there was a signi- 
ficantly increased frequency of reversed frontal and 
occipital asymmetries compared to a norma! popu- 
lation. However, similar to the results in the HLA 
study, when the patients were divided according to 
evidence of brain atrophy, those without atrophy had 
an increased frequency of frontal and occipital 
reversals while those with evidence of atrophy had a 
normal frequency of reversals (Luchins et al, 1979). 
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Since both HLA-A2 and reversed cerebral asym- 
metries were more frequent in the subgroup of schizo- 
phrenic patients with evidence of brain atrophy, the 
question arose whether these two factors might be 
associated. We now report that, at least for black 
schizophrenic patients, reversed cerebral asymmetry is 
associated with an increased frequency of HLA-A2. 


Method 


The patients were all in-patients at Saint Elizabeth’s 
Hospital, Washington, DC. They were diagnosed as 
suffering from either schizophrenia or schizoaffective 
psychosis according to the Research Diagnostic 
Criteria (Spitzer et a/, 1977). The sample consisted of 
64 patients below age of 50 years and, because the 
frequency of specific HLA differs between racial 
groups, the sample was divided into subsamples of 38 
black patients and 26 white patients. HLA typing for 
loci A, B and C was carried out at two different labor- 
atories using comparable methods (Amos and Pool, 
1976; NIAID, 1976) and the results previously pub- 
lished for all but one black and two white patients 
(Luchins ef al, 1980). Antigen frequencies for the 
black schizophrenic patients were compared to a con- 
trol population of 563 blacks (collated data from 30 
North American laboratories participating in the HLA 
Workshop of the Americans, New Orleans, 1976); 
those for the white patients were compared to a con- 
trol population of 743 white patients (collated data 
from 20 North American laboratories participating in 





the 7th International HLA Workshop, Oxford, 1977): - 


dence of frontal and occipital asymmetries by a 


modification of the method used in our previous study- 


(Luchins ef al, 1979). This method involves the use of a 


cross hair with millimetre calibrations laid over the 
appropriate CT image. For determining frontal lobe ` 
asymmetry we chose three consecutive cuts through 


the frontal horns of the lateral ventricles showing the 
interhemispheric fissure. For the occipital asymmetry, 
we chose three consecutive cuts through the occipital 
horns and/or the bodies of the lateral ventricles. The 
vertical cross hair was aligned with the interhemi- 
spheric fissure (or third ventricle) in order to define the 
midline and the lateral extent of the frontal or occipital 
lobes was then measured on the horizontal hair placed 
8 mm from the pole. Asymmetry was recorded if one 
hemisphere was 1 mm larger than the other in two out 
of three images. To establish normative data we also 
assessed scans from 100 medical and neurological 
controls randomly selected from the NIH CT files, 
excluding those patients with space occupying lesions. 
In our control sample, wider right frontal (37 per cent) 
and left occipital lobes (46 per cent) were much more 
frequent than wider left frontal (4 per cent) and right 
occipital lobes (5 per cent). We therefore divided our 
patients, depending on whether they had normal or 
reversed asymmetry. Those with normal asymmetry 
had at least one normal right frontal or left occipital 
asymmetry and no reversals of these asymmetries. 
Those with reversed asymmetry had at least one left 
frontal or right occipital asymmetry. Ten patients (six 
black, four white) had no asymmetries detectable by 
our method and were excluded from further analysis. 

The CT scans of the patients had been evaluated 
previously for morphological abnormalities thought to 
be related to atrophy. These included: enlarged 
lateral ventricles (Weinberger et al, 19792), dilatation 
of cortical fissures and/or sulci (Weinberger et al, 
1979b) and atrophy of the anterior cerebellar vermis 
(Weinberger et al, 1979c). In this study, ventricular 
enlargement was defined as a ventricle to brain ratio 
(VBR) of greater than 10.6 per cent, which is outside 
the range of the control population (Weinberger ef al, 
1979a). The criteria for cortical and cerebellar ab- 
normality were those previously described (Wein- 
berger e? al, 1979b, 1979c). A patient was considered 
to have evidence of brain atrophy if any one of those 
abnormalities was present. All statistical calculations 
were done by the Fisher exact method. 


Results 
Among the 32 black schizophrenic patients, the 
relationship between HLA-A2 and cerebral asym- 
metry is shown in Table I. All ten black schizophrenic 





CT scans (160 x 160 matrix) were assessed for evis 
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patients with reversed asymmetry had HLA-A2 
while only 36 per cent with normal asymmetry had 
HLA-A2 (P — 0.001). The frequency of HLA-A2 
(100 per cent) among those with reversed asymmetry 


was also significantly greater than the 30 per cent 


ound in our black controls (P = 0.000007). This 


probability remained highly significant even after 


multiplying by 35, i.e. the number of antigens studied 
(P = 0.00025). There was no significant difference in 
the frequency of other antigens for the 10 black 
patients with reversed asymmetry. Moreover, there 
was no significant differences for any antigen among 
the 22 black patients with normal asymmetry. 

Among the 22 white patients, the relationship 
between HLA-A2 and cerebral asymmetry is shown in 
Table II. Four of the 6 white schizophrenic patients 
with reversed asymmetry had HLA-A2 while 6 of the 
16 with normal asymmetry had HLA-A2. This was in 
the same direction as the black sample but was not 
statistically significant. The frequency of HLA-A2 
(67 per cent). among those with reversed asymmetry 
was not significantly greater than the 45 per cent 
found in our white control population, but was again 
in the same direction as for the black sample. There 
was no statistically significant difference in the fre- 
quency of any other antigen in the 6 whites with 
reversed asymmetry or the 16 with normal asym- 
metry. 

As mentioned, we had previously shown that the 
frequency of HLA-A2 was increased in black schizo- 
phrenic patients without atrophy and that reversed 
asymmetry was also increased in schizophrenic 
patients without atrophy. It was therefore not certain 
whether the association just noted in black schizo- 
phrenic patients between HLA-A2 and reversed 
asymmetry was an artifact of these other relationships. 
We therefore examined the 22 black patients without 
evidence of atrophy in order to determine whether A2 
was randomly distributed within this group or signi- 
ficantly related to the presence of reversed asymmetry. 
As shown in Table III, all nine patients with reversed 
asymmetry had HLA-A2 while only 6 of the 13 (46 per 


TABLE I 


Relationship of HLA-A2 and cerebral asymmetry in all 
black schizophrenic patients (n = 32) 


HLA-A2 
Asymmetry | Present Absent 
Reversed 10 (100 2) 0 
Normal 8 G6: o) l4 (64 $5) 
P= .001 p 
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b. £i TABLE H 
Relationship of HLA-A2 and cerebral asymmetry in all white 
| schizophrenic patients (n = 22) 








HLA-A2 
Asymmetry Present Absent 
Reversed 4 (67%) | 2 (33%) 
Normal 6 (38%) 10 (62%) 
P= 0.3. 


cent) with normal asymmetry had HLA-A2 (P = 
0.02). The frequency of HLA-A2 (100 per cent) 
among patients with reversed asymmetry was signi- 
ficantly greater than the 30 per cent found in our black 
control population (P = 0.00002). This difference 
remained significant even after multiplying the prob- 
ability by 35, i.e. the number of antigens studied (P = 
0.007). 


Tape Ill 


Relationship of HLA-A2 and cerebral asymmetry in black 
schizophrenic patients without atrophy 





HLA-A2 
Asymmetry Present Absent 
Reversed 9 (10072) 0 
Normal 6 (46%) 7 (54%) 
sx Q2. 


Discussion 


The present results help to clarify our previous 
report that in black schizophrenic patients the fre- 
quency of HLA-A2 is increased in those without CT 
evidence of atrophy (Luchins e£ al, 1980). We have 
now shown that HLA-A2, even in a subgroup without 
atrophy, is associated with reversed asymmetry. Since 
reversed asymmetry tends to be increased only in 
patients without atrophy (Luchins et al, 1979), these 
findings suggest that in black schizophrenic patients 
HLA-A2 is primarily related to reversed asymmetry 
and only secondarily related to the absence of atrophy. 
It is possible that the same relationship may also hold 
for white schizophrenic patients. Our white sample 
was small and included few without atrophy or with 
reversals. Nonetheless, the results were in the same 
direction as for the black sample. 

Since our subgroups are small, confirmation with a 
larger sample is required. However, should the present 
findings be confirmed, they would provide support for 


the hypothesis that schizophrenic patients with 
reversed cerebral asymmetry represent a distinct 
subgroup, characterized by absence of CT evidence of 
atrophy (Luchins et al, 1979) and the presence of 
HLA-A2. They would also raise the question of why 
HLA-A2 is associated with reversed asymmetry. One 
explanation could be that HLA-A2 and genes con- 
trolling brain asymmetry are in linkage disequilibrium. 
However, this explanation would require that genes 
encoding brain asymmetry should lie near to the HLA 
complex. A more likely explanation is that the two 
are not genetically linked but that a schizophrenic 
population tends to be overrepresented by individuals 
with both HLA-A2 and reversed asymmetry and that 
the conjunction of these two factors predisposes to 
schizophrenia. To help resolve this, a study of HLA 
antigens, including HLA-D, and of cerebral asym- 
metry should be carried out in families with schizo- 
phrenic members. Also, further insight into the re- 
lationship between HLA-A2 and cerebral asymmetry 
could be gained from studies of other disorders for 
which an increased frequency of reversed asymmetry 
has been reported: autism (Hier et aj, 1978a), 
developmental dyslexia (Hier. et al, 1978b) and delayed 


speech acquisition (Rosenberger et al, 1978). 
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Catecholamine Metabolism and Body Weight in 
Anorexia Nervosa 


SUZANNE F. ABRAHAM, P. J. V. BEUMONT and DEIRDRE M. COBBIN 


Summary : 


Urinary MHPG (3-methoxy-4-hydroxyphenyl-ethylene glycol) was 


measured in seven anorexia nervosa patients during a bed rest and refeeding 
programme. MHPG levels were positively related to increase in body weight. 


In recent years there has been an increased interest 
in determining whether there is a link between 
affective disorders and changes in the metabolism of 
biogenic amines within the CNS. It has been suggested 
that MHPG (3-methoxy-4 hydroxyphenyl-ethylene- 
glycol) levels may be a biochemical correlate of some 
classes of depression (Maas, 1975). MHPG is a major 
metabolite of noradrenaline (NA) produced centrally, 
and urinary output of MHPG is thought to reflect 
central NA metabolism, although the exact proportion 
of urinary MHPG that is derived from the CNS, 
rather than peripherally, is still open to question 
(Baldessarini, 1975; Maas et al, 1973). In patients 
with endogenous depression, 24-hour urinary MHPG 
output has been reported to be low as compared with 
controls (Schildkraut, 1973). Measurement of urinary 
MHPG levels were used by Maas (1975) in an attempt 
to divide depressed patients into biochemically 
distinct subgroups. Maas and others (Maas, 1975; 
Beckman and Goodwin, 1975; Cobbin et al, 1979) 
proposed that 24-hour urinary output of MHPG may 
be used for selection of the most appropriate tricyclic 
antidepressant drug for individual patients. 

Urinary MHPG has also been reported to be 
decreased in patients who are not regarded as pri- 
marily depressed, for example in anorexia nervosa 
patients during the acute phase of their illness when 
they display secondary depressive symptoms. Halmi et 
al (1978) measured urinary catecholamine metabolite 
levels in 25 anorexia nervosa patients when they were 
acutely ill with secondary depressive symptoms and 
again after treatment and weight gain. 

MHPG levels were significantly lower in acutely ill 
anorexia nervosa patients than in the control groups, 
but MHPG levels increased after treatment and were 
significantly correlated with a decrease in depressive 
symptomatology. On this basis, Halmi et al (1978) 
suggested that there was a relationship between 
MHPG levels and the symptom of depression in 


anorexia nervosa patients. A number of intervening 
variables however, have been involved. During the 
acute phase of their illness, anorexia nervosa patients’ 
body weight is significantly lower than normal. Since 
recovery is associated with weight gain, it seemed 
important to investigate whether there was a relation- 
ship between increase in urinary MHPG and increase 
in body weight during a refeeding programme. 

The aim of the present study was to investigate a 
possible relationship between 24-hour urinary MHPG 
values and body weight changes in anorexia nervosa 
patients. 


Method 

Five female and two male patients volunteered for 
the study. Clinical details are shown in Table I. All 
fulfilled the diagnostic criteria for anorexia nervosa 
(Russell, 1970). 

The subjects were treated as in-patients with re- 
feeding and supportive psychotherapy only and no 
drugs were used. Treatment was undertaken by 
experienced staff and strict bed rest was enforced 
throughout the study. Diet was determined by a 
dietitian and consisted of a high energy hospital diet, 
with a caloric intake between 2500 and 3500 calories 
per day. Chocolate, coffee, tea, cola, vanilla and 
bananas were excluded from the diet, and only small 
amounts of cheese and citrus fruits were allowed. 
Eating of all meals was supervised by nurses and 
patients were allowed no other foods. 

Individual patients were studied over periods of 
approximately six weeks. Weights were recorded daily 
by nursing staff and psychiatric status was assessed 
twice weekly by the medical staff involved in clinical 
management. Depression was measured by Beck 
Depression Inventory (Beck et al, 1961) and the 
Present State Examination (Wing et al, 1974). 

Twenty-four hour urine specimens were collected on 
the same day each week. Completeness of collection 
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Tase I 
MHPG before and after refeeding 


"series entra et etre aR RAT titre A a mre TP TS trl rah ITA A en 





Patients less Patients more 
than 8075 SBW than 80% SBW 





IPEA EPA Iam re 


No. of samples 18 16 


Mean weight of patient 


(kg) 35.3+3.8 47.1+6.8 
MHPG (ug/24 hrs.) 641 +130 1073 +232 


was checked by urinary creatinine levels. Specimens 
were stored at — 20°C while awaiting assay. 

MHPG was determined by the method of Weil- 
Malherbe (Weil-Malherbe, 1971). This involved the 
oxidation of deconjugated MHPG with periodate to 
vanillin which was determined spectrophotometrically. 


Results 


The patients achieved a mean weight gain of 5.0 
( € 7) kg. This is 11 per cent of standard body weight 
(SBW) (Society of Actuaries, 1959). 

Urinary MHPG values during refeeding are shown 
in Fig 1. There is a positive linear relationship between 
MHPG and per cent SBW which is highly signi- 
ficantly (P <.001). The mean MHPG values of 
patients above and below 80 per cent SBW are shown 
in Table II. 

There was no relationship between depression scores 
and MHPG or per cent SBW (P >.05). Patients’ 
scores on the Beck depression inventory were all 
within the normal range, except those of Patient 1, 
who consistently obtained a score of 1.2 throughout 
the period of refeeding. 


Discussion 


All patients' body weights and urinary MHPG 
levels increased during the study. The results indicate a 
positive relationship between urinary MHPG values 
and body weight in anorexia nervosa patients on a bed 
rest and refeeding programme. 

It is unlikely that variations in composition of diet 
contributed to the findings as patients were prescribed 
a fixed diet throughout and were supervised in their 
eating. Similarly, variations in the amount of physical 
activity is unlikely to have been a major influence as all 
patients were kept on bed rest. 

Secondary depression is known to be common in 
patients with anorexia nervosa, but in our experience 
does not appear to be directly related to the severity of 
weight loss. In the present study, no consistent 
relation between body weight and the severity of 


clinical depression could be discerned. In fact, all but 
one of our patients did not appear to be clinically 
depressed. | 

In the study by Halmi et al (1978) of anorexia 
nervosa patients during a refeeding programme, the 
mean body weight for the patient group increased 
from 33.7 + 5.0 kg at commencement of the study to 
44.7 4.8 kg, over a 35-day period. MHPG levels, 
measured at commencement and end of the study, 
increased significantly. These results appear to be in 
agreement with the present findings, although Halmi 
et al (1978) interpreted their data in relation to de- 
pression rather than weight change. Direct comparison 
of the two studies is confounded by several factors. 
First, our patients did not receive drug therapy. In the 
other study patients received cyproheptadine or 
placebo during the refeeding programme. Un- 
fortunately the data pertaining to the two groups were 
not separated. Secondly, our patients were on strict 
bed rest, whilst it is not stated if this was the case in the 
former study nor whether the patients were ambu- 
latory. 

Halmi et al (1978) suggest that their results indicate 
a relation between MHPG and the 'symptom of 
depression' in anorexia nervosa patients. The con- 
sistent positive relation noted in our study between 
MHPG and body weight during refeeding suggests a 
more general metabolic explanation, related to the 
initially depleted nutritional state of the patients 
which gradually improved with refeeding. Various 
mechanisms may have been responsible. For example, 
decreased availability of dietary factors (e.g. a low 
protein intake) has been reported to influence the 
synthesis of transmitters such as noradrenaline in the 
brain. Therefore the abnormal nutritional status of the 
patients may have been associated with a reduced 
passage of neurotransmitter precursors, including 
tyrosine, across the blood brain barrier (Crowdon and 
Wurtman, 1979). 

Another possibility suggested from research on 
starving animals, is that metabolite conjugate for- 
mation is likely to be abnormal in anorexia nervosa 
patients. For instance, Truswell (1976) reports that 
glucuronide formation depends on adequate liver 


glycogen stores and that these stores are depleted in 


starvation. As MHPG is principally conjugated and 
then excreted in urine as the glucuronide or sulphate, 
our results may be simply due to a disorder in meta- 
bolisms of this type. | 

However, variations in MHPG levels in anorexia 
nervosa may also be influenced by alterations in renal 
clearance. Anorexia nervosa is known to be asso- 
ciated with purgative abuse, induced vomiting, 
electrolyte disturbances and hypotension, factors 
contributing to changes in renal clearance. 


i selection of antidepressant drugs in patients with 


.. need for careful scrutiny of possible intervening . 
- . variables before attributing the lov MHPG levels to. 
. clinical psychiatric status, especially in anorexia 
“nervosa patients during the acute phase of their 
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MHPG has attracted much attention as a corre 
' of depression and may be a useful criterion for tl 


. affective disorders. Our results suggest, however, the 








illness. 
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A Pilot Study of the Mechanism of Action of Desipramine 


S. A. CHECKLEY, A. P. SLADE, E. SHUR and S. DAWLING 


summary: To test the hypothesis that desipramine alters « adrenoceptor 
function in depressed patients, the effects of clonidine upon growth hormone 
sedation and blood pressure have been measured in depressed patients before 
and after treatment with desipramine. After three weeks of treatment the hypo- 
tensive and sedative effects of clonidine were inhibited in all patients even 
though plasma desipramine concentrations at this time varied from 42 to 560 
ug/l. Growth hormone responses to clonidine were enhanced in five of the six 
patients but this effect was not statistically significant. These findings are con- 
sistent with the hypothesis that in these patients desipramine altered « adreno- 
ceptor function: other explanations are discussed. 


It has long been known that tricyclic antidepressant 
drugs are potent inhibitors of the re-uptake of 
noradrenaline and 5-hydroxytryptamine (Iversen, 
1965). This action has been thought to explain the 
mechanism of their antidepressant effect even though 
it is known that whereas uptake blockade is an 
immediate effect antidepressant response is delayed. 
One possible explanation for the delay in anti- 
depressant response is provided by recent findings 
that the chronic but not the acute administration of 
tricyclic antidepressants causes changes in the 
number or function of « or 8 adrenoceptors. (Vetulani 
et al, 1976; Crews and Smith, 1978; Sarai et al, 1978; 
Svensson and Usdin, 1978; Wolfe et al, 1978; Berg- 
strom and Kellar, 1979; Maggi et al, 1980; McMillen 
et al, 1980; Olpe and Schellenberg, 1980; Sellinger- 
Barnette ef al, 1980). Similar changes in 5-hydroxy- 
tryptamine (De Montigny and Aghajanian, 1978; 
Maggi et al, 1980; Peroutka and Snyder, 1980) and 
dopamine (Senna et al, 1979; Menkes et al, 1980; 
Chiodo and Antelman, 1980) receptors may also 
occur. Accordingly it has been suggested that such 
changes in receptors may explain the mechanism of 
action of tricyclic antidepressant drugs in patients. 

In view of our suggestion that the pathogenesis of 
depression may include a defect at some « adrenocep- 
tors (Checkley and Crammer, 1977; Checkley, 1979; 
1980; Checkley et al, 1981) we have attempted to test 
the hypothesis that in depressed patients the chronic 
administration of desipramine alters « adrenoceptor 
status. As we have discussed previously (Checkley et 
al, 1981) it is likely that the growth hormone (GH), 
sedative and hypotensive responses to clonidine all 
provide measures of « adrenoceptor function, as all 
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are inhibited by drugs which block « adrenoceptors. 
From this it follows that if desipramine alters « 
adrenoceptor function in patients then desipramine 
should alter the effects of clonidine upon GH sedation 
and blood pressure. 


Methods 


Six depressed patients were selected who met 
Research Diagnostic Criteria (Spitzer et al, 1977) for 
diagnosing major depression disorders and who also 
had clinical diagnoses of depression. All were in- 
patients and all were free of psychotropic drugs other 
than nitrazepam for at least three weeks. All patients 
received nitrazepam 10 mg at night throughout the 
study and for at least 7 days before entering the 
study. 

Clonidine infusions were performed on fasting 
patients at 10.00 a.m. as previously described (Slade 
and Checkley, 1980) but with two modifications. The 
dose of clonidine was reduced to 0.10 mg/75 kg body 
weight. Observer ratings of sedation were made every. 
5 minutes using a 5-point scale, scores for the 90 
minutes after the infusion were summed, and within- 
patient comparisons were made using Wilcoxon's 
signed rank test. o 

The clonidine infusions were performed before 


treatment with desipramine and again after three 


weeks of treatment with desipramine. The initial dose 
of desipramine was 50 mg thrice daily and this was 
adjusted daily over the first five days so that definite 
but mild atropinic side effects were reported by all 
patients. Plasma desipramine concentrations were 
estimated after three weeks of treatment using gas 
liquid chromatography with nitrogen detection 
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Rapidity of action of Molipaxin has 
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Suggested by animal studies... 
", .. unlike imipramine, trazodone at equi- 
elfective therapeutic levels should have 
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clinically to compromise cardiac function.” * 
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not be used in patients with closed angle 
glaucoma. Caution is advised when treating 
epileptic patients and those with cardiovascular 
disorders. Prothiaden should not be used 
with MAO inhibitors 
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Fic 2.— Observer ratings of sedation following a clonidine 
infusion in depressed patients before and after three weeks 
of treatment with desipramine. 


(Braithwaite, 1979). All statistical testing was made 
using Wilcoxon’s signed rank test. 


Results | 
The six patients included two females, both of whom 
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Time (min) after injection of clonidine 
Fic 1.—Mean systolic and diastolic blood pressure (-- SEM) in de- 
pressed patients before and after three weeks of treatment with desi- 
pramine. 


*15 +30 +45 +90 


were post-menopausal. The patients had a mean age 
of.39 years (range 26-68) and a mean Hamilton Rating 
Score of 24 (range 16-28). After three weeks. of 
treatment with desipramine their mean Hamilton 
Rating Score was 1 (range 0-3). Their mean daily dose 
of desipramine was 156 mg (range 100-225 mg) and 
after three weeks of desipramine the mean plasma 
drug level was 151 ug/L (range 42-560 ug/L). 

The hypotensive effects of clonidine in iliesg patients 
are shown in Fig 1. After three weeks of treatment with 
desipramine there was a significant inhibition of the 
fall in systolic (P <.025) and diastolic (P <.05) BP as 
produced by clonidine. After three. weeks of desi- 
pramine the sedative effect of clonidine (Fig 2) was 
reduced in all patients (P <.025). After three weeks of 
treatment with desipramine | the GH response to 

_ clonidine was enhanced in five subjects but reduced in 
one. No statistically significant effect of desipramine 
upon the GH responses is evident at this stage of the 
study. The sedative and hypotensive effects of cloni- 
dine were inhibited in all patients regardless of the 
striking | variation in these patients of plasma desi- 
pramine concentrations. 


| " Dilacussion 

in these ed three weeks of treatment with 
desipramine inhibited the hypotensive and sedative 
effects of clonidine. These findings are consistent with 
the hypothesis. that desipramine alters « adrenoceptor 
function in depressed patients. 

Alternative explanations are amenable to study in 
experimental animals. Like most tricyclic antidepres- 
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sants desipramine blocks both atropinic and histamine 
receptors (Green and Maayani, 1977; Kanof and 
Greengard, 1978; Snyder and Yamamura, 1977). 
Both types of receptor may be involved in the hypo- 
tensive response to clonidine (Maj ef al, 1975; 
Karppanen ef al, 1976; Finch et al, 1978) although 
histamine may not be involved in the sedative effect of 
the drug (Vogt, 1977). Thus it is possible that the 
interactions between clonidine and desipramine in 
our patients could be due to changes at acetyl choline 
or at histamine receptors. Further animal studies are 
needed to investigate these possible explanations for 
our clinical findings. Further clinical studies are 
needed to investigate the time course of these inter- 
actions and their relationship to antidepressant 
response. 

The contribution of this paper is to offer a relatively 
simple pharmacological model for studying the effects 
of antidepressants upon brain function in depressed 
patients, The interactions which we have described are 
striking and are amenable to study both in experi- 
mental animals and in depressed patients. The 
inhibition of hypotensive and sedative effects may 
represent the first clinical evidence of adaptive changes 
in monoamine receptors in depressed patients under 
treatment with a tricyclic antidepressant: further 
studies are needed. 
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Lithium Induces Rapid Relief of Depression in Tricyclic 
| Antidepressant Drug N on-Responders 


C. DE MONTIGNY, F. GRUNBERG, A. MAYER and J.-P. DESCHENES 


Summary: Eight patients suffering from a major unipolar depression and 
having failed to respond to treatment for three weeks or more with tricyclic - 


antidepressants were 


given lithium. All eight patients experienced a remarkable 


relief of their depression within 48 hours. This rapid antidepressant effect of 
lithium in ‘treatment-resistant’ patients might be due to the enhancement of the 
efficacy of the central serotoninergic system, unveiling the tricyclic anti- 


depressant-induced 


About one-third of patients presenting a major 
depressive disorder fail to respond to tricyclic anti- 
depressant drug (TCA) treatment (Klein er al, 1980); 
the rate of response to TCA has been reported to be 
even lower in psychotically depressed patients 
(Davidson et al, 1980; Kantor and Glassman, 1977). 

Long-term TCA administration increases the sen- 
sitivity to serotonin (5-HT) of forebrain neurons (de 
Montigny and Aghajanian, 1978; Wang and Agha- 
janian, 1980), and short-term lithium treatment 
enhances the efficacy of the 5-HT system in the rat 
(Grahame-Smith and Green, 1974). Since the action 
Of various antidepressant treatments on the 5.HT 
system might contribute to their clinical effect (de 
Montigny and Aghajanian, 1978; Wang and Agha- 
janian, 1980; de Montigny, 1980), we hypothesized 
that short-term lithium administration to ‘TCA- 
resistant’ depressive patients should unveil the 
sensitization of their 5-HT receptors induced by the 
chronic TCA administration. 

We report in this preliminary communication a 
rapid alleviation of depression with short-term 
lithium treatment in eight patients in whom TCA 
drugs administered for at least three weeks had failed 
to produce significant improvement, 


Patients and Methods 

Thirty-five patients (29 females and 6 males) 
diagnosed as suffering from a major unipolar de- 
pression by two independant psychiatrists according 
to the Research Diagnostic Criteria (Spitzer er al, 
1978) were admitted at the Psychiatric Intensive Care 
Unit of l'hôpital L.-H. Lafontaine in Montreal 
between December 1979 and April 1980. A Hamilton 
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sensitization of the serotoninergic postsynaptic receptors. 


Rating Scale for Depression (HRS-D) (Hamilton, 
1960) was completed before a treatment with a TCA 
drug was initiated. Eight of these 35 patients (all 
females, age 33 to 64) were considered as non- 
responders after at least 3 weeks of treatment on the 
following criteria: (1) they were rated unimproved by 
the psychiatric nursing staff of the Intensive Care 
Unit; (2) they themselves estimated that their condition 
had not been substantially modified by the treatment; 
(3) their total score on the HRS-D had decreased by 
less than 40 per cent. 

These 8 patients had received one of the following 
TCA drugs: amitriptyline 150, 225 and 200 mg, daily 
(Cases 1, 3 and 6 respectively), imipramine 150 mg, 
daily (Case 2), doxepine 150 and 200 mg, daily (Cases 
4 and 7) and iprindole 90 mg, daily (Cases 5 and 8). 
Tricyclic plasma levels were determined on the 
morning of the second evaluation. Lithium carbonate 
900 mg daily (300 mg at 10:00, 16:00 and 22:00 h) was 
added to their previous therapeutic regimen immedi- 
ately after the second evaluation. Lithium plasma 
levels were determined on the following day, and 
dosage adjusted accordingly. Forty-eight hours after 
initiation of lithium, tricyclic drug and lithium plasma 
levels were determined again and the depressive status 
was evaluated on the HRS-D. All three psychiatric 
evaluations of each patient were carried out by the 
same two psychiatrists: each one filled on HRS-D, 
and a final score for each item was attained by 
consensus, The results were assessed for statistical 
significance using one-way analysis of variance for 
repeated measurements, Plasma levels of lithium were 
correlated with therapeutic effect with regression 
analysis. 
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Fic 1.—Total scores on the 17-item Hamilton Rating Scale for Depression for each patient obtained 

before treatment. (A), after a three week or more treatment with a TCA drug (B), and 2 days after the 

addition of lithium to their therapeutic regimens (C). Lithium was added immediately after evaluation B. 

The date of the evaluation (in days) is indicated in the bottom of each column. The.lithium plasma 
concentration indicated is that obtained on the morning of evaluation C. 


| | . Results 
The histograms in Fig 1 show the total scores on the 
HRS- D obtained before antidepressant treatment was 
initiated (A), at the completion of at least 21 days ofa 
TCA treatment (B), and 48 hours after the addition of 


lithium carbonate to their previous therapeutic. 


regimens (C). All patients experienced a marked 
alleviation of their depressive symptoms following 
the addition of lithium. This was all the more remark- 


able as these patients had no hope that further 


therapeutic attempts would bring any relief.. The 
effect of the addition of lithium on mood was ex- 


*- tremely rapid: all patients reported an alleviation of 


E - their dysphoria within 12-24 hours. Even the presence 


of prominent psychotic symptoms (mood-congruent. 


somatic delusions) in one patient (Case 8) did not 
prevent the antidepressant effect of lithium: all 
delusions disappeared with mood improvement. 

There was no significant correlation between the 
lithium plasma level.and the degree of clinical im- 
provement (r? = 70.10, P. 0.1). For example, Case 8 
showed a marked improvement after 48 hours of 
lithium administration with a plasma level of 0.5 
mEq/L. Fig 2 illustrates the average clinical response 
of the eight patients.to TCA treatment, and to the 
addition of lithium using the total score of the 6-item 
Hamilton subscale of Bech et al (1975). This subscale 
was used for statistical analysis because it has been 
shown to correlate more closely than the total 17-item. 
score with the global clinical assessment of the 
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Fic 2.—Average scores (+s.e.m.) of the eight patients 
reported on the 6-item Hamilton subscale of Bech er al 
(items 1, 2, 7, 8, 10 and 13) obtained before treatment (A), 
after a three week or more treatment with TCA (B), and 
48 hours after the addition of lithium to their therapeutic 
regimen (C). *P «0.001 (one way analysis of variance). 


depression severity. The slight improvement after the 
first period of treatment with TCA did not reach 
statistical significance (P 0.1) whereas the addition 
of lithium to the previous therapeutic regimen 
brought about a highly significant improvement 
(F = 64.95, P <0.001). This effect was not due to 
variance heterogeneity (Bartlett y? = 1.23, P — 0.1). 

In one patient (Case 6) lithium had to be dis- 
continued after 7 days as she experienced severe 
abdominal pains concurrent with lithium adminis- 
tration. This ailment did not prevent lithium from 
alleviating the depressive symptoms. In spite of 
continuous administration of amitriptyline (200 mg 
daily), her depression recurred 48 hours after lithium 
discontinuation.  - | 
In the remaining seven patients the amelioration 
persisted with continuation of lithium administration. 
They were discharged from the hospital and followed 
up as outpatients (3 to 9 months). Lithium was 
discontinued in five cases within a month and they 
were kept on TCA maintenance medication. In only 
one patient (Case 7) did lithium withdrawal provoke a 


clear but partial return of depression. All depressive 
symptoms disappeared again within 48 hours when 
lithium administration was resumed 4 weeks later. 


Discussion 

These observations suggest that the addition of 
lithium to the therapeutic regimen of ‘TCA-resistant’ 
depressive patients potentiates the antidepressant 
effect of TCA drugs. However, several alternatives to 
a true potentiation of TCA by lithium must be 
considered. 

First, the clinical improvement might have been 
merely a delayed effect of the TCA drug itself, 
coincidental with lithium administration. It is indeed 
possible that some of the patients would have eventu- 
ally responded to a longer administration of TCA 
drug, but the occurrence of the alleviation of depres- 
sion within 48 hours after lithium addition in all 
patients makes it unlikely that the improvement could 
be due to the mere prolongation of the TCA treatment. 

Secondly, a simple addition of the antidepressant 
effects of lithium and TCA might be another possible 
explanation. However, although lithium might possess 
some antidepressant property in unipolar depression, 
long-term administration is required before any 
significant therapeutic effect can be detected (Baron 
et al, 1975; Mendels, 1976). 

Furthermore, Lingjaerde et al (1974) reported that 
lithium administered concurrently with a TCA seemed 
to improve the therapeutic outcome, but no consistent 
effect could be detected before two weeks of treatment. 
Finally, a placebo effect is unlikely since the patients 
felt hopeless that another treatment would be of any 
help. 

De Montigny and Aghajanian (1978), Wang and 
Aghajanian (1980) and Menkes ef al (1980) have 
shown that chronic pretreatment with various types of 
TCA enhances the responsiveness of rat CNS neurons 
to iontophoretically-applied 5-HT. This sensitization 
of 5-HT receptor by TCA drugs may contribute to 
their antidepressant effect. Firstly, the time course 
of this sensitization is consistent with their delayed 
clinical efficacy. Secondly, this sensitization seems 
specific to antidepressant. agents. Thirdly, electro- 
convulsive shock treatments also increase the 
responsiveness of rat forebrain neurons to 
iontophoretically-applied 5-HT (de Montigny, 1980). 
Furthermore, Shopsin er al (1975) reported that short- 
term administration of p-chlorophenylalanine, a 
5-HT synthesis inhibitor (Koe and Weissmann, 1966), 
induced a recurrence of depressive symptoms in 
patients remitted with imipramine. This observation 
is consistent with the notion that TCA might exert 
their therapeutic action via an enhancement of 5-HT- 
mediated synaptic transmission. 
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Grahame-Smith and Green (1974) have reported — 1 
that short-term lithium administration followed by- x o 
acute monoamine oxidase inhibition produces a` ` 
syndrome of hyperactivity (5-HT syndrome) in dés m 
rat indistinguishable from that obtained with mono- 
amine oxidase inhibition and L-tryptophan adminis- ©. 
tration. The mediation of this effect of lithium by the. 


5-HT system was evidenced by its blockade by the 
prior administration of p-chlorophenylalanine. The 
presynaptic nature of this action of lithium was 
further indicated by its failure to alter the 5-HT 
syndrome induced by 5-methoxydimethyltryptamine, 
a direct agonist of the postsynaptic 5-HT receptors 
(Fuxe et al, 1972; de Montigny and Aghajanian, 1977). 
Consistent with these findings, Sangdee and Franz 
(1978) have shown that short-term lithium adminis- 
tration enhances 5-HT mediated neurotransmission 
in the cat bulbospinal system. 
. These observations indicate that, at least when 
administered on a short-term basis, lithium increases 
the efficacy of the central 5-HT system without 
interfering with its postsynaptic receptor. In keeping 
with these findings, Gallager and Bunney (1979) have 
shown that lithium administration neither modifies 
the responsiveness of forebrain neurons to iontopho- 
retically-applied 5-HT or norepinephrine nor hinders 
TCA-induced sensitization of postsynaptic 5-HT 
receptors. Lithium did not modify plasma levels of 
TCA drugs in the patients reported in the present 
study. Thus, neither a pharmacokinetic interaction 
nor a direct interaction at the aminergic postsynaptic 
sites can account for the rapid and substantial 
alleviation of depression by lithium in the TCA 
‘nonresponders’ reported here. Consistent with 
available neurobiological data, it is suggested that the 
clinical potentiation of TCA by lithium might result 
from their respective post- and presynaptic enhancing 
effects on the 5-HT system. 
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MONOAMINES IN AFFECTIVE ILLNESS © 
IS THERE A PLACE FOR 5HT? 


In a recent review of the structure and function of 
aminergic systems Iversen (1980) paid particular 
attention to the dopaminergic (DA) and noradrenergic 
neurones (NA) and only mentioned in passing those 
with 5HT as a transmitter. Although the original work 
on the low concentration of SHIAA, the metabolite 
: "of SHT, in CSF of depressed patients (Ashcroft et al, 
` 1966) which brought serotonin to the attention of 
© biological psychiatrists may not have stood the test of 
^ofime, nevertheless, recent information on the be- 
-. havioural consequences in animals of drugs and lesions 
which influence the output of the SHT system suggests 
< 4t plays a role in the development of pathological 
mood and behaviour in affective illness. This is 
reflected in the resurgence of clinical interest in 
antidepressant drugs designed to affect specifically the 
SHT system and emphasizes the need to continue 
animal and clinical exploratory experiments on 
serotonergic function. 

The anatomy of the SHT system does not differ in 
principle from that of DA or NA systems. The cell 
bodies of the SHT system are situated in brain stem, 
the main groupings being in the raphe nuclei. From 
here terminals are sent to most brain areas and the 
spinal cord, being particularly dense at the cortical and 
basolateral nucleus of the amygdala. The biochemistry 
of the system does, however, differ fundamentally 
from that of DA and NA: administration of the 
precursor, the amino acid L-tryptophan, results in an 
increased synthesis of SHT, whereas administration of 
tyrosine does not result in an increase in the con- 
centration of either NA or DA. This has, as will be 
seen, therapeutic implications. Otherwise, storage and 
release of all three transmitters appear to have com- 
mon mechanisms, | 

At present there is insufficient evidence to apportion 
control of specific behaviours to the SHT system but 
perhaps the best attested is the control of temperature 
and sleep. Shillitoe (1970) suggested that serotonergic 
neurones are responsible for limitation of behaviours 
so that they do not become repetitive. The concept 
arose from the fascinating finding that weanling male 
. rats housed fogether and treated with the drug 
~ parachlorphenylalanine (PCPA), which almost entirely 
: abolishes the synthesis of SHT, caused the rats to 
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yald, whereas when they were housed singly 
the same dose had no such effect. Behavioural ap- 
praisal of the animals revealed that they were under- 
going excessive grooming: and this led to the baldness. 
The vigorous grooming followed behaviour termed 
‘bundling’, which started with a chase, one rat getting 
hold of another to form a ‘bundle’, and this sequence 
was repeated excessively whilst on PCPA. The 
supposition was that such behaviour was normally 


-under serotonergic control, and failure of trans- 


mission in the SHT system resulted in its excessive 
presentation; PCPA also caused inappropriate and 
excessive sexual behaviour in male rats and made male 
cats mount everything in sight: again it was felt that 
sexual behaviour was under inhibitory serotonergic 
control (Vogt, 1977).. | 

It is possible that 5HT release has in particular an 
inhibitory function on other aminergic systems. In 
considering its action on DA systems, the neuro- 
physiological evidence is overwhelming that in regions 
with a dense and uniform serotonergic input, SHT 
applied locally by iontophoresis invariably produces 
inhibition of neuronal firing. Likewise stimulation 
of the raphe nuclei produces mainly depression of 
neuronal firing, in areas of dense serotonergic inner- 
vation such as the substantia nigra (Dray et al, 1976) 
where there are many DA neurone cell bodies. This 
inhibition may be mediated by a specific neuronal 
interaction at dopaminergic terminals. Evidence from 
our own laboratories suggest that in some areas of 
brain 5HT neurones have excitatory DA receptors on 
them which when stimulated cause the release of 5HT. 

The complementary work of Ennis et al (1981) 
indicates that DA neurones may have inhibitory 5HT 
receptors on the terminals which diminish the release 
of DA. This would imply a local feedback inhibitory 
mechanism whereby when DA is released during the 
activity of this system adjacent SHT neurones are 
stimulated to release SHT which then causes inhibition 
of further DA release. If DA neurones may be under 
the tonic control of the 5HT system, then 'switching 
off’ the serotonergic neurones, for example by PCPA, 
would release dopaminergic cells from their inhibitory 
control. In this respect the grooming behaviour 
described by Shillitoe and accentuated after PCPA is 
probably dopaminergic in origin (Stinus et al, 1978). 

Do the drugs used in depressive illness change the 
release of SHT at terminals or switch off the SHT 
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system, so that DA-derived behaviour is accentuated ? 
The evidence comes from neurophysiological studies 
and a knowledge of the nature of 5HT receptors. Of 
these there appear to be at least two types, one post- 
synaptic and the other presynaptic on the dendrites 
and cell bodies of SHT cells themselves. Both are 
sensitive to SHT, but those on the cell bodies are 
inhibitory auto-receptors which when stimulated 
reduce the firing of the SHT cells on which they are 
sited. Identification of SHT cells is neurophysio- 
logically relatively easy since they exhibit char- 
acteristic action potentials, a slow firing rate and a 
regular rhythm. L-tryptophan, believed now to be 
active clinically in mild to moderate depression, 
increases the synthesis of SHT and is found to depress 
markedly the firing rate of SHT cells. Monoamine 
oxidase inhibitors also depress the firing rate of these 
neurones as do those tricyclic antidepressants which 
inhibit the reuptake of SHT ie. clomipramine and 
imipramine (Aghajanian and Wang, 1978). Secondary 
amine tricyclics such as desipramine which pre- 
ferentially block the uptake of NA rather than SHT 
when administered fail to produce inhibition of firing 
of SHT cells. Highly specific 5HT uptake inhibitors 
are being developed and found to be effective in 
depressive illness presumably by this particular mode 
of action. These drugs would then shut off the SHT 
neurones by reducing their firing. In a situation in 
which the firing pattern continued, drugs which 
blocked the post-synaptic SHT receptor should have 
the same effect. The newer group of antidepressants 
such as the triazolopyridine group have such receptor 
blocking properties (Barum et a/, 1979). 

It has been suggested that the DA system controls 
not only psychomotor activity but has a role in 
motivation and drive (Crow, 1973; Eccleston, 1975) 
and one would anticipate an increase in activity and 
drive on release of the system by reduction of raphe 
firing or by post-synaptic SHT receptor blockade. The 
behavioural effect of drugs such as amphetamine, 
which releases DA from DA neurones in animals, are 
mimicked in man by the combination of L-tryptophan 
and a monoamine oxidase inhibitor (MAOI) (Louden 
and Eccleston, unpublished observations). On these 
drugs the patient’s activity increases: there is over- 
talkativeness, increased sex drive, and less sleep. Parts 
of this syndrome also appear with the more recently 
introduced highly specific SHT uptake inhibitors such 
as alaproclate. 

If indeed dosandinergie activity is increased after 
L-tryptophan plus MAOI then one would anticipate 
an increase in the turnover of DA in brain. Studies in 


rats (Nicolaou and Eccleston, 1978) in fact have shown 
not only an increase in DA turnover, but also of NA, 
suggesting that SHT has an inhibitory control of the 
noradrenergic system as wellas DA. — — 

In summary then the dopaminergic and nor- 
adrenergic systems controlling psychomotor activity, 
motivation and mood may be under the inhibitory 
control of the SHT neurones. Antidepressants. may 
act directly in increasing the activity of these mood and - 
psychomotor systems, or indirectly by releasing the 
inhibition of the SHT system. i 
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Management of Suicidal 
Behaviour 


A wide range of risk-taking behaviours may be 
associated with serious damage to the self although not 
consciously related to a wish for self-destruction: car 
*- driving and chronic alcoholism are two examples. 
^ Here, however, suicidal behaviour will be taken to 
refer only to that motivated by a conscious and deli- 
berate aim to destroy the self. There is much evidence 
that prevention of suicide is a feasible proposition. The 
majority of suicides make contact with helping 
agencies in the few weeks prior to their death, they 
declare their intentions in a variety of ways and they 
tend to be recognizably unwell. It is just not true that 
most suicides decide to end their lives without 
declaring their intention to others. It is therefore 
important to acquire skills in recognizing and reaching 
out to those at risk in such a way that hope is re- 
_kindled and help accepted. 

Recognition of risk depends upon good inter- 
viewing technique. Suicidal individuals: are often 
ambivalent about taking their own lives, and although 
they shop around for help from various agencies they 
may still find it difficult to talk about their intentions. 
Empathy, non-judgmental acceptance, and just being 
prepared to listen constitute a good basis for estab- 
lishing contact. Accurate perception of distress will 
allow the interviewer to state openly that the patient is 
recognizably upset or appears to have reached the 
point of despair. The patient may then spontaneously 
talk of suicidal ideas. Otherwise, discussion should 
lead into the topic of suicidal motivation through a 


carefully graded series of questions, beginning with 


enquiry about fears about the future, regrets over the 
past, difficulty in going on from day to day or in 
getting through the day, or even seeing the self going 
on. Having been led into the topic, the patient should 
then find it easier to talk openly about ideas of ending 
his life and the degree of his need to act upon them. 
During the interview it is just as counterproductive to 
reassure too liberally (when the patient will feel in- 
adequately understood) as to be brusque and un- 


2 friendly. It is a fallacy to assume that open discussion 
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of suicidal ideas may inadvertently implant them in a 
vulnerable individual's mind, although aggressive 
challenging, especially towards a tense and impulsive 
patient, is always a dangerous and dubious technique 
when suicide risk is present. 

In clinical evaluation much is made of the concepts 
of high risk syndromes as well as individual and social 
correlates of suicide. It can be very misleading to 
depend too much upon suicide stereotypes based on 
averaged data, particularly as weightings for the 
various correlates necessarily vary with the idio- 
syncratic nature of any individual clinical situation. It 
is partly for this reason that formal suicidal risk 
questionnaires have been of limited success. Never- 
theless, it is sensible to take note of individual and 
social risk factors: these include social isolation, 
recent bereavement, family history of suicide, male sex 
and increasing age, previous history of deliberate self 
harm, severe depression, chronic alcoholism or dis- 
abling physical disability, recent deliberate self harm or 
the onset of organic brain syndromes, and epilepsy 
complicated by depression. Certain combinations are 
particularly important; for example, male sex with 
greater age. In recent years a new pattern of suicidal 
attempt in young adults has become commoner. They 
indulge in repeated drug overdoses and behave in a 
difficult, unco-operative sociopathic way: such indi- 
viduals may now comprise as much as a half of all 
suicide attempts. 

. Certain problems recur in management of the 
suicidal: choice of treatment setting, degree of nursing 
supervision and selection of management strategy are 
particularly important. It is wise to admit for intensive 
Observation those patients who seem unwilling or 
unable to give reassurance about their intentions, 
particularly when the patient is not well known to the 
interviewer and doubt is reinforced by the presence of 
high risk factors. Much has been made in recent years 
of the virtues of the open ward system of psychiatric 
care, in contrast to the previous approach which 
allowed the suicidal patient no privacy and might 
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have been so irksome as to challenge him or her into 
suicidal behaviour. The new style of care also has its 
problems, however. Failure of communication, 
especially at times when nursing shifts change, can 
lead to inadequate surveillance of high risk patients. 
Any ward that sets out to provide care for a suicidal 
individual must be capable of providing intensive 
supervision when necessary, either through the pro- 
vision of adequate numbers of staff or in the form of 
physical security. The clinical policy for an individual 
patient must be fully understood and reviewed regul- 
arly by ail staff involved. Those who attempt suicide 
may be difficult to evaluate in a ward situation: they 
may show gross variability in their distress, they often 
reassure us in a convincing way, or exhibit aggressive, 
provocative behaviour rather than appear to be de- 
pressed. Suicidal individuals tend to become alienated 
from help even in a ward situation, often through 
their difficult behaviour or failure to respond to 
treatment, and effective management must deal with 
this aspect of the problem constructively. When out- 
patient management in the presence of suicide risk is 
considered to be the best option, then it is advisable to 
establish a clear agreement regarding regularity of 
interviews, availability of therapist and therapeutic 
goals. 

Retrospective studies of suicides have identified 
certain common problems of drug management. 
These include the long-term ineffective prescription of 
antidepressants, often in low dosage, the failure to 
give antidepressants to some patients who clearly are 
seriously depressed, the use of depot preparations of 
phenothiazines for behavioural problems in non- 
schizophrenic patients, and the use of barbiturates 
when other sedatives might have been safer. Scrup- 
ulous review of long-term psychotropic medication is 
clearly essential, although transfer from one ineffective 


drug to another in the search for the best anti- 
depressant is rarely a fruitful policy: failure to improve 
is perhaps more likely to be related to intractable 
situational factors that need more careful attention. 

Many gaps remain in our understanding of the 
mental crisis in those about to commit suicide: what 
factors may abort it? Does delay or absence of 
planned method or other unexpected obstacle make 
suicide less likely? Can we capitalize on the ambi- 
valence of the suicidal to this end ? Adequate attention 
to the isolation and alienation of the suicidal must 
play a central part in any preventive programme. The 
value of audit techniques in helping the ward team to 
learn from problems encountered in the management 
of patients who commit suicide also needs to be 
explored, perhaps by involving an external chairman 
who reviews the series of events with senior members 
of ward staff. 

Does the situation ever arise whereby a patient’s 
expressed wish to commit suicide makes sense, so 
much so that he would benefit from knowledge about 
ways of carrying it out effectively? For all practical 
purposes such an approach is never acceptable, for to 
connive with suicide is surely to fail the patient by 
confirming his despair and denying hope which is 
probably always capable of being rekindled however 
desperate the situation. We should redouble our 
efforts to help rather than give permission-to die. 
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Great Books in Psychiatry 


Few people (and the present writer is not one of 
them) will know enough about psychiatric books to 
be able to declare which are the greatest. My own list 
is a sample biased by chance, ignorance and prejudice. 
But within these limitations I have worked to a plan 
and chosen those books which seem to me to represent 
or reflect important stages in the historical develop- 
ment of psychiatry. 

Ever since the mid-eighteenth century, when the 
care of the insane became accepted as a special 
concern of medicine, physicians have faced the 
challenge of providing treatment for patients with 
disorders where for the most part nothing useful has 
been known about the cause, and where indeed the 
outlook has traditionally been considered hopeless. 
To this challenge there have been two broad types of 
response. There have been those concerned to get on 
with the business of treatment; and since treatment 
must be based on some reason for thinking it will be 
helpful they have been ready to construct and to 
accept plausible theories of treatment, even if sup- 
ported by only weak evidence. And there have been 
those who considered that much. more needed to be 
known about the nature and cause of mental disorder 
before there could be hope of successful treatment or 
prevention, and that in the meantime the aim of 
treatment should be primum non nocere. The con- 
troversy between enthusiasts and sceptics, between 
healers and observers, between theory-makers and 
fact-gatherers, occurs throughout medicine, but it has 
been particularly marked in psychiatry, where 
progress during the past two centuries has been 
relatively slow. | 

My first two great books show the beginnings of the 
controversy. William Battie—the only psychiatrist 
to have been President of the Royal College of 
Physicians—wanted to make the study of insanity a 
part of medical training. His Treatise on Madness 
(1758) was designed to create interest in the subject, 
and in it he put forward new ideas about the cause of 
insanity, and advocated trial of new treatments based 

. on these ideas. Published in the same year, however, 
was John Monro's Remarks on Dr Battie's Treatise; 





261 


by Edward Hare 


and although this has been described by Denis Le.gh 
as "surely one of the poorest pieces of work ever 
written by a psychiatrist", T include it as a great book 
because it puts firmly, if not always elegantly, the 
opposing view. Perhaps Monro was unduly pessimistic 
in asserting that the true cause of madness would 
never be known. But he warned against the ‘bewitching’ 
nature of speculative systems and feared that treatment 
based on doubtful theories might do more harm than 
good. His observation that "love and drink are much 
oftener an effect than a cause of madness" asserts a 
logical possibility which, in our earnest desire to 
explain the origins of illness, we still too often over- 
look. 

The traditional therapeutics used at Bethlem 
Hospital by John Monro were passed on to John 
Haslam; but in the place of Monro's pessimism about 
cause, Haslam used a method which was to transform 
the whole of medicine during the nineteenth century— 
the method of systematic observation. Without 
presuming that such observation would bring quick 
returns, Haslam believed that the steady and careful 
collection of facts about cases must in the long run 
increase our understanding of mental disorder. His 
Observations on Insanity (1798) was one of the 
earliest of scientific studies in psychiatry, and for that 
reason may be regarded as a great book, 

Systematic observations were also being made by 
Philippe Pinel. But the therapeutic nihilism which was 
a feature of post-revolutionary French medicine is 
reflected in Pinel's realization that there was more to 
the care of the insane than the application of medical 
remedies. He advocated humane management (‘moral 
treatment’) rather than medicine, and he properly 
observed that we cannot tell whether we cure diseases 
by the resources of art "if not previously acquainted 
with their terminations when left to the unassisted 
efforts of nature". This combination of science and 
humanity makes his Traité (1801) perhaps the greatest 
of all psychiatric books. From Pinel’s inspiration 
sprang the French school of psychiatry, of which 
Esquirol’s Des Maladies Mentales (1838) marks one 
of the summits. But I have been deeply impressed by 
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the two books in which dementia paralytica was first 
clearly described. Of Bayle's Recherches and Calmeil's 
De la Paralysie, it has been said that their appearance 
in the same year (1826), both dealing with a newly 
discovered disease in so masterly a fashion, was an 
event unique in the history of medicine. 

My German is not good enough for me to read the 
original, but a study of the translation of Wilhelm 
Griesinger's textbook (the 1867 edition) suggests to 
me that it must be one of psychiatry's great books. 
Griesinger was the first to urge that psychiatry should 
be a subject of university teaching and research. 
Convinced that psychiatry lay wholly in the province 
of medicine, he disapproved of psychological specu- 
lation, but his belief that all insanities were essentially 
similar dampened attempts to elucidate distinctive 
types of mental disorders. Karl Ludwig Kahlbaum 
also disapproved of theorizing—his motto was 
“I wish to observe nature but I shall be careful not to 
think"—and in his book Die Katatonie (1874) he 
demonstrated, and was the first to do so, the value of 
long-term observation of cases in the delineation of 
syndromes. Unfortunately there seems to be no English 
translation. 

The great era of British psychiatry (if we except the 
present) was the second half of the nineteenth century. 
Henry Maudsley's name is the best known, but to my 
mind his books do not achieve greatness because he 
showed no particular concern for classification or 
statistics, disciplines at the root of medical progress. 
My choice here is the Manual of Psychological 
Medicine (first published 1858) by John Charles 
Bucknill and Daniel Hack Tuke. This was the first 
British textbook of psychiatry, and the fourth edition 
(of 1879), the one I am familiar with, is a work full of 
scholarship and common sense. Bucknill was the first 
editor of the Asylum Journal, which he soon renamed 
The Journal of Mental Science, now the British Journal 
of Psychiatry. Tuke was a fluent and prolific writer. 
The Dictionary of Psychological Medicine (1892), which 
he edited, perhaps also deserves to be called a great 
book. Its particular and enduring value is that it 
allows future generations to see precisely what the 
leading men of the time thought about every aspect of 
psychiatry. 

The method of systematic clinical observation 
attained its peak at the end of the nineteenth century 
with the delineation of the concepts of schizophrenia 
and manic-depressive psychosis, concepts which have 
now endured almost unchanged for 80 years. This 
grand achievement is comprehended in the fifth and 
eighth editions of Emil Kraepelin's Psychiatrie (1896 
and 1913) and in Eugen Bleuler's Dementia Praecox 
oder die Gruppe der Schizophrenien (1911). An 
interesting contrast of method and conclusion is 


apparent in these two books, similar in many ways to 
the contrast between Battie and Monro. Kraepelin's 
approach is that of the physician-scientist—objective, 
perhaps a little too cold; Bleuler's is that of the 
physician-healer—sympathetic, perhaps a little too 
warm. Pondering these two attitudes, a student might 
reflect that each carries its own risk of distorting the 
perception and interpretation of a patient's symptoms. 
During most of the nineteenth century, speculation 
about the causes of mental illness, especially about 
psychological factors, was discouraged. It is therefore 
an odd coincidence (unless, indeed, it was the return 
of the repressed) that the bewitching theories of 
Sigmund Freud should have come at the same time as 
Kraepelin's solid achievement in classification. Yet 
Kraepelin's success did not alter the sad fact that a 
century of medical research had found no cause or 
useful treatment for the commonest types of mental 
disorder. So it was perhaps understandable that an 
entirely new attempt to explain and treat them should 
have been made and welcomed. Psychoanalytic 
treatment has not clearly been shown to have any 
special efficacy, and psychoanalytic theory seems 
largely untestable and therefore not strictly a scientific 
theory; but this in no way detracts from the boldness 
and vigour of Freud's work, or alters the fact of its 
profound influence on psychiatry and indeed on 
civilized thought. I rate his Psychopathology of 
Everyday Life (first published in 1904) as a great 
book because it illustrates, in a narrative form which 
everyone can understand, the acuteness of his insight 
into hidden motivations. It might be said that Freud’s 
approach to the human mind was cold, precise and 
clinical; and that Jung’s, on the other hand, was warm 
and expansive. No doubt it is a weakness in me, but I 
have generally preferred the writings of Jung, and 
though I am not sure that any particular book of his 
has a claim to greatness, I was much influenced by his 
Modern Man in Search of a Soul (translated 1933). 
There are books which, while not directly concerned 
with psychiatry, seem to me of such general importance 
for its proper study that I add them to my list. What 
makes psychiatry such a peculiarly difficult subject is 
that the clinical manifestations of mental disorder will 
always, to a greater or less extent and more or less 
unconsciously, be processed by the patient in response 
to the situation in which he finds himself. Of course 
this is a response which occurs in all people, but the 
subtlety of the forms it may take, even in animals, is 
surprising, and a classic instance was documented by 
Oskar Pfungst in his book Clever Hans (translated 
1965). The psychiatrist, for his part, has to allow as 
best he can for the constraints imposed on him by his 
own personality, constraints which determine how 
far he will naturally adopt a cold and objective, or a 


— addition, he must try to allow for the attitude: 
.. imposed on physicians and patients alike by the general - 
-. and often irrational beliefs of his time. An example ` 






‘warm and subjective, approach to observation. Ir 


of how such beliefs influence social opinion on the 


(1971). 


From the medical point of view, the enduring 2 Esquirol | | 
E. K. Hunt in 1845 as Mental Maladies: A Treatise on 


successes of psychiatric research have been those in 
which some physical factor in the environment was 
found to be causal, and led to a practical means of 
treatment and prevention. Dementia paralytica was 
described in the 1820's, but its syphilitic origin was 
not proved until 1913. The importance of pellagra 
as a cause of insanity was drawn to general attention 
in 1817 (when Henry Holland reported that one-third 
. of the patients in the asylum at Milan had been 
“admitted with this disorder), but a century was to 
elapse before the environmental causes were eluci- 
dated by Goldberger and others. Goldberger's 
papers have been brought together in book form 
(Terris, 1964), and although this does not constitute a 
great book in the ordinary sense, it relates a great 
event in the history of psychiatry. We may wonder 
how long it will be before environmental causes are 
found for the two major psychoses delineated by 
Kraepelin in 1896, which remain the commonest 
cause of severe psychiatric disability. The discovery 
will be a subject for great books to come. 
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paralytica, has been translated by M. Moore and H. C. 
Solomon in their paper, ‘Contributions of Haslam, Bayle, 
Esmach and Jessen to the history of neurosyphilis’ (Archives 
of Neurology and Psychiatry, 1934, 32, 804-39). 
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translated by C. R. Robertson and J. Rutherford as 
Mental Pathology and Therapeutics (London: New Syden- 
ham Society, 1867). Relevant portions of the 8th edition of 
Kraepelin's Psychiatrie (1913) were translated by R. M. 
Barclay as Dementia Praecox and Paraphrenia (1919) and 
Manic-depressive Insanity and Paranoia (1921, Edinburgh: 
Livingstone). Bleuler's Dementia Praecox (1911). was 
translated as Dementia Praecox or the Group of Schizo- 
phrenias by J. Zinkin (New York: International Univer- 
sities Press, 1950). The 4th edition of Freud’s Zur Psycho- 
pathologie des Alltagsleben was translated as The Psycho- 
pathology of Everyday Life by A. A. Brill (1914, Pelican 
Books, 1938); a later enlarged edition has been translated 
under the same title by A. Tyson (London: Benn, 1960). 
A collection of Jung’s writings was translated by C. F. 
Baynes as Modern Man in Search of a Soul (London: 
Kegan Paul, 1933). | 

O, Pfungst’s study of the calculating horse (including 
additional studies with human subjects) was translated 
by C. Rahn as Clever Hans: the Horse of Mr von Osten and 
edited by R. Rosenthal (New York: Holt Rinehart, 
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The Discovery of the Asylum (Boston: Little Brown, 1971); 
Holland, H., ‘On the pellagra, a disease prevailing in 
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Annual Progress in Child Psychiatry and Child 
Development. Edited by SreLLa CuHrss and 
ALEXANDER THOMAS. New York: Brunner/ 
Mazel. 1979. Pp 690. $20.00. 


This annual has been appearing for eleven years. It 
represents the approach to child psychiatry that the 
editors have developed at New York University 
Medical Center. The hallmark of this approach is a 
high level of scientific scholarship, a commitment to 
the elucidation of basic temperamental character- 
istics of children, and an emphasis on the necessity to 
place all understanding of childhood in the develop- 
mental context. 

In the current volume the 37 contributions are 
grouped in ten sections and the title of the sections 
demonstrates the orientation. They are: infancy 
studies, developmental issues, language and cog- 
nition, temperament studies, family studies, the hyper- 
active child, mental retardation, clinical issues, 
delivery of service, and adolescence. 

The general standard of the papers is very high with 
an excellent and remarkably interesting approach to 
the problem of infancy through a discussion of state 
and rhythmic processes by Professor Anders, an 
excellent review of the predictability of human 
development by Clarke, and a very fine review of the 
effects of day care by Belsky and Steinberg. 

The editors have not only produced sensible, 
synoptic introductions to the different sections but 
have achieved a very high standard of quality of 
production. The volume thoroughly extracts from, 
very largely, US journals and, mostly, US authors, the 
best papers that comment upon or develop further, the 
child psychiatric orientation of the editors. As such it 
provides all the disciplines in the child psychiatric 
field with an extraordinarily complete review of the 
state of this approach to child psychiatry and allows 
for an evaluation of the orientation. 

In one way this form of scientific approach to 
children and their troubles is extremely heartening. In 
another way, it is rather paradoxical and uninviting. It 
is unfortunate that this volume does not bring out, 
. anywhere, that children are lively, vivid, interesting, 
endearing, and emotionally arousing and sensitive 
people. The section on family studies does not concern 
itself with family life. The five papers are respectively 
on the children of divorce, the effect of the absence of 
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father on children's cognitive development, psych- 
latric disorders and pre-natal loss of father, the sexual 
identity of children raised by homosexual or trans- 
sexual parents, and a provocative challenge on social 
and legal attitudes to adoption. The whole implication 
of the entire section is that normal, complete families 
cannot be studied or understood or that.the topic is of 
no interest to the child psychiatric profession. Of the 
seven papers reprinted in the clinical issues section, 
two are on organic topics, that is to say one on 
rubella and one on ‘non-focal’ neurological signs, two 
are on ‘psychosomatic’ topics, that is one on anorexia 
nervosa and another on asthmatic children. There are 
no chapters at all on treatment, in any form. 

It is certainly true that the standard of papers in the 
literature upon the therapies conducted in child 
psychiatry, is low. However, it cannot be that in the 
whole field of behavioural treatments, psycho- 
therapeutic methods, family therapy or milieu or 
case-work with children nothing useful was said in 
1978. 


CHRISTOPHER Dare, Consultant Psychiatrist, 
Department of Children and Adolescents, Bethlem 
Royal and Maudsley Hospitals 


Child Development and Developmental Disabilities. 
Edited by STEWART GABEL and MARILYN T. 
ERICKSON, Boston, Massachusetts: Little Brown. 
1980. Pp 510. $28.25, 


Helping Clumsy Children. Edited by NEIL GORDON and 
IAN McKiNLaAy. Edinburgh: Churchill Living- 
stone. 1980. Pp 195. £5.95, 


Assessing Problem Children: Issues and Practice. By 
Masup HocHUGH!i with CAROLINE DOBSON, 
JOHN Lyons, ANDREW MUCKLEY and MICHAEL 
SWAINSTON. London: Burnett Books. 1980. Pp 
287. £10.95, £5.95 (paperback). 


These three books have one thing in common. They 
each discuss groups of children who really do require 
the services of that easily derided institution, the 
multi-disciplinary team. The first edited by Gabel, a 
paediatrician and Erickson, a psychologist, is very 
welcome. Written for a medical audience it starts with 
à concise account of child development, moves on to 
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"... provides for the first time in short space a rounded picture of what is today 
known about the problems of psychotropic substance misuse... We are still 
unsure why the problem of psychotropic drug misuse has come upon us, and of 
the proper balance between too much and too little coricern. The framework 
within which to see these matters is still unclear and our usual repertoire of ideas 
may appear rather wanting when we get close to real understanding of why the 
young mother in the tower block takes benzodiazepines." 
Professor Griffith Edwards, 
(from the Foreword) 
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misuse in general practice, self-poisoning, work of accident and emergency units, 
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discuss methods of assessment and then describes the 
clinical picture and management of a wide range of 


^ developmental disabilities and neurological disorders. 


It ends with a good discussion of the ways in which 
. different professionals can contribute their skills to the 
team. Child psychiatrists are becoming increasingly 
involved in this type of work, they will find this a 
helpful introduction. 

The second two books are ps successful even 
though each is dealing with a very under-discussed 
topic. Clumsy children are a difficult group, hard both 
io understand conceptually and to help. The theor- 
etical issues are not dealt with very rigorously in the 
book by Gordon and McKinlay and somehow the 
different contributions fail to come together to provide 
a unified approach which could be applied to an 
individual child. Masud Hoghughi has taken on a 
particularly hard task, trying to make sense of that 
ill-defined area, the work of child assessment centres. 
He presents a comprehensive scheme of how to assess 
children, but it ends up as a glossary of symptoms, 
behaviours and disorders. It is sad that he has not 
built upon the five-axis classification system which is 
being increasingly used. Even more importantly he 
fails to deal with the general issues of what we are 
assessing for. It often seems that so many resources 
are being put into assessment, that nothing is left over 
for treatment. 


STEPHEN WOLKIND, Senior Lecturer in Psychiatry, 
The London Hospital (Whitechapel) 


Paedophilia: The Radical Case. By Tom O'CaAnRROLL. 
London: Peter Owen. 1980. Pp 280. £14.95. 


This is not a textbook, although there is a useful 
bibliography, but a personal account of paedophilia, 
including the author's views and justifications for 
radical reform of the law and society's attitudes. He 
gives a potted version of his autobiography and his 
development into a 'boy-lover'. Also, how he lost his 
job as a schoolmaster as a result. He was best known 
as the Press Officer for the Open University and as an 
active member of P.LE. (Paedophilia Information 
Exchange). This was formed in 1974 as both a ‘self- 
help' and pressure group. 

The main aim of the book is set out in the preface 
(p. 10). —"My contribution . . . is to present a paedo- 
phile's perspective on what is already known-—an 
exercise aimed at the ‘expert’ and the open-minded 
layman alike, My approach has been personal, and 
committed, rather than spuriously ‘scientific’ and 
*objective', but I have made every effort to use my 
sources honestly, at all times, and to treat opposing 
point of view with cool, calm deliberation, rather than 
"impatient dismissal”. 
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. How far he has succeeded can be judged from his 


| "account of psychiatric treatment. This consists of a 


short footnote to Chapter 4 (p. 91) which mentions 
aversion therapy, the ‘even more barbarous’ chemical 
castration and finally—"'the ultimate form of control 
is psychosurgery. The method used... is to burn out a 
part of the subject’s brain.. . . Psychosurgery has 
caused irreversible brain damage, and a significant 
number of people have died as a result of the oper- 
ation". 

Chapters are devoted to childrens' sexuality, the 
philosophy. of childrens’ rights, consent and willing- 
ness, power and equality and P.LE.'s proposals for 
altering the law so that sexual activity between children 
and adults—given certain safeguards—would become 
legal. The age of consent would be abolished but what 
is called ‘penetrative sex’ would not be allowed until 
about age 12. The final section of the book outlines the 
progress in Britain of 'radical paedophilia', being 
largely concerned with P.LE.'s struggles for respect- 
ability, recognition and publicity. However, this 
campaign finally backfired on them, leading the author 
and others into the dock at the Old Bailey. 


F. E. KENYON, Consultant Psychiatrist, 
The Warneford Hospital, Oxford 


The Therapeutic Community. Edited by ELLY JANSEN. 
London: Croom Helm. 1980. Pp 392. £12.50. 


This book is edited by the Founder of the Rich- 
mond Fellowship Organisation, Elly Jansen. She is, 
therefore, something of a pioneer in the field of thera- 
peutic community work, which means that her con- 
tribution to psychiatry and to the readers of this 
Journal has been immense. Inevitably, the book con- 
cerns itself very largely with the development of the 
Richmond Fellowship Organisation and therefore 
with the principles and practice of therapeutic com- 
munities as after-care hostels. 

. This book is written, in the main by devotees of the 
therapeutic community approach and is therefore 
essentially uncritical; nevertheless, it serves as an 
excellent survey. of some of the problems facing 
workers and clients alike in the various communities 
described. The book includes some excellent papers. 
Main contributes a characteristically lucid account of 
the history of therapeutic communities, and pays 
rigorous attention to the structural aspects of such 
communities (rules, boundaries and hierarchy). 
Shoenberg's paper manages to extol the virtues of 
‘brotherly love’ in relation to therapeutic communities 
without sounding unnecessarily reverential. These 
two papers complemented one another perfectly. 
Another remarkable paper is that of Berke which, in its 
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uncompromising avowal of the principles of Kingsley 
Hall, was refreshing and interesting. The one com- 
munity rule that emerges from Burke's paper, and that 
rule was important at Kingsley Hall, was that there 
Should be no rules. 

The way in which Richmond Fellowship staff 
members cope with this, and other problems, is 
discussed in a most interesting and intelligent paper by 
Peter Hawkins, now a training officer for the organ- 
isation. The residents too, are given 'space' to des- 
cribe their own experiences as community members. 
The editor showed great courage in including these 
accounts, as they certainly do not show the com- 
munities in a favourable light: one of them is written 
after a period of seven years in residence, which by any 
standards, must be too long, and all of them show a 
kind of superficial insight, sometimes known as 
*pseudo-insight'. 

If I have been too critical of this book it is because 
the Richmond Fellowship is more than able to look 
after itself, and also because I am deeply appreciative 
and admiring of it; its contribution to mental health 
and the practice of psychiatry cannot be over-stated. 
It is sad that this book does not really do justice to the 
organisation. 


JUSTIN SCHLICHT, Consultant Psychotherapist, 
The Maudsley Hospital, London 


Michael Foucault: The Will to Truth. By ALAN 
SHERIDAN, London: Tavistock Publications. 1980. 
Pp 243. £11.00, £4.50 (paperback). 


The Times’ leader of December 12th, 1980, sum- 
arises the basic question posed by Ian Kennedy’s 
Reith Lectures as "How can laymen control doctors in 
their mystery ? There is a class of decisions which only 
doctors are equipped to take, but the ethical basis of 
them is common property". 

Mr Sheridan's study draws attention to Michael 
Foucault's contribution to this general problem, 
particularly as it is relevant to psychiatry. Foucault 
was something of an enfant terrible in French in- 
tellectual circles. He describes himself as a ‘Professor 
of the history of systems of thought'. Born in 1926, son 
of a surgeon, his rejection of the rigid divisions bet- 
ween academic disciplines led him to persue a number 
of diverse subjects. In two of his major works 
Naissance de la Clinique and Histoire de la Folie he 
looks at the convergence of social ends and intellectual 
systems that give birth, at the end of the eighteenth 
century to modern psychiatry. Here was reached a 
consensus as to whom of the insane should be ex- 
cluded from society, and how they should be viewed. 
He goes on, perhaps ironically for the practising 
clinician to ask “How can one speak of madness in the 


language of reason ?". He regrets that a reasonable 
‘unreason’ is no longer permitted, and suggests that 
one essential approach to madness must include the 
perspective of the mad. He goes on to suggest that 
psychiatrists must not only question their practice but 
the social uses and functions of that practice. With the 
political abuse of psychiatry in the USSR, and its 
application to brain washing in many ‘civilized’ 
countries, this is a question many psychiatrists should 
take seriously. 

This is a stimulating book but very much an intro- 
duction. As a practising psychiatrist I wanted much 
more detailed discussion of the psychiatric themes, 
themes, which along with some discussion of the 
emergence of sex as a subject for discourse, and the 
confessional nature of psychoanalytic communication, 
occupy only about half the book. 

This is a book for those particularly interested in 
the sociology and politics of psychiatry and for any 
who are interested in alternative views of psychiatry. 
It is also for those who are prepared to wrok hard for 
their stimulation, and of course for those who want a 
guide to the work of this French Professor of the 
history of thought. 


ANTHONY Fry, Consultant Physician in Psychological 
Medicine, Guy's Hospital, London 


Coping with Schizophrenia. The National Schizophrenia 
Fellowship. Edited by Henry R. RoLLIN. London: 
Burnett Books in association with André 
Deutsch. 1980. Pp 231. £8.95. 


Masked Schizophrenia. Diagnosis and a Unified 
Method of Treatment. By MARGARET O. STRAHL. 
New York: Springer Publishing Company. 1980. 
Pp 230. $20.00. 


Although these two books have the subject of 
schizophrenia in common they are dissimilar in most 
other respects. The many differences in opinion and 
emphasis are best accounted for by cultural and con- 
ceptual influences. 

Coping with Schizophrenia is a tribute to the work of 
the National Schizophrenia Fellowship, which was 
founded in 1972. For, since then, this voluntary 
organization has done much to help improve the care 
of schizophrenics and their families. In large measure 
such improvements have arisen because the Fellowship 
has been able to provide central and local statutory 
agencies with persuasive evidence to show that in- 
adequate social provision has been made for the 
chronically mentally ill, and in particular schizo- 
phrenics. And the elements of their case are contained 
in the ten chapters of this text. The centrepiece is Wing 
and Creer's painstaking description of *the impact of 
schizophrenia on relatives and of how the consequent 
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difficulties are coped with’. Each of the other five 
authors presents his argument with clarity, even when __ 


the subject is a technical one, for example, “Brain 


Chemistry’ by L. L. Iversen and ‘The Law in Relation + 


to Mental Disorder’ by H. R. Rollin. Altogether the 


phrenia for relatives and, 
fessionals, a succinct critique of the current in- 
adequacies in community care. 

Dr Strahl takes another view of schizophrenia. But 
not one with which British psychiatry has sympathy. 
Moreover her account of 'masked' schizophrenia 
(borderline/'as-if' patients, pseudoneurotic/ambula- 
tory schizophrenics) and the ‘dynamic mechanisms’ of 
schizophrenia, is full of idiosyncrasies. For example at 
one stage she tells us that ‘schizophrenia develops in 
the schizoid personality only’. Indeed there is no 
certainty that the condition Dr Strahl writes about can 
be identified with reliability. So that her alleged 
unified treatment method—a form of individual 
‘dynamic psychotherapy—is unlikely to have a specific 
indication. In short the author lacks a critical approach 
to her subject and contrary to her hopes, her book is 
unlikely to be welcomed by general psychiatrists in the 
United Kingdom. 
GREG WILKINSON, Joint Senior Registrar in 
Psychological Medicine, King’s College and Maudsley 
Hospitals, London 


Psychiatric Consultation in the General Hospital. By 
Lewis S. GLICKMAN. New York: Marcel Dekker. 
1980. Pp 150. SFr. 55, 

With the help of no less than 62 case histories this 
book describes the general principles and main clinical 
problems of consultation in the general hospital. 
However it is not just another of the numerous 
almost identical books on consultation-liaison psych- 
iatry. Glickman correctly observes that none of these 
books provide any guide as what to actually do and 
has set out to write “a concise clear and practical 
guide to action", Perhaps inevitably he is not com- 
pletely successful; the book is too personal, too dog- 
matic and above all too selective and disorganized. 
Even though it cannot, therefore, be a primer for the 
inexperienced it is a stimulating and highly practical 
summary of twenty years of clinical experience. There 
is much important advice on the assessment and treat- 
ment of particular clinical problems and Dr Glickman 
is especially good on how the psychiatrist can best 
work with physicians and surgeons. This is a book to 
read and sometimes to disagree with; an important 
attempt to distill clinical experience into a practical 
handbook. | 
RicHARD Mavou, Clinical Reader in Psychiatry, 
University Department of Psychiatry, Oxford 
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Alcoholism Treatment in Transition. Edited by G. 
 —«Epwanps and M, Grant. London: Croom Helm. 
= 1980, Pp 327. £14.95. 


At any one point in time at some venue in the world 


s . = there appears to be. a conference on alcoholism. 
author has succeeded in providing a guide to schizo- |. | pdwa 


in addition, for pro- | 





rds' volume and those below are based on alco- 
n conferences. 

Edwards and Grant give probably the best up-to- 
date review and assessment of alcoholism treatment on 
record. Despite being conference-based it reads well as 
a coherent whole with the level of contributions re- 
maining uniformly high. Perhaps the most important 
chapters to the clinician include the ‘Rand Report and 
the Analysis of Relapse’ (P. J. Armor), ‘Patterns of 
Remission in Alcoholism’, (J. M. Polich), 'Under- 
standing Treatment: Controlled Trials and Other 
Strategies’, (J. Orford), “Treatment Strategies for the 
Early Problem Drinker’, (R. Hodgson), “Anybody 
Got a Match: Treatment Research and the Matching 
Hypothesis’, (F. Glaser) and 'Relapses in Alco- 
holism: Traditional and Current: Approaches’ (G. 
Litman). 

After:reading this book the clinician who has per- 
haps been re-thinking alcoholism treatment to a 
greater degree than is suggested here will have the 
process considerably clarified. The book is essential 
reading for all those who are involved in treating 
those baffling people—alcoholics. 


Phenomenology and Treatment of Alcoholism. Edited 
by W. E. Fann, I. KARACAN, A. D. POKORNY and 
R. L. WiLLiAMS. Lancaster: MTP Press. 1980, Pp 
328. £18.95. 


In the book by Fann et al the material covered is 
wide-ranging but there appears, however, to be no 
obvious single theme other than that of alcoholism, 
This represents a conference where individuals are 
invited to speak on matters of particular interest to 
themselves. 


Animal Models in Alcohol Research. Edited by K. 
Eriksson, J. D. SINCLAR and K. KHANMAA. 
London: Academic Press. Pp 496. £17.00. 


Particularly since the Second World War a variety 
of animal studies have been carried out in an attempt 
to understand alcoholism in humans. Erikson et al 
critically examine some of this work. They compare 
information obtained from animal experiments with 
that known to pertain to humans. Whilst the subject 
matter is complex and often unfamiliar to the 
clinician, the central theme of this book is clear and it 
will provide a valuable reference source. 


B. D. Hore, Consultant Psychiatrist, 
Withington Hospital, Manchester 


Brit. J. Psychiat. (1981), 138, 268-272 
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POSITIVE AND NEGATIVE SCHIZOPHRENIC 
SYMPTOMS AND THE ROLE OF DOPAMINE 
DEAR Sik, 

We somewhat hesitantly enter the discussion 
regarding the nature. of the schizophrenias. The 
relationship between the acute syndromes with 
‘positive symptoms’ and the chronic ‘defect’ states is 
an old subject of debate. Recently the alleged occur- 
rence of a high incidence of neurological abnormalities 
in the defect states, together with a relative failure to 
respond to neuroleptic therapy and a high hereditary 
predisposition, led Kety to suggest that two distinct 
disease entities were likely to be involved in the acute 
syndromes and defect states rather than different 
stages or outcome of a single condition. Dr Tim Crow 
added observations on ventricular size and cognitive 
functioning to the list of differences and coined the 
terms Type 1 and Type 2 to label the two conditions. 

In the discussion papers (Journal, October, 1980, 
137, 379-86), two hypotheses were presented by Dr 
Tim Crow and Dr Angus McKay relating the patho- 
physiology of the syndromes to changes in dop- 
aminergic systems, McKay regards the defect state and 
positive symptoms as both explicable in terms of 
changes in dopaminergic activity, whilst Crow 
regards the syndromes as "independent dimensions 
reflecting different underlying pathological processes". 
Both seem to regard the pathological basis of the 
defect state as irreversible, representing widespread 
but subtle brain damage. 

Much of the evidence cited by Crow supporting the 
argument that different pathological processes under- 
lie Type 1 and Type 2 syndromes of schizophrenia 
does not bear close scrutiny. 

Kornetsky (1976) reporting the unremarkable 
effect of amphetamine on the symptomatology of 
chronic schizophrenics was clearly referring to Type 1 
syndrome and not the Type 2 as implied by Crow. 
Thus Kornetsky stated of his patients 'they all 
exhibited an active thought disorder, delusional 
thinking, and in some cases hallucinations were 
present', and was clearly assessing change in these 
symptoms. His negative results contradict the un- 
published results of Angrist quoted by Crow. 

Crow stated “In some chronic schizophrenic 
patients there is CT scan evidence of increased 
ventricular size (Johnstone et al, 1978a) and in these 
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patients increased ventricular size is correlated with 
intellectual impairment and the presence of negative 
symptoms". Yet in the results section of the paper, we 
are told that apart from correlations between some 
measures of cognitive function and measures of brain 
size "All other comparisons between measures of 
cerebral size and assessment of cognitive function or 
mental state were not significant". 

Crow cites the work of Johnstone et al (1978b) that 
"in patients with acute schizophrenia, positive and 
not negative symptoms respond to neuroleptic 
medication". This controversial finding was inherent 
in the methods of measurement, as change in the 
positive symptoms was much more likely to be 
detected than change in negative symptoms. For 
example, poverty of speech which made up half of the 
negative symptoms had a mean pre-treatment score 
of about 0.8 on a 4 point scale. On this scale (Kra- 
wiecka et al, 1977), a score of 1 for poverty of speech 
is given when the 'patient only speaks when spoken 
to, or tends to give brief replies'. This is contrasted 
with the mean pre-treatment scores of about 3.8 on a 
4 point scale for positive symptoms of delusions and 
about 3.4 for hallucinations. 

Acute syndromes with positive symptoms have a 
variable outcome and may end in complete remission, 
in recurrent acute episodes or in progression to a 
defect state, The defect state may be arrested at any 
stage and acute exacerbations of positive symptoms 
may be superimposed on the clinical picture at any 
stage. Defect states rarely occur without evidence of 
positive symptoms at some stage in the development 
of the illness and the concept of simple schizophrenia 
rarely stands up to careful scrutiny. These clinical 
observations seem to fit the idea of varying mani- , 
festations and outcome of a single process rather 
better than two different pathological processes. Any 
hypothesis must also take into account other clinical 
observations, e.g. the occurrence of Schneiderian first 
rank symptoms in mania and in organic brain disease 
and also in drug induced psychosis. 

The following model is advanced as a possible 
alternative to those proposed by McKay and Crow. 

In the normal individual, dopaminergic activity will 
vary over a certain range which will never exceed the 
limits consistent with organized non-psychotic func- 
tioning. The pathological variations are possible 
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. using the two variables of dopaminergic activity and 

. tolerated limits (Fig 1). 

On this model the single abnormality distinguishing 
the acute schizophrenic syndrome and defect statés 
from other states is a constriction of the tolerated 
range of dopaminergic activity. Thus situations which 
increase dopaminergic activity, e.g. stress, may result 
in psychotic symptoms, acute schizophrenic reaction 
(reactive schizophrenia, Type 1 schizophrenia). 

Further constriction of the range will make attacks 
of acute symptoms more likely. As the range becomes 
markedly restricted, dopaminergic activity will fall 
below the lower limit for normal functioning—this 
may represent the defect state and in the extreme case 
there may be no range of dopaminergic activity 
consistent with normal functioning so that positive 
and negative symptoms may co-exist at all levels of 
dopaminergic activity. 

Of course this model begs the question as to which 
neuronal systems are involved in determining the 
limits of tolerated dopaminergic activity. That. these 
limits exist and show individual variation is demon- 
strated by the fact that widely different doses of 
amphetamine are required to precipitate psychotic 
symptoms in normal individuals. - 

Constriction of the range might follow selective 
brain damage as in temporal lobe lesions or Hunting- 
ton’s chorea or some of the cases described by Crow. 
The possibility, however, exists that there might be 
two types of constriction—one representing an 
inherited constriction—the other an acquired con- 
striction. 

What practical use is this model? It suggests the 
possibility that some way might be found to extend 
the limits of tolerated dopaminergic activity as an 
alternative to blocking the excess dopaminergic 


activity in the case of positive symptoms or increasing |. 
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minergic activity as suggested by McKay in the 
ct states. 
Since we know little of the factors involved in 
tting these limits, this may seem like looking for a 
wedle in a haystack. However, we do have animal 
els which may allow us to study the changes of 
iour under dopaminergic stimulation and these 
be used to identify means by which the range of 
nergic stimulation consistent with the pre- 











“servation of. integrated behaviour patterns, may be 
extended. If the only justification for presenting 


another model i is that it prevents opinions on schizo- 
phrenia from being fixed prematurely, then it may be 
serving a useful purpose. 
aa G. W. ASHCROFT 
G. W. BLACKWOOD 
J. A. O. BESSON 
T. PALOMO 
| H. L. WARING 
University of Aberdeen, 
Department of Mental Health, 
University Medical Buildings, 
Foresterhill, Aberdeen AB9 2ZD 
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DOPAMINE HYPOTHESIS IN ACUTE 
E PSYCHOSIS 

Dear SIR, | 

Angus Mackay (1980) and Tim Crow (1980) 
recently discussed in this journal the role of dopamine 
in schizophrenia, but drew somewhat different 
conclusions. Both |» Mackay and Crow favoured 
dopaminergic overactivity in some region of the 
brain (possibly in the mesolimbic or mesocortical 
areas, but probably not in the neostriatum) as 
important in causing the positive Schneiderian 
symptoms of the acute psychotic phase of some 
schizophrenic illnesses (the Type 1 syndrome of Crow). 
Mackay, in addition, suggested that the defect state of 
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chronic schizophrenia (the Type 2 syndrome of Crow, 
or classical Kraepelinian schizophrenia) may be due to 
cerebral dopaminergic underactivity. Crow, however, 
thinks that the Type 2 syndrome is more likely to be 
due to “cell loss and structural changes in the brain". 
Whatever the cause of chronic Kraepelinian schizo- 
phrenia, both authors supported the concept of a 
‘dopamine hypothesis’ to explain the positive symp- 
toms of acute Schneiderian schizophrenia. I believe 
that such a view of the role of cerebral dopamine in 
psychiatric illness is too restricted. 

The ‘dopamine hypothesis’ of schizophrenia 
obviously was a simplistic notion from its birth. The 
discovery that the neuroleptic drugs used to control 
acute positive Schneiderian symptoms of schizo- 
phrenia all possessed the ability to antagonize cerebral 
dopamine receptor action led to the concept that 
over-activity of cerebral dopamine mechanisms might 
cause schizophrenia. As both Mackay and Crow 
pointed out, these drugs only control the positive 
symptoms such as florid delusions, hallucinations and 
thought disorder of schizophrenia. However, neuro- 
leptic drugs also control similar symptoms occurring 
in many other types of illness. Neuroleptic drugs 
frequently are used to control mania. Casualty 
officers, general physicians, psychiatrists and neuro- 
logists have for many years employed neuroleptic 
drugs to calm patients with acute toxic confusional 
states (delirium) due to drugs, fever, metabolic 
encephalopathy, encephalitis, stroke, brain tumour, 
and so on. Indeed, neurologists sometimes are forced 
to employ neuroleptics to control the acute toxic 
confusional state provoked by levodopa in patients 
with Parkinson's disease. Levodopa also may provoke 
florid delusions and visual hallucinations in the setting 
of clear consciousness and preserved insight in some 
patients with Parkinson's disease, and such symptoms 
also respond to the administration of a neuroleptic 
drug. The other plank of the *dopamine hypothesis' 
was the discovery that amphetamine could provoke a 
syndrome akin to schizophrenia in some individuals, 
but amphetamines also can cause a typical acute toxic 
confusional state. vd 

Such clinical observations suggest that the current 
focus of attention on dopamine in schizophrenia is 
too narrow a view. I suggest that the ‘dopamine 
hypothesis’ for schizophrenia should originally have 
. been constructed in a wider context as a ‘dopamine 
hypothesis’ to explain the positive symptoms of acute 
- psychotic illness, whatever its cause. 

C. D. MARSDEN 
Department of Neurology, 
Institute of Psychiatryand 
King's College Hospital Medical School, 
London SES 
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ANOREXIA NERVOSA IN A 
DEVELOPING COUNTRY 
DEAR Sir, 

Anorexia nervosa is rare in Africans and in those of 
African extraction. The first case in a black child was 
described by Warren and Vande Wiele (1973). A 
further case is now reported. 

The patient was a 22-year-old Nigerian girl admitted 
to the University Teaching Hospital of Lagos. Her 
father, to whom she was very close, had separated 
from her mother. She blamed the latter for the 
separation. She had an elder sister. During adolescence 
she was teased by her peers on account of her preco- 
cious physical development. She had married after 
becoming pregnant while still at school but had 
separated before the birth of her child. At the time of 
admission she was living with her mother. 

The history began during her pregnancy, six years 
prior to admission. She attempted te lose weight by 
reducing her food intake and using purgatives. For 
the last five months she had refused all food and had 
induced vomiting after being forced to eat. Her 
menstruation returned after parturition but then 
ceased five months before admission. Her normal 
weight was 56 kilos but on admission was only 
30 kilos. 

On examination she was mute and emaciated. 
Lanugo hair was prominent on her back. 

The initial management included intravenous fluid 
replacement and tube-feeding. This was subsequently 
changed to a 4,800 calorie diet. She reacted to weight 
gain by self-induced vomiting. Chlorpromazine and 
cyproheptidine were prescribed to stimulate her 
appetite. She developed a severe depressive condition 
which responded to six applications of electroplexy. 
After an admission of five months she was discharged 
but was readmitted one month later with further food 
refusal. During this second admission of one month 
hypnotherapy was employed. Her final weight was 
56 kilos and her menstruation returned. 

ABUA NWAEFUNA 
A. M. Dogliotti College of Medicine, 
University of Liberia, 
P.O. Box 589, 
Monrovia, Liberia 
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metabolic features of anorexia nervosa. American . 
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HYSTERIA AND URBANIZATION 
DEAR SiR, 


two decades. Whether this is a real decline is a matter 
of debate, and the finding may, in fact, represent a 
change in diagnostic fashions or criteria. Further, the 
speculation by Fukuda et al that the risk for hysteria 
may be related to the changes in life-style attendant 
upon urbanization, is refuted by epidemiological 
reports from India (Dube, 1968, 1970) where hysteria 
has been found to show the highest prevalence in rural 
areas. Dube (1970) also found that ". . . The usual 
setting for hysteria is a joint family . . ." which 
contradicts Fukuda et als conjecture that the loss of 
traditional sociocultural ties may predispose to 
hysteria. On the contrary the disorder seems to be 
more common in families which adhere to orthodox 
modes of functioning, even while existing in a changing 
world. 

ATUL C. PANDE 
University Hospital of the West Indies, 
Department of Psychiatry, 
Mona, Kingston 7, Jamaica 
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GLUCOSE-6-PHOSPHATE DEHYDROGENASE 
AND MANIC-DEPRESSIVE PSYCHOSIS . 
Dear Sim, 

Professor Mendlewicz and ‘colleagues | (Journal, 
October, 1980, 137, 337-42) find a close genetic 
linkage between manic-depressive psychosis and 
glucose-6-phosphate dehydrogenase (G6PD) defi- 
ciency. They conclude that their results strengthen 

. "the hypothesis of X-linkage in a subgroup of 
manic-depressive psychosis" and they add that their 
findings . . . "cannot be generalized to all cases of 
manic-depressive psychosis because instances of 
father-to-son transmission . . . have been observed" 


^* Such instances, they state, are "clearly inconsistent 


with X-linkage". This latter view would be justified 
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X-linked gene were the the sole predisposing 
rand if the mother of a male proband were not a 
of the predisposing gene. 

om an analysis of the age pattern of onset of 
C-depressive psychosis in New York State 


(Malzberg, 1955), and from the familial studies of 
Muell  Kallmann (1953, 

position to the disorder. was polygenic, entailing an 
lt is interesting that Fukuda et al (Jour nal, autosomal! (dominant effect) gene (AM) together with 
September 1980, 137, 300—301) have reported a decline: sí 


in the incidence of hysteria i in Japan over a period of 


14959), I concluded that predis- 


an X-linked (dominant effect) gene (XM) (Burch, 
1964). The frequency in New York State of AM was 
estimated to be about 1 per cent and of XM to be 
around 30 per cent; we can be virtually certain that 
predisposition is not determined by an | X-linked gene 
alone. 

Given that the frequency of XM is opi dd 
0.3, about 50 per cent of women will carry XM; nearly 
10 per cent will be homozygous and about 40 per cent 
of women will be heterozygous. Thus, if a father 
(heterozygous for AM) has manic-depressive psychosis 
the chance of transmitting AM to his son will be 0.5 
and the chance of XM being transmitted from the 
mother to the son will, for random mating, be about 
0.3. Therefore, apparent 'father-to-son transmission' 
of predisposition can be expected to occur in about 
15 per cent of instances. On these grounds, therefore, 
Mendlewicz et al (1980) have no need to postulate 
genetic heterogeneity. Nevertheless, we cannot eli- 
minate the possibility that additional genes, within the 
AM/XM genotype, might help to determine distinctive 
types of manic-depressive psychosis. 

Ur | P. R. J. BURCH 
Department of Medical Physics, 
University of Leeds, 
The General Infirmary, 
Leeds LSI 3E X 
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PHENOTHIAZINE WITHDRAWAL IN 
SCHIZOPHRENICS IN A HOSTEL 
DEAR Sir, 
Oral phenothiazine medication continues to be used 
widely for the maintenance of chronic psychiatric 
patients. At the same time increasing attention is being 
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paid to hostel or ‘half-way house’ care as an alter- 
native to hospitalization. While a number of studies 
have looked at the effects of drug withdrawal from 
hospitalized patients (Andrews et al, 1976), no British 
studies of drug withdrawal have been carried out in a 
hostel setting. us . be i 

We report the results of a controlled trial of pheno- 
thiazine withdrawal with a group of chronic schizo- 
phrenic residents in a residential home. The home is a 
large country house with relatively low staff levels. 
The 24 residents who were confirmed as chronic 
schizophrenic and who were stabilized on oral 
chlorpromazine over a six-month period entered the 
trial. The residents were divided into three matched 
groups (mean age 54.7 years, mean length of hospit- 
alization 26.7 years) and after a baseline assessment 
period each group entered the trial at successive one- 
monthly intervals. Residents were randomly allocated 
to active or placebo medication on entering the trial, 
and after 6 months medication was crossed over. The 
allocation of residents to medication was carried out 
by the hospital pharmacy, and residents received 
medication solely from their individually marked 
bottles. 

Determination of relapse was initiated by the trained 
hostel staff: the research doctor was called in every 
case, and gave 50 mg chlorpromazine IM following 
discussion with ward staff. If no change occurred the 
next day, the patient was considered relapsed. The 
majority of relapses involved the recurrence of 
symptomatic behaviour. Two residents were with- 
drawn from the trial because of physical illness. Of the 
remaining 22 residents, eleven (50 per cent) relapsed, 
10 of whom were on placebo at the time of relapse, 
although one of these had changed from active to 
placebo medication only 2 days before zelapse. Urine 
tests for the presence of phenothiazine were carried 
out immediately before the cross-over and immedi- 
ately before the end of the trial, and in every case the 
test was consistent with the result expected from the 
patient's trial drug state. Relapse occurred between 
2 days and 4 months (mean 8 weeks) after placebo 
medication was started for the residents who relapsed 
on placebo, and 10 weeks after cross-over for the 
single active-drug relapser. There was no difference 
between the relapsing and non-relapsing residents in 
terms of level of medication, age, or length of stay. 

An unusual aspect of the results was the occurrence 


of 6 of the relapses (all on placebo) within a period 
of 5 weeks during the total 16 months of the trial. 
Immediately before this series of relapses one of the 
residents died by drowning in a nearby river, an open 
verdict being returned at the inquest, and at the same 
time another trial resident threatened a nurse on night 
duty. This high proportion of relapses within such a 
short period is highly unlikely by chance (x? — p BEL 
P <.01), and the rate of relapse before this 5-week 
period was exactly the same as that in the period 
following. | | 

The temporal relationship of these relapses to the 
two presumably stressful ‘life-events’ for both resi- 
dents and staff may not be causal. During this period 
there was pressure from staff for the trial to end: the 
staff may have altered their threshold of acceptability 
of disturbed behaviour, or may have responded to 
the presence of minor side-effects. It is of interest that 
with one exception, only residents on placebo were 
identified as relapsers, and accordingly the active drug 
may have protected residents during a period of 
significant social trauma. The exact criteria used by 
ward staff to determine relapse are unclear, but 
Lehmann (1975) has pointed out that nurses often 
assume they know the type and dosage of medication 
to maintain patients at an acceptable level, and 
Hamilton et al (1979) have commented in their 
carefully designed study on the anxieties which drug 
withdrawal may create in nursing staff. It would be of 
value to examine in some detail'exactly how direct-care 
staff judge the appropriate level of medication for 
chronic patients, and how they determine when 
medication needs changing. 

S. MATHUR 
J. N. HALL 

Whitchurch Hospital, 
Cardiff CF4 7 XB 
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2 overall strategy and measures used in a 
ues employed in the initial diagnostic 
ferred to a child psychiatric clinic. The 


measures of interview style included interviewer activity and talkativeness, 
directiveness, types of questions and statements, interventions designed to elicit 
or to respond to feelings, and non-verbal qualiti s. The informant's response and 


the interview 'outcome' were assessed through measures of the quantity and 


quality of factual information obtained, and of the extent of expression of 
emotional feelings by the informant. Good inter-rater reliability was achieved 


with most measures. Some difficulties were experienced in achieving comparable 
thresholds for the recognition of expressed emotions. | | 


The clinical interview constitutes the main tool for 
both assessment and treatment in psychiatry. As a 
cofisequence it might be thought that there would have 
been a great deal of research to determine the most 
effective ways of interviewing patients and their 
families for different purposes. In fact, although many 
practitioners have advocated a variety of approaches 
and methods on the basis of their personal experience 
and preferences (for example, Kanner, 1957; Mayer- 
Gross et al, 1969; Gill et al, 1954; Menninger, 1962; 
Sullivan, 1954; Bessell, 1971; Feusterheim, 1972), 


there has been surprisingly little systematic study of 


psychiatric interviewing techniques for clinical assess- 
ment purposes (Cox and Rutter,” 1977). However, 
some relevant data are provided by six different types 
of research. E | 

First, there have been many studies of research 
interviewing in non-clinical contexts such as survey 
work (see reviews by Richardson er al, 1 965; Cannell 
and Kahn, 1968; Cox and Rutter, 1977). These 


investigations have provided many useful findings on- 


the effects of different interviewer techniques, but 
there are major difficulties in generalizing the results 
to clinical situations. Interviewing volunteers about 
what they have just seen in a film or trying to. get 


psychology students to talk about their sexual 


behaviour is just not the same as interviewing families 
who have come to a clinic to seek help about their 
emotional problems. TS 

Second, there have 


been a variety of studies - 
examining personal interaction in social settings 
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(Argyle, 1972), the expression of emotions and 
feelings (Ekman ef al, 1972), the development and 
teaching of social skills (Trower et al, 1978), verbal 
conditioning (Gelder, 1968; Williams, 1964), dyadic 
communication (Siegman and Pope, 1972; Beattie, 
1978; Rutter ef al, 1978), and imitation (Flanders, 
1968). All of these different topics have an obvious 
relevance for the study of clinical interviewing skills 
but, again, direct clinical extension of the findings is 
unwarranted. | 

Third, there have been a variety of studies of 
psychotherapeutic. interviewing and counselling. The 
work of Truax and his colleagues (Truax and Cark- 
huff, 1967) has been most informative in indicating 
the importance of therapist qualities such as warmth, 
empathy, genuineness and understanding (see Mitchell 
et al, 1977 for a recent review of research in this area). 
In this connection it is pertinent to note that these 
qualities. are not unalterable facets of personality, 
since they may be influenced by training. Other 
investigators have considered features such as verbal 
activity and directiveness (Heilbron, 1971; Lennard 
and Bernstein, 1960; Shapiro and Budman, 1973). 
In most cases the effects have been examined in terms 
of therapeutic response or attendance for treatment 
and little is known about their merits and demerits in 
terms of eliciting the information and feelings needed 
for diagnostic appraisal. a | 


Fourth, our own earlier studies on psychiatric and 


family interviewing for research purposes emphasized 


. that the initial interview serves several quite different 
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purposes: (a) it is a means of asking questions to 
obtain factual information on historical events, 
happenings and activities; (b) it serves as a stimulus to 
elicit emotions, feelings and attitudes; and (c) it 
begins to establish a relationship which will con- 
stitute the basis for further therapeutic contact. A 
variety of interview techniques and strategies were 
developed for these purposes and it was shown that 
they could be combined readily. It was found possible 
to train both psychiatrists and non-medical workers to 
interview in ways which produced comparable 
measures of good reliability and validity on features 
as disparate. as psychiatric symptomatology (Graham 
and Rutter, 1968; Rutter and Graham, 1968; Rutter 
et al, 1975), family relationships (Quinton et al, 1976), 
and feelings and attitudes (Brown and Rutter, 1966; 
Rutter and Brown, 1966). Moreover, the methods 
have proved to be utilizable by other workers (Vaughn 
and Leff, 1976). We were able to show that the 
interview is a most versatile and useful tool which 
can be used for purposes as different as assessing 
psychiatric state or measuring emotions and attitudes 
as subtle as warmth and hostility. However, none of 
the studies were designed to determine which interview 
techniques were most effective for which purpose. 

The fifth body of research concerns the various 
studies of structured psychiatric interviews with adult 
patients. Spitzer et al (1964; 1970) have advocated a 
series of standard questions followed by non-specific 
probes but no cross-examination. Wing et al (1967; 
1977) on the other hand, have utilized a standard 
interview in which there is both systematic coverage of 
all relevant areas and also flexible probing and 
systematic cross-questioning to get an accurate 
picture of actual behaviour. The approach has been 
shown to be reliable and valid and has been success- 
fully employed by investigators in many different parts 
of the world (WHO, 1973). Saghir (1971) has shown 
that this highly structured approach produces a more 
comprehensive coverage of psychiatric symptomato- 
logy than the traditional free style interview. However, 
with this exception there has been little systematic 
comparison with other styles of interviewing and no 
study of its power as a means of eliciting emotions. 

Finally, there are the studies by Maguire and 
Rutter (1976), Rutter and Maguire (1976) of psych- 
iatric interviewing by medical students. They showed 
that most students exhibited quite gross deficiencies 
in their. interviewing techniques and that the most 
experienced students were just as bad as the novices 
(ie. the standard medical training had not helped). 
They then went on to develop their own training 
methods which they found led to considerable 
improvements. Their work, together with the most 
recent research on the same topic (Brown and O'Shea, 


1980), is valuable in showing the importance of 
teaching medical students basic interviewing skills, 
but the investigations were not designed to assess the 
merits and demerits of different interview techniques 
and strategies, which was the main purpose of the 
set of studies reported in this series of papers. The 
present project was planned to develop ways of 
measuring clinical interview styles and interviewer 
behaviour; to determine the effects of different 
interview approaches; and to establish how the 
various techniques could best be combined to achieve 
the several aims of the initial clinical diagnostic 
interview with the parents of children referred to a 
psychiatric clinic. 

This paper describes the research strategy and the 


development and testing of measures. Two papers 
report the findings of a ‘naturalistic’ study of inter- 


viewing by psychiatric registrars as part of routine 
clinical work (Cox et al, 1981, II; Hopkinson et al, 
1981); and the last three papers in the series describe 
an experimental study designed to compare the effects 
of four contrasting interview styles (Rutter et al, 1981; 


Cox et al, 1981, V and VI). 


Overall Strategy 


The aim was to investigate the skills and methods 
needed in a clinician’s first interview with the parents 
of a child newly referred to a psychiatric clinic. Such 
an interview has to fulfil many different objectives, 
e.g. (a) an account of the child's emotions. and 
behaviour in order to determine whether there is a 
psychiatric disorder (and if there is, its nature); 
(b) an evaluation of the qualities and characteristics 
of family life and relationships; (c) an appraisal of the 
parents’ mental and physical health; and (d) an 
assessment of parental feelings and attitudes with 
respect to both the child and the referral (Rutter, 
1975; Cox and Rutter, 1977). 

Children referred to the Maudsley. Hospital pro- 
vided the sample for study. The children's department 
is a general child psychiatric clinic which sees children 
who are predominantly of school age but including a 
proportion of under-fives and those over 16. The 
children and their families are referred by general 
practitioners, educational psychologists and schools, 
with some referrals from medical specialists. The 
problems presented are mainly disorders of conduct 
and emotions, which are in some instances associated 
with. physical disorder, mental subnormality and 
educational. difficulties. However, the full range of 
child psychiatric problems is seen. This clinic. was 
selected because its policy ensured a fairly high 
degree of uniformity in the objectives of the initial 
interview and in the procedures to be followed. The 
usual practice, at the time of the study, was for one or 


M. RU 


both parents to be interviewed by a psychiatri 
registrar who was expected to follow the guideli 
provided by a memorandum on history-taking. TI 
child, of course, was interviewed as well but that pa 
of the initial clinical evaluation was not included 
the study. A typewritten summary of interv 
findings was prepared for each family seen and t 
was a standard protocol of areas to be covered by 


interview and by the summary. As a result there was ei. 


an unusually high degree of consistency in interview 


coverage of topics, so allowing an analysis of the . 


effects of differences in the details of interview style 
and techniques. All registrars had a minimum of 
eighteen months psychiatric training. and clinical 
experience in the Bethlem--Maudsley Hospital training 
scheme. 

A three phase research strategy was adopted. In the 
first phase, appropriate measures were developed and 
their inter-rater reliability was assessed. The literature 
was searched for methods and techniques which might 
be suitable for the study purposes. Discussions were 
held with experienced interviewers on the features of 
interview style thought to be crucial and many clinical 
interviews were observed. On this basis a systematic 
range of measures of interviewer behaviours and 
informant responses were developed and tested. 
Inter-rater reliability was then assessed through the 
analysis of 12 initial diagnostic interviews. 

The second phase consisted of a. naturalistic study 
of 36 interviews undertaken by 7 different psychiatric 
registrars. The registrars were asked to interview in 
their usual fashion and there was no attempt to get 
them to follow any particular strategies, styles or 
techniques. This part of the study was used to deter- 
mine the range of approaches ordinarily followed in 
routine clinical practice; to examine the extent to 
which individual psychiatrists were consistent over 
different interviews in using similar styles with each 
informant: and to look for associations between these 
styles and the informant's response as reflected in the 
factual information given and the feelings and 
attitudes shown. 

The third phase involved an experimental study in 
which interview styles were systematically varied. 
The findings from the naturalistic study were used to 
determine which interview techniques and strategies 
seemed most effective in eliciting emotions and 
factual material. These interview methods were then 
utilized to derive four sharply contrasting styles which 
reflected techniques of supposedly differing effective- 
ness according to the naturalistic study findings and 
yet which were close to styles recommended by 
influential teachers and practitioners in the psychiatric 
field. The four experimental styles were employed by 
two experienced interviewers who were trained in their 













) A. COX 275 


se to a point when systematic measures showed the 


styles to be demonstrably different in the required 


Mothers attending the Maudsley Hospital with 


newly referred children were each interviewed twice 


th a two-week gap between interviews), once by 
Merviewer using a different style. A balanced 
n ensured that each interviewer did an equal 
r of first and second interviews and an equal 
r.of each of the four styles. The styles were 





“paired in such a way (Rutter et al, 1981) as to allow 
controlled comparison of the effects of each of the 


four styles. 

The interviews in all three stages were undertaken 
in the same video recording studio within the Mauds- 
ley Hospital Children's out-patient Department. The 
room was informally arranged with comfortable 
chairs in comparable fashion to other interview rooms 
in the department. The arrangements were always 
discussed in detail with families before the interview 
and written permission was obtained for video and 
audio tape recording. However, the recording equip- 
ment was very unobtrusive and most informants 
rapidly relaxed and soon behaved as if they had 
forgotten about the recording. Two linked cameras 
were used; one was near the ceiling on top of a high 
cupboard and the other was behind a one way screen. 
Both were operated from an adjacent room so that the 
camera operator was out of sight. A split screen image 
was used throughout with the interviewer filmed from 
one camera and the informant(s) from the other. The 
entire session was recorded using both video and audio 
tape. The audio tape was transcribed by a secretary 
trained to type all vocal and verbal material including 
'guggles' and attempted interruptions. Counts and 
ratings were made from either the typescript or by 
reviewing the video tape or by a combination of the 
two (see below for details). All tapes were kept under 
lock and key and were treated with the same con- 
fidentiality as patients' case notes and records. 


Development and testing of measures 

Following extensive pre-testing and piloting of a 
wider range of scales, a comprehensive battery of 
measures was established with operational definitions 
for each measure. Inter-rater reliability was examined 
by two workers trained in the techniques used (A. Cox 
and K. Hopkinson) independently rating 12 video 
and audio-tape recorded interviews with the parents 
of newly referred child patients. Cases were taken 
sequentially as they were booked into the clinic; only 
one parent refused to be video taped. Because it was 
necessary not to interfere with the usual clinic proce- 


. dures, the interviews were sometimes with one parent 


and sometimes with both parents together. However, 
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cases in which the whole family including children 
were seen together were excluded, as were parents 
who were immigrant or who did not speak colloquial 
English at home. 

Pilot studies showed that in most cases the interview 
styles remained consistent throughout the interview. 
Because of this, because interviews varied in length 
from 35 to 90 minutes, and because it took an 
extremely long time to provide scores and ratings on 
all measures for the entire interview, it was decided to 
use only the first 30 minutes of each interview for 
most measures when assessing reliability.* Six 
different psychiatric registrars were involved in the 12 
interviews so that it was possible to assess reliability 
over a reasonably wide range of styles. 

Overall levels of reliability were assessed by the use 
of product-moment correlations or percentage agree- 
ment measures. In addition, inter-rater differences on 
mean scores were examined using the paired ‘t’ test, 
in order to test for possible variations in raters’ 
threshold or sensitivity on measures requiring some 
judgement. 


Measures of interview style 


Interview styles and interviewer techniques were 
assessed through five main groups of measures: 
talkativeness, directiveness, types of questions and 
statements, interventions designed to elicit or respond 
to feelings, and interviewers' non-verbal behaviour. 


(a) Interviewer activity and talkativeness 


First, there was a series of measures of the degree 
of interviewer activity and talkativeness; the same 
measures were also applied to informants. These 
included (i) the number of words spoken per unit time; 
(ii) the number of separate floor-holdings (i.e. pieces 
of talk preceded and succeeded by someone else's 
talk); and (iii) the mean number of words per floor- 
holding. These measures were direct mechanical 
computations from the typescript and hence there was 
no need to test inter-rater reliability. 


(b) Directiveness 


The extent to which an interviewer actively 
attempted to direct the content of the interview was 
assessed by measures (from the typescript) of (1) 
number of questions raising a new topic or area of 
enquiry (ie. the topic was introduced by the inter- 
viewer rather than the informant); (ii) number of 


* The first 30 minutes was also used for most measures in 
the naturalistic study. However, except when compari- 
sons are made with the naturalistic study, the whole 
interview was used in the experimental study. 


probes per subject area and (iii) direct requests for 
detailed descriptions of.a behaviour, event or activity. 
In addition, a count was made of the number of 
interruptions (ie. interventions which broke intc 
uncompleted floor-holdings of another speaker). All 
four measures were found to be highly reliable (see 
Table I). However, there was some initial difficulty 
as a result of the difference in rater threshold on the 
measure of interviewer probes per subject area. 
Checks during the naturalistic and experimental 
studies showed that this problem had been corrected. 


(c) Types of questions and statements 


Thirdly, counts were made from the typescript of 
the different types of questions and statements used 
by the interviewer. Thus, counts were made of different 
styles of questioning thought to influence informant 
talkativeness, such as (1) open questions (1.e. the form 
of the question expects an extended reply e.g. *what 
does he do when he seems upset ?'(; (ii) closed ques- 
tions (i.e. the question either expects a yes-no reply or 
a single item answer e.g. ‘does he wet the bed?" or 
‘how often does he miss school?); and checks 
(interrogatory repetitions or near-repetitions of what 
the informant has just said). 

In addition, counts were made of certain types of 
questions thought to carry disadvantages such as 
(i) double questions (ie. two different questions 
included in the same enquiry e.g. 'does he steal or 
truant?’ so that an answer of ‘yes’ would not indicate 
which he did) and (ii) multiple choice questions (which 
offered a number of alternatives which might not 
cover the full range of possibilities e.g. ‘does he have 
tantrums once a week or twice a week ?'). 


TABLE I 
Reliability of measures of interviewer activity 


Reliability 

Measures r t 
Interviewer interruptions .94 2.54* 
Informant interruptions .78 1.00 
Questions introducing new = l 

topic |. ,88 0.00 
Probes per subject area | .95 4.18** 
Requests for detailed 

descriptions 88. 0.43 
n= 12. 

*P < .05. 

** P< O01. 







is - "The reliability of all measures (as shown in T. able 
was acceptable. 


(d) Interventions designed to elicit or to respond. to 


feelings 
Fourthly, assessments were made of a number 


interviewer interventions usually considered to. be 


techniques designed to elicit or respond to feelings. 
These included three measures obtainable from the 
typescript above: (i) direct requests for the informant's 
own feelings (e.g. ‘how did you feel?’); (ii) direct 
requests for self disclosures (Le. requests for emotion- 
ally laden personal information—see below for 
definition) and (iii) interpretations which included 
both reflections of feelings (e.g. 'that made you feel 
angry’) and confrontations or linkings of emotions. 
If the intervention drew attention to contrasts between 
verbal and non-verbal behaviour, or apparently 
inconsistent opinions or factual material this was 
called a confrontation. Linkings also could involve a 
comparison (for example of two different situations in 
which similar feelings were expressed—e.g. “you also 
felt like that when your husband got promoted") or 
the bringing to attention of simultaneous contrasting 
emotions or ambivalent feelings, or indicating that 
some behaviour seems to serve as a defence against 
feeling (e.g. ‘you went back to work so that you 
wouldn't keep thinking of his illness’). 

Two other measures were used which relied on 
ratings of emotion or feelings which may be evident 
in non-verbal and paralinguistic features and hence 
required the rater to view the videotape recording in 
conjunction with the typescript. These were: (i) expres- 
` sions of sympathy (which relied on tone of voice and 
facial expression); and (ii) verbal responses to the 
informant's expressed feelings. The latter measure 
relied on sequential study of informant-interviewer 


TABLE IL 
Reliability of types of questions 
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Reliability 

Type of question r t 

Double questions .88 0.72 
Multiple choice questions AI 0.40 
Open questions .98 0.32 
Closed questions .62 1.73 
Checks .78 0.55 
9^ Open questions . 89 0.71 
° Closed questions .53 1.76 
Ratio Open: closed questions .60 2.17 
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alogues which constitute a crucial aspect of emo- 
alexpression. - 

he inter-rater correlations for these measures (see 
able II) were all above 0.7 but there were significant 
ferences in the rater's threshold for picking up 
erbally expressed emotions from a viewing of 
ideotape. This difficulty could not be entirely 
by further discussion and training; con- 
| for the main studies both raters made video 
ráting and where differences were found a consensus 
agreement was. reached. using strict applications of the 
operational criteria. 


(e) Interviewers’ non-verbal behaviour 

The. fourth method of assessing interview style 
consisted of a set of measures of the interviewers’ 
non-verbal behaviour, all derived from a viewing of 
the videotape recording. There were a variety of 
time-sampled counts during the central 5 minutes of 
each of the first two fifteen-minute periods of the 
interview of specific behaviours measured con- 
tingently according. to who was talking. These 


Taare HI 
Reliability of measures concerning interventions for feelings 











Reliability 

Measures | r t 
Requests for feelings < .89 2.14 
Interpretations 20.78 1.24 
Expressions of sympathy | 92 2.55* 
Cues responded to .84 1.68 
Responses to expressed 

feeling .85 2.21* 





n = 12. *P < .05. 

















TABLE IV 
Reliability of measures of interviewer non-verbal behaviour 
Reliability 

Measures n r t 
Hand gestures while talking .94 0.86 
Listening responses | .96 2.71* 
Head nods while listening .88 2.59* 
Smiles while listening —— 81 1.37 
Reciprocal smiles by p i 

interviewer «19 1.59 
Reciprocal smiles. by - 

informant . E .90 1.53 
Missed looks by interviewer .95 0.70 
Warmth .49 0.20 
Sympathy | | : .67 2.32* 





, ne 12. 


n — 12. *P <.05. 





278 PSYCHIATRIC INTERVIEWING TECHNIQUES 


included: (i) hand gestures while talking; (ii) listening 
responses; (ili) head nods while listening and (iv) 
smiles while listening. Reciprocal smiles were recorded 
according to whether the interviewer was responding 
to an informant smile or vice-versa and a count was 
made of the number of times the interviewer failed to 
pick up or respond to a look from the informant. 
Inter-rater reliability was high in all cases (Table I) 
but some measures provided threshold problems and 
as subsequent analysis showed that the counts did not 
have much association with any informant responses, 
little use was made of most of these measures in the 
main studies. 

Finally, overall ratings on a 5-point scale were made 
of the amount of warmth and of sympathy shown by 
the interviewer to the informant during the first two 
fifteen-minute periods of the interview. These last 
two ratings had. rather poor reliability initially (.49 
and .67 respectively) but this was improved prior to 
the naturalistic study. However, threshold differences 
on sympathy remained and as a result this was rated 
by both workers throughout and a consensus rating 
was used for all comparisons, 


Measures of informant response and of 
interview outcome 
Factual information 

Doctors working in the Maudsley Hospital Chil- 
dren's Department are given a schedule of topics 
about which they should obtain information. This 
schedule was used as the basis for the definition of the 
scope of child symptoms, family data and develop- 
mental data which might be assessed in the study. 
Several approaches were used to evaluate the range 
and depth of factual information obtained at any 
stage throughout the entire interview. First, for each 
pre-determined topic (based on the Departmental 
Schedule) a rating was made as to whether any 
information was provided by the informant (according 
to a scale of 0: no data; 1: dubious or uncertain data; 
2: data that behaviour probably normal or absent: 
and 3: data that behaviour probably abnormal or 
present). There was perfect agreement between raters 
on this scale for 71 per cent of the child symptoms, 
79 per cent of the family items and 74 per cent of the 
developmental items (see Table V). 

Secondly, there were two separate measures of the 
quality of factual information obtained. For each of 
eight major commonly occurring child symptoms, the 
information obtained on 12 different characteristics 


.. was rated on a 3-point scale (0: no data; 1: some data; 


2: good data) according to the quality of the data. The 
characteristics were: onset/duration, frequency, pre- 
cipitating and ameliorating factors relating to course, 
precipitating and ameliorating factors relating to new 


TABLE V — 
Reliability of measures of factual information 








erint priini Ld omma 











Ye Agreement 
(perfect agreement on 
Measures 4 point scale) 
Range of child symptoms 7175 
Range of family data 07955 
Range of developmental data — 7455 
Quality of factual information 
(symptoms) 71 54 
Quality of factual information 
(family data) | 7694 
r t 
Detailed descriptions ,80 1.23 
n = 12. 


incidents, social impact, parents’ handling of the 
child’s symptomatic behaviour, parents’ feelings about 
the child’s symptomatic behaviour, a detailed des- 
cription of the symptomatic behaviour, two examples 
of the symptomatic behaviour, course, whether the 
symptom could be discriminated from other emo- 
tional behaviour symptoms, e.g. depression versus 
anxiety, and whether the symptom could be dis- 
criminated fram other symptoms of similar form. Thus 
each symptom was given a score on a 24-point scale. 
There was only moderate agreement on disturbed 
peer relationships (r = .45) but otherwise correlations 
generally exceeded .75. Data on the parents’ marital 
relationship and on the mother’s mental health were 
similarly rated. For some purposes in the naturalistic 
and experimental studies it was desirable to have a 
cruder summary rating, the scale was subdivided into 
three (0: score of 0-8; 1: score of 9-16; and 2: 
score of 17 --) to give an indication of poor, fair and 
good information coverage. Percentage agreement 
between raters on this scale was generally high (e.g. 
75 per cent for mother's mental health and 85 per cent 
for marriage) apart from peer relationships, and the 
overall inter-rater agreement for both symptoms 
(71 per cent) and family data (76 per cent) was alo 
acceptably high. 

A further measure of the quality of factual in- 
formation was provided by a score on the number of 
detailed descriptions of behaviour provided where 
inter-rater agreement was also high (r == .80). 

The measures considered so far all refer to pre- 
determined topics on which the interviewers were 
expected to gather information. However, it was 
necessary also to consider clinically significant items 
which are idiosyncratic to the family and thus not 
likely to be obtained by standardized questioning. 


M. RUTTI 


For the experimental study a special scale was- 
constructed to pick up such items. Each typescript . 
. was perused for such items and a score of ‘P was — — 
" given for each item outside the list of prescribed € . = 

topics on which there was any clear information. ^ <2. 

- ‘The scale covered such things as acute stresses (e.g. ^ ^* 
bereavement), significant individuals (e.g. that one . 
. parent had a lover), significant events in the past (e.g. 
that one parent had been reared in an institution) or. 


^ significant links (e.g. that when she was the same age 
the mother had suffered problems similar to those of 
the child). 

Inter-rater reliability for this measure (which was 
added after the reliability study) was not determined 
as consensus ratings were used throughout. 


Emotions 


Emotional material was assessed in terms of the 
quantity and range of emotional expression elicited 
by the interview (rather than in terms of a detailed 
. evaluation of family dynamics). Feelings were rated 


_ from the first 30 minutes* of the videotape and were 


- scored only if the informant actively expressed feelings 
as shown by the tone of voice used and non-verbal 
cues such as facial expression and gesture. The 
words used were taken into account in making a 
judgement but the content of what was said was not 
considered sufficient to rate feelings in the absence 
of non-verbal cues. Feelings were scored separately 
according to whether the tone was predominantly 
positive or negative. As many analyses were to be 
sequential in type, reliabilities were separately 
calculated in terms of the number of particular 
interviewer interventions followed by the informant’s 
expression of feelings. 

Inter-rater reliability was generally good but there 
were significant differences in threshold on several of 
the measures (Table VI). Because of this, consensus 
ratings were used in the main study. 

Finally, one factual measure, the number of self- 
disclosures, dealt with emotionally laden personal 
information. These related to the mental health of 
immediate family members, sexual behaviour either 
of the parents or involving the child, violence towards 
the child, criminal behaviour or police contact with 
any member of the immediate family, tension or 
discord between parents or between parents and 
grandparents, or parental self-criticism or guilt. Once 
a parent had disclosed something in one of these areas 
there had to be a substantial increase in what was 
disclosed to count as further self-disclosure in that 
area (e.g. after maternal depression had been dis- 


* The whole interview was used but prorated to a 60 minute 
base in the experimental study. 
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T Tasie VI 
 - Reliability of measures of emotions 








Reliability 
pressed feeling per 30 mins 89 3.57**. 
© Negative feelings ,, ,, , .93 2.71* 
. "Open questions followed by | 
. feelings - 84 2,71* 
Interpretations followed by 
feelings 76 0.76 
Self-disclosures a .78 2.42* 
n = 12. 
* P <05. 
»* P « Ol. 


closed an account of lying awake worrying would not 
score but a suicidal attempt or hospital admission 
would count). Inter-rater reliability was high (r — 
0.78) but there was again a problem with threshold 
differences, so that consensus ratings were used. 


Informants’ perception of the interview 

The last measure was a questionnaire completed by 
informants immediately after the interview. Parents 
were asked to indicate on a multiple choice five-point 
scale such perceptions as. whether they felt that the 
interviewer was interested in. them; whether. the 
interviewer understood their problem; whether they 
felt relaxed or tense; whether their worries. about the 
problem had been reduced or increased by the 
interview; and whether they found the interview 
helpful. | 


Discussion and Conclusions 

Many of the earlier studies of clinical interviewing 
skills have relied on: general ratings regarding such 
qualities as interviewer 'rapport' or 'organization' 
when. comparing ¿different interviews (Brown and 
O'Shea, 1980). Reasonable inter-rater agreement is 
possible on these overall ratings because experienced 
clinicians sharing a similar approach to interviewing 
show some consistency in their appraisal of what are 
‘good’ and 'bad' interviews. However, such an 
approach, although valuable in assessing novices' 
responses to training on interviewing has two major 
drawbacks. First, because the ratings tend to be 
based on a combination of what the interviewer does 
and how the informant responds, it is difficult to 
relate interview styles to informant responses in a non- 
tautological fashion. Second, because the ratings of the 
interview are based on quality rather than style, it is 
not possible to determine which interview techniques 
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are most effective for which purposes. In order to 
examine that issue, it is necessary to have measures 
of different types of interview style and different 
kinds of interview techniques quite separate from 
measures of informant emotional response and of the 
quantity and quality of factual information obtained. 
The development and testing of such a range of 
measures was the objective of this first phase of the 
three-phase investigation of clinical diagnostic inter- 
viewing. 

It proved possible to develop an adequate range of 
measures of interview style and of interview tech- 
niques. Inter-rater reliability was generally good and 
the measures provided a good differentiation between 
different interviews. There was some initial difficulty 
with differences in rater threshold on counts of probes 
per subject area but this proved to be the result of an 
insufficiently explicit definition. Once this had been 
provided, there was then no threshold difference 
between raters on this measure. 

Somewhat greater difficulty was experienced in 
obtaining comparable rater thresholds for some of the 
measures of interviewer non-verbal behaviour and of 
responses to the informant’s expression of feelings. 
It was not usually that the inter-rater correlation was 
low; to the contrary most exceeded 0.80. Rather it 
was a problem in calibration. Raters readily agreed on 
the criteria by which, for example, expressions of 
sympathy should be recognized. Raters used the same 
cues and, on the whole, tended to use them in the 
same way. The problem lay in deciding how much 
sympathy had to be present for sympathy to be coded. 
Essentially, of course, this type of variable is on a 
continuum and. when measured on a continuous 
scale, acceptable levels of inter-rater reliability can be 
obtained (Brown and Rutter, 1966; Rutter and Brown, 
1966). However, such reliable ratings are usually 
based on measures which reflect quite. extended 
portions. of interview rather than on categorical 
measures of the qualities present in a single utterance 
or single floor-holding, as was necessary in the present 
study. | 

Similar issues arose in the measurement of factual 
information provided by the informant and of the 
feelings expressed. No problems were evident with 
respect to the former and a satisfactorily high level of 
reliability was readily obtained. However, there were 
threshold difficulties in the measurement of emotions. 
The repeated finding of a high inter-rater correlation 
coefficient. combined with significant inter-rater 
differences on threshold emphasizes the importance 
of always separately examining these two rather 
different aspects of reliability. 

Most research on the recognition of emotions has 
used rather artificial material and settings (Argyle, 


1972). Nevertheless, it appears that there is consider- 
able agreement between people in the interpretation 
of emotional cues (Ekman et al, 1972), although — 
individuals differ in their ability to decode non- 
verbal emotional information (Davitz, 1964). Clearly, 
direct observation of the interviews as they occur is 
likely to provide the fullest information on emotional 
expression, but we found that interactions moved too 
quickly to obtain adequate reliability from this 
method. | | 

We therefore changed to a reliance on the analysis 
of videotape recordings. Something is lost in the use 
of black and white film, for example skin colour is 
absent and it is very difficult to perceive moistening 
of the eyes or perspiration. Nevertheless, these losses 
are more than offset by the gains obtained from the 
facility to re-run segments of interaction which are 
initially difficult to rate. Other difficulties in rating 
emotions stemmed from the expression of more than 
one emotion at a time (thus personal distress might 
accompany irritation with the child), and from the 
need to rate more than one informant in the joint 
interviews with both parents together. In general, 
inter-rater reliability was better with single parent 
interviews. 

Despite these various problems, it proved possible 
to develop good measures of interview style and 
technique and informant response which were both 
reliable and discriminating. With those measures 
which showed continuing differences between raters 
in the threshold of recognition of emotions, consensus 
ratings were employed. 
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g Techniques i í | 
- Factual Information 


Summary: A naturalistic study was undertaken of 36 video and audio taped 
interviews made by 7 different psychiatric trainees, The interviews studied were 


those conducted in the ordinary course of Cli | 
peutic planning purposes by trainees when first seeing 
child newly referred to a psychiatric clinic. It was found 


f clinic work for diagnostic and thera- 


the parent or parents of a 
that a directive style with 


specific probes and requests for detailed descriptions was associated with the 
obtaining of better-quality factual information than that associated with a more 
free-style approach. Interviewers who talked less and who made more use of 
open questions and checks tended to have more talkative informants. Double 
questions were liable to result in ambiguous answers, but multiple-choice 


questions did not appear to cause 
be helpful. 


Various studies of clinical interviewing by medical 
students have been undertaken in recent years 
(Maguire and Rutter, 1976a and b; Rutter and 
Maguire, 1976; Vaughan and Marks, 1976; Stillman 
et al, 1977; Stillman and Sabers, 1978; Helfer et al, 
1975; Brown and O'Shea, 1980). These have showed 
that it is possible to train students.to be 'better' 
interviewers, as judged by experienced. clinicians. 
However, it has been evident that interviews which are 
successful in relation to some aims are not necessarily 
equally successful with respect to others (Brown and 
O'Shea, 1980). Moreover, because the studies have 
not always included measures of the particular 
interviewing techniques which have been employed, 
it has not been possible to determine which techniques 
are most effective for which purposes. This distinction 
is important because experienced clinicians are not all 
agreed on the most effective styles for diagnostic 
interviewing (Rutter et al, 1981). This paper and one 
of its companions (Hopkinson ef al, 1981) report the 
findings of different interviewing styles and approaches. 
The methods used to measure different characteristics 
of the interviewing and to assess their success in terms 
of eliciting factual information and eliciting feelings 
were described in Rutter and Cox (1981) and shown 
to have a satisfactorily high inter-rater reliability. 


Methods 


The research strategy followed in this naturalistic 
study relied on the determination of statistical 
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distortion and in some circumstances might 


associations between various interview ‘outcome’ 
measures. In this way, it was possible to find out which 
features of clinical interviewing were associated with 
the more successful gathering offactualinformation(as 
reported here) and which with the more successful 
eliciting of emotions, attitudes and feelings (as 
reported in Hopkinson ef al, 1981). All the interviews 
were conducted by psychiatric trainees with at least 
eighteen months psychiatric experience. The interviews 
studied were those conducted in the ordinary course 
of clinic work for diagnostic and therapeutic planning 
purposes by the trainees when first seeing the parent 
or parents of a child newly referred to the Maudsley 
Hospital psychíatric out-patient department. All 
interviews were video and audio-tape recorded in the 
same interview room (see Rutter and Cox, 1981 for 
details). pum | m 

The general form of the procedures followed was 
the same as that in the reliability study (Rutter and 
Cox, 1981). As before, conjoint family interviews, and 
interviews with either immigrant parents or parents 
who did not speak colloquial English at home were 
excluded. No other selection of cases was employed. 

There were 35 referred children of whom 13 were 
girls and 22 boys. Their mean age was 10 years 10 
months (range: 3 years9 months—15 years 11 months). 
About half were referred by general practitioners: 
most of the remainder by medical specialists. The 
presenting problems were typical of those usually 
referred to the clinic. The majority (34 per cent) were 
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conduct problems including truancy and stealing. 
Emotional difficulties comprised 31 per cent of whom 
four were cases of school refusal and one an 
obsessional disorder. For five children (14 per cent) 
educational failure was the most important presenting 
difficulty. The remainder was made up of single cases 
of less common conditions such as psychosexual 
problems, hyperkinetic syndrome and infantile 
psychosis. The analysis was conducted on 36 inter- 
views undertaken by seven different psychiatrists. 
Seven of the interviews from the reliability study were 
included. These were the interviews of the two 
interviewers who performed at least three interviews. 

There were 25 joint interviews with both parents 
together and 11 individual interviews (9 with mothers 
and 2 with fathers). Two of the individual interviews 
were with the mother and father of the same child and 
occurred sequentially on the same morning. For the 
purpose of measuring factual data obtained, they 
were treated as a single interview but for all other 
purposes they were analysed separately. Apart from 
the factual measures, most analyses were based on the 
first 30 minutes of each interview in order to provide a 
comparable time base. The findings for joint and 
individual interviews were always examined separately 
in the first instance and combined only when no 
differences between them were found, as was the case 
with most measures. 

The scoring of the interviews was undertaken by 
either of two observers (A.C. and K.H.) who had been 
raters in the reliability study. For measures where 
there were continuing differences between raters 
(probes per symptom, interviewer sympathy, expressed 
feelings and self-disclosures) both observers made 
ratings and whenever there was a difference between 
them a consensus agreed rating was used. 


Results 
In the initial diagnostic interview it is generally 
thought necessary to ensure that something is known 
about a set of crucial issues which is predetermined. 


.. Thus, the diagnosis of psychiatric disorder requires 


. information on a range of key features of the child's 

'emotions, behaviour and relationships. Similarly, any 
therapeutic plan which involves the family needs to be 
based on knowledge about the quality of family 
relationships and the mental health of parents. There 
is little dispute on the need for these data, but there is 
disagreement on the extent to which it is necessary to 
ask a standardized set of questions. On the one hand, 
it has been argued that systematic questioning is 
necessary to ensure comprehensive coverage (Mayer- 
Gross et al, 1969). On the other hand, it has been 
claimed that if the patient or client is encouraged to 
talk freely he will spontaneously mention all that is 


clinically relevant (Balint and Balint, 1961; Nicholds, - 
1961) which makes the assumption that if an item is 
not mentioned it can be assumed to be either normal 
or not relevant. The matter was examined by deter- 
mining which interviewer techniques were associated 
with the most extensive coverage of child symptoms, 
family data and developmental data. A distinction was 
made between information that a symptom was 
absent (or an item normal), and information that it 
was present or abnormal. 


Topic coverage 


The results with respect to topic coverage are — 
summarized in Table I. Fourteen possible child 
symptoms and 21 family. problems were scored 
according to whether the data were adequate to 
clearly establish their absence or presence. The three 
separate scores for number. of symptoms/problems 
with adequate data to indicate their presence, to 
indicate their absence, and without adequate data 
were correlated (using a product-moment correlation) 


TABLE I 
Interviewer activity and directiveness and topic co verage 








Symptoms 
(Total possible symptoms = 18) 
No. known No. known No. data 
present absent missing 
Interviewer (n = 35) (n=35) (n = 35) 
variables r r r 


cuu MM LE eA S a E 
Talkativeness 





Amount of talk .09 04 -—- .06 
No. floorholdings .09 .12 — 17 
Directiveness 
No. topics raised 18 .5§3** —.74*** 
No. interruptions — —.18 N^ — .04 
Family data 


(Total possible items = 22) 





tamea 


No. known No. known No, data 
abnormal normal missing 
(n = 35) (n =35) (n = 35) 
r r r 
e E EH a a an as haa ce IER ey Pe de eh Maas 
Talkativeness 











Amount of talk — 3] .25 .11 
 . No.floorholdings — .20 .31 — .06 
Directiveness | ] 

No. topics raised .16 ,66*** — 83*** 

No. interruptions .00 © ~.23 .09 
O*P «0.01 ***P 0.001. 
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ness for 35 interviews. 





the number of areas of abnormality. — 

On the other hand, a high level of focussed directive- 
ness (as shown by the number of fresh topics intro- 
duced by the interviewer) was significantly associated 
with a larger number of items known to be normal 
and a lower number of items for which data was 
altogether lacking. It was interesting that the number 
of topics raised by the interviewer made no difference 
to the number of items found to be abnormal, thus 
the number of abnormalities reported was just as 
great when interviewers were relatively non-directive. 


Quality of factual data 

The next issue concerns the quality cf the factual 
data. It is not enough to merely mention the fact that 
the child is depressed or that there are arguments 
between the parents. This information is only of 
clinical use if more is known about how the behaviour 
is manifest, how often it occurs, when it was first 
manifest, whether it is getting worse or better, etc. 
(see Rutter, 1975; Cox and Rutter, 1977). A 12 item 
scale for each topic was made (see Rutter and Cox, 
1981) in order to assess the quality or depth of factual 
information obtained. Table II shows the product- 
moment correlations between the same measures of 
interviewer activity and directiveness and the overall 
data quality scales as applied to topics where there is 
some abnormality. Correlations are also given with 
further variables reflecting the extent to which the 
interviewer systematically follows up leads; namely, 
the number of probes per topic, number of requests 
for detailed descriptions, and number. of topic cues 
picked up. 

Once again, the degree of interviewer Sti vends 
was unrelated to the factual information obtained. 
Moreover, the overall degree of directiveness, as 
reflected in the number of interruptions and number 
of topics raised was unrelated to the quality of factual 
data (see Table II). Not surprisingly, in addition 
interviewer requests for detailed descriptions tended 
to produce them (correlation. between number of 
requests for detailed descriptions and number of 
detailed descriptions r = 0.45; P « 0.01), but the fact 
that the correlation is only modest also indicates that 


=> many detailed descriptions were given spontaneously. 


with indices of interviewer talkativeness and directive- 


The degree of interviewer talkativeness, as reflected. LN caa 
in either the amount of talk (words per unit time) t or 
number of floorholdings (i.e. number of separate : 
times the interviewer spoke), was unrelated to the - 
extent of topic coverage as was the number of inter- . 
-< ruptions. Thus, it appeared that the overall level of —_ 
interviewer activity and control was of no moment ~ 

with respect to the factual information obtained on 


Interviewer variables — 
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D ut . TABLE I 
z Interviewer activity and quality of factual dia 





Correlations with daia 
quality scale 
(n = 35) 


r 





int of talk 





UWo.floorholdings ` | .08 
Directiveness 
No. topics raised by interviewer |—.04 
No. interruptions | .21 
. No. requests for detailed 
, descriptions i. nepos .40* 
No. probes per topic NN .52** 
Other variables. s o E HE 
No. topic cues pickedup — Ww Es .20 
t open questions ^ ' ^^. ^ Wo 14 


Ratio open: closed questions - 





*P «0.02 **P «0.01 














Taste I Hn 
Number of probes and adequacy of data . 

Adequacy of data | 
No. of Poor Fair Good Total 
probes (score 0-8) (score 9-16) (score 17+) — — 
0-3 29 "c S Bo 
4-8 4 As 3 3 

94 057742 "^69 uM 

Total 33. 48 | 27 108 





The figures in the body of the table refer to symptom areas 
where there is en to bean abnormality. 
| "04 :df 4; P «0:001 


Howeser. interviewers sudo om many spss per 
topic and who made many requests for detailed 
descriptions tended to get fuller and more detailed 
information oneachtepicarea. — 

This conclusion may be further isid by nakit 
comparisons within rather than between interviews. 
The maximum score for quality of data on any 
detected symptom was 24 (see Rutter and Cox, 1981). 
Quality of data obtained for all detected symptoms 
(maximum 8) in all 35 cases was assigned to.categories 
of Poor, Fair and. Good according to total scores: 
0-8, 9-16 and 17--; The- number of question. probes 
employed for every detected symptom in all 35 cases 
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were grouped as nearly as possible into thirds. 
Approximately one third of symptoms. had received 
^. 0-3 probes, one third 4-8 and one third 9 or more. 
A chi-square test was used. - 

Table IH shows that the use of multiple probes 
clearly made it more likely that the informant would 
produce an adequate description of the behaviour 
with respect to that topic. When less than 4 probes 
were used the data given by the informant were good 
in only 12 per cent of instances compared with 61 per 
cent where at least 9 probes were employed. 


Informant talkativeness 


Informants vary greatly in their talkativeness and 
when they are unforthcoming interviewers may need 
to use techniques which will encourage them to say 
more. Accordingly, it is necessary to determine which 
approaches were most effective for this purpose. This 
is particularly so because it was found that parents 
who talked more were likely to bring up more prob- 
lems spontaneously (see Table IV)—something most 
interviewers would regard as desirable. They were also 
likely to express more feelings (see Hopkinson ef al, 
1981). 

The analyses here are somewhat complicated by the 
differences between the 25 joint interviews with both 
parents together and the 11 individual interviews with 
one parent on their own. Not only are the inter- 
personal situations rather different (joint interviews 
may involve talk between the parents as well as with 
the interviewer) but also joint interviews involve two 
informants (so that it is not self-evident whether they 
should be considered separately or together). More- 
over, mothers talked nearly twice as much as fathers* 
(312 lines of transcript per 30 minutes vs 165 lines; 

= 4.54; P <0.001) and whereas by definition, the 
joint interviews involved both parents, all but two of 
the. individual. interviews were with mothers alone. 
Accordingly, in order to: simplify comparisons the 
results are given. here separately for 25 joint and 9 
individual interviews, and in both cases the findings 
refer only to mothers. In most cases, however, the 
results for fathers were generally similar. 

. Table V shows the product-moment correlations 
between interviewer variables and mothers' talkative- 
ness in individual interviews. Two measures of 


talkativeness are given; amount. of talk as shown by. 
lines of transcript per 30 minutes and duration of 


*It is uncertain how far this reflects any general sex 
differences in talkativeness ór how far it is a consequence 
of the fact that (as it happened) all interviewers were male, 
or how far it is because of the mother's special role with 

- the children... ! 


TABLE IV. | 
Parent talkativeness and no. of problems first mentioned by 
: parent A 
Problems first 
mentioned by 
parent 
% of talk by mother (joint int. n = 25) ,61*** 
% Of talk by father (joint int. n = 25) diu | 


76 of talk by parent (individual int. n = 10) — .58* 

eese err Herten im rtm emerit Hiit ia rim eie Rr mtt etra ai mirae 
t P «0.05 

*** P 0.001 


TABLE V 
Interviewer style and mothers’ talkativeness (individual 
interviews n == 9) — 








Mothers’ talkativeness 





Amount of Duration of 








Interviewer variables talk utterances 
r r 

Amount of talk -.TPM* -. 8gves 
No. of topics raised by 

interviewer — ,29 —.24 
No. floorholdings —-.72* — ,89*** 
75 checks and open questions .70*. .681 
% open questions | .52 .50 
Ratio open:closed questions .71* YE bdi 
TP «0.05 **P «0.01 
*P «0.02 


** P «0.001 


utterances. The two. measures intercorrelated highly 
(r — .72 in joint interviews and .93 in single interviews). 

It is striking that the greater the degree of inter- 
viewer talkativeness or directiveness the less the mother 
said and the shorter her duration of utterances (see 
Table V). It may be concluded that interviewers who 
intervene frequently and who pursue a very active 
questioning approach are likely to have less talkative. 
informants. This suggests that an unduly intrusive or 
directive style may possibly inhibit spontaneous talk. 

Conversely, the findings suggest that those types of 
actions expected to produce an increase in informant 
talk do so. Namely, a high proportion of open 
questions (or a high ratio of open to closed questions) 


un joint. interviews was broadly similar but that on 
. whole the correlations tended to be rather lower. This _ 
may bea function of the fact that in a triad any one... 
person's talkativeness is influenced by both the other - 
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and of checks (repetitions or near repetitions of what 
parent has just said) led informants to talk more. T 


is not surprising in that the form of open questions 





expects an extended answer; that is its definition. TI 
findings show that they - generally succeeds 
obtaining this. —.— 

¿Table VI shows that the pattern of findings 


participants so that the interviewer's effect is rend 
less marked. s 


Factual information and expressed feelings 


It is sometimes thought that the need to obtain good 
factual information is in some way in opposition to 
the need to get people to express their feelings freely in 
an interview. If this were so interviews with good 
factual information should have a low level of 
expressed feeling, and vice versa. Using product- 
moment correlations we did not find that (see 
Table VII). Indeed, the tendency was somewhat in the 
opposite direction in individual interviews; the 
pattern in joint interviews was similar but less con- 
sistent. 


Consistency of differences between interviewers 


The discussion of findings so far has been based on 
the implicit assumption that it was the interviewers' 
style which affected the informants' response, rather 


TABLE VI 
Intervie wer style and mothers’ talkati veness (joint interviews 


n = 25) 
Mothers’ talkativeness 


nS "E Amount of Duration of 
Interviewer variables — „talk 


utterances 

ro r 
Amount of talk | SM —.64*** 
No. topics raised by interviewer _ .46 — ,55** 
No. floorholdings — 3] — ,77*** 
7, checks and open questions - .49* “eo 
% open question | 43} .48* 
Ratio open:closed questions mE .381 | ,49* 
tP«.05 ** P «c.0l 
*P < 02 *** P < 001 
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. TaBe VU 
Factual data and prenen expressed 










Correlations with feelings 








expressed 
~ Joint Int. Indiv. Int. _ 
ial data | (n = 25) | 
A E eset nM r r _ 
E ty of factual information —-.21 .46(n= 9) 
No. detailed. dusciodons | 46% .23(n = 11) 
No, symptoms (absent, or present 
| with good information) AL .59(n — 9) 
*P«0.02 
i TABLE VIII | 
Interviewer consistency on activity[directiveness 
Analysis of 
variance Significance 
Interviewer variables _ F df Be 
No. probes per symptom 4.66 — 4,82 ... «0.005 
No. requests for detailed - | m ou 
descriptions 6.19 — 4,24 «0.005 
No. of floorholdings 5.63 4,24 « 0.005 
No. of interruptions . . $4,586 4,23 « 0.005 
No. new topics raised 2,75 4,23 «0.05 
Information variable by 
interviewer 
Overall quality of 
information 4.96 4,82 « 0.005 
No. detailed descriptions 2.92 4,26 «0.05 


than the other way round. That assumption was 
tested directly in our experimental study (Rutter et al, 
1981; Cox er al, 1981 V; Cox et al, 1981 VI) but it 
could be tested here indirectly by determining the 
extent to which the differences in style between 
interviewers remained consistent across different 
informants. Of course, as was to be expected, inter- 
viewers modified their style somewhat according to 
the needs of each individual interview, but it was 
possible to determine whether variations in style 
oh interviewers, was ee than d varíatio s 
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using a one way analysis of variance for the differences 
between the five interviewers who had each conducted 
at least five interviews with different informants. 
It is evident that, in spite of considerable variations 
between interviews, interviewers maintained a rather 
consistent style of approach. Some were highly active 
and directive whereas others were the reverse. It is 
clear that the psychiatrists studied tended to broadly 
maintain their same manner of interviewing regardless 
of the informant. Moreover, as also shown in Table 
VHI, the interviewers varied consistently with respect 
to the overall quality of the factual information they 
obtained and to the number of detailed descriptions 
. provided by their informants. The inference is strong 
that the way psychiatrists interviewed did influence 
the quality of factual data obtained from the parents 
of their child-patients. However, the supposition 
could be tested more rigorously through experimental 
study (see Rutter et al, 1981; Cox et al, 1981 V and VI). 


Effectiveness of double and multiple choice questions 


Lastly, with respect to the factual information 
obtained by different interview techniques there is the 
question of the merits or demerits of double and 
multiple choice questions. There is a considerable 
literature on the most effective formulation of 
questions when interviewing to obtain factual inform- 
ation (see Richardson et a/, 1965; Cannell and Kahn, 
1968). One common piece of advice is to avoid 
double-barrelled questions because the informant is 
left uncertain which aspect of the question to answer, 
and an answer of ‘yes’ or ‘no’ leaves the interviewer 








TABLE IX 
Double questions and clarity of answer 
Answer m 
Type of question None Ambiguous Clear Total 
Double 10 — 38 80 128 
Single closed 9 — l 118 128 


(Ambiguous versus rest) y? = 39.2; df 1; P «0.001. 


pif TABLE X 
Multiple choice questions and clarity of answer 


Answer 


VAM Het tete Aria mena uA HA HE HANS INIHI rrr rm RTT TT 
Theta lee tart AAAA deri eS PISANI rA m ARAVA im E m ir m m AR ti AA rrr ee 


Multiple choice 0 - 7 57 . 64 


terit ae 


Single closed. - i a 0 59 64 


uncertain whether this applies to one or both parts of 
the question. We examined this issue by studying 
responses to double questions in the first 30 minutes 
of each interview. The nearest preceding single closed 
question was taken to provide a sample of random 
closed questions during similar parts of the interview 
for comparison. The parental replies were coded 
according to whether the question was not answered 
at all (ie. the reply was off-topic), whether the 
meaning of the answer was ambiguous (a simple ‘yes’ 
or ‘no’ reply to a double-barrelled question was 
classified as ambiguous), or whether a clear answer 
was given (see Table IX). A chi-square test with 
Yates correction was employed. The two types of 
questions did not differ in terms of the answer being 
off-topic (7 to 8 per cent of replies) but double 
questions were very much more likely to give rise to 
ambiguous replies (31 per cent vs 1 per cent; y? — 
39.2; df 1; P <0.001). When clear replies were given 
about a third (31 per cent) answered the first part and 
a third (38 per cent) the second part; a roughly similar 
proportion answered both parts (29 per cent). 
In that double questions have no evident advantages 
it may be concluded that they are best avoided. 

It is often recommended that leading questions 
should not be used because of the potentially biasing 
effect of suggesting answers to the informant. Leading 
questions, however, are of several different types 
which have different advantages and disadvantages 
(Richardson et al, 1965). One common type is that in 
which the informant is given a multiple choice— 
usually between frequencies or timings (e.g. did he 
first become depressed before or after the summer 
holiday ?). The possible advantage is that it provides 
the informant with some guidance as to what sort of 
precision is wanted in the answer. The disadvantage is 
that, by giving a limited range of alternatives, it may 
bias the answer in that direction when in actuality the 
truth is outside the choices provided by the question. 
We examined the issue by comparing the sample of 
multiple choice questions with a sample of closed 
questions obtained by selecting the next preceding 
simple closed question to each multiple choice 
question (see Tables X and XD. 


TABLE XI 
Multiple choice questions and which option chosen 





Option chosen. 





Inter- 
ist mediate 2nd Multiple Different Total 








Multiple 
choice 13 S^ 8S 4 22 57 
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Multiple choice questions gave rise to fewer: off- = 
topic answers (0 per cent vs 8 per cent; y? = 3.333 
df 1; P «0.10) but at the cost of more AEn aen ie 

ee ‘parents most of whom had actively sought professional 
> - help with respect to their child's problems or diffi- 


answers (11 per cent vs 0 per cent; y? = 5.4; df t 


P <0,02). Clear answers to the question + posedi 


usual, however, with both multiple choice and single 
closed questions (see Table X). There was no bias ^. 


towards the first or last alternative given and in only 
very few cases was an intermediate. frequency: or 
timing selected. Moreover, in a third of cases the 
informant gave an answer not included in the multiple 
choice. At least with the sample studied (most of whom 
were likely to be well motivated because they were 
seeking help), there did not appear to be any grave 
risks in the judicious use of multiple choice questions 
when the interviewer wants to guide the informant on 
the degree of precision required in the answer or when 
he wishes to focus the attention of an informant who 
tends to give off-topic replies. 


Discussion and Conclusions 

At first sight, our finding that non-directive inter- 
views obtained information on almost as many 
definite symptoms and on almost as many family 
problems as directive interviews, appears to be 
inconsistent with the findings of previous research 
which indicated the advantages of structured question- 
ing. Thus Graham and Rutter (1968) in a general 
population epidemiological study found that syste- 
matic questioning produced more reliable reporting of 
child symptomatology than spontaneous reports, 
which showed marked variability in what was said 
even over a time period as short as 4 weeks. Similarly, 
Saghir (1971) found that highly systematic inter- 
viewing led to a fuller coverage of adult patients' 
mental states than 'free-style' interviews conducted 
by experienced clinicians. Also, Marquis et al (1972) 
showed that, in an experimental situation, detailed 
structured. questioning produced more information 
than free reporting when subjects were asked to review 
what they had just seen on a short film. 

However, it is likely that the inconsistency is more 
apparent than real. In the first place, although we 
found that a directive style was no more successful in 
eliciting mention of symptoms or family problems, it 
was much more effective in obtaining good data about 
the frequency, severity, context, duration and qualities 
of the symptoms or problems. In addition, directive 
interviews obtained better coverage on the absence 
of problems. Thus, it seems that while parents may 
spontaneously /ist most areas of difficulty, in many 
cases such spontaneous reports fail to provide the 
more detailed information which the clinician requires 
in order to determine the clinical significance and 
meaning to be attributed to the behaviours or prob- 








“lems. If such information is to be obtained systematic 
E probing and specific questioning will often be needed. 


Secondly, the present investigation concerned 


es. As a consequence, it may be assured that 
yf them came to the clinic well-motivated to talk 
the range of concerns they. were experiencing. 


— fhisis a. very different situation from a survey or 


experiment in which the researcher is seeking the 
parents' help, rather than the other way round. It is 
also: different from psychiatric practice with adult 
patients when the mental. disorder shown -bythe 
informant may itself interfere with the ability to give a 
full and clear account. This problem did not apply to 
the present study which concerned parents, most of 
whom were not themselves mentally ill and none of 
whom was psychotic. 

We may conclude that systematic. questioning and 
specific probing probably does have definite advant- 
ages in eliciting factual information. In. all circum- 
stances, it. seems to be more successful in obtaining the 
detailed relevant data needed for any adequate 
diagnostic formulation. Studies other than our own 
suggest that it may also be more effective in obtaining 
the mention of significant items even if the informant 
is not well-motivated to volunteer information or if 
their own psychiatric disturbance interferes with clear 
spontaneous reporting. 

Of course, the direction of effect. is not necessarily 
clear from the findings of the present study. It could be 
suggested that ‘better’ informants elicited more 
directive questioning by the psychiatric trainees. 
While this possibility cannot be decisively ruled out, 
it is made rather unlikely by the finding that the 
interviewers showed significant consistency in. style. 
Thus, some trainees tended to use many probes and 
to make many requests for detailed descriptions from 
all parents, whereas others maintained a rather non- 
directive style with little in the way of specific question- 
ing in any of their interviews. Similarly, some trainees 
were consistently. better than their colleagues in 
obtaining good quality factual information. The 
implication is that something about their interviewing 
style had led to their greater success in this connection. 
A study of this possibility is reported by Rutter et al 
(1981) and Cox et al (1981 V and VI). 

Similar issues arise with respect to the techniques 
which. appear effective in getting informants to talk 
more. The matter is.of importance because we found 
that parents who talked more tended to report more 
problems, and also to express more emotions (Hop- 
kinson ef al, 1981). Our results showed that the 
interviewers who spoke less and who made more use of 
open questions and of checks tended to have in- 
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formants who were more talkative. Again, the finding 
of interviewer consistency in style argues for the 
likelihood of an interviewer effect on informant 
behaviour. The reciprocal relationship between the 
clinician's verbal activity and the amount of talk by 
the client or patient is in keeping with similar findings 
by Goldman-Eisler (1952) regarding adult psychiatric 
patients and by Matarazzo (1968) with respect to 
psychotherapy. The value of open questions and 
checks is also in accord with the advice given by 
Richardson et al (1965) on interviewing. The effect of 
open questions in eliciting talk, of course, is as 
expected in that the ‘openness’ is defined in terms of 
the form of the question expecting an extended 
answer; It is not surprising therefore that informants 
tend to say more when asked, for example, *how did 
your son show that he felt miserable?’ or ‘tell me more 
about how he was feeling’ than when asked ‘did he 
cry?’ or ‘how many times did he say that he felt he 
couldn't go on any longer?'. Checks, similarly, may 
serve to extend an informant's talking about an issue 
by the implicit encouragement they provide or by their 
suggesting the need for clarification. Checks may also 
be used to indicate that the interviewer has understood 
and now wishes to change focus, but this use was 
infrequent in the present study. 

Certain types of questions are generally considered 
to carry disadvantages (Cox and Rutter, 1977; 
Richardson et al, 1965) and our findings confirm that 
indeed some of them do. Thus, double questions (e.g. 
has he ever stolen anything or truanted from school?) 
tended to produce ambiguous answers, with it un- 
common for both parts of the question to be answered 
clearly. It may be that double questions are most 
likely to arise when interviewers are uncertain what 
they want to know or when they feel under pressure of 
time. Thus, the least talkative doctor used only three 
double questions in 34 hours whereas one of the more 
talkative ones used 28 in 2 hours. Perhaps less 
talkative interviewers have more time to collect their 
thoughts. In any case, it seems that double questions 
have no particular advantages and they rarely save 
time because the ambiguous answer they usually elicit 
then requires the use of a further question to determine 
what was meant. 

- Also, although not investigated in our study, it is 
widely accepted that leading questions which suggest 
denial of a symptom (e.g. ‘he doesn't wet the bed, 
does he?’) may inhibit the reporting of difficulties. For 
this reason, they should be avoided. Similarly, experi- 
mental studies have shown that wrong assumptions or 
wrong information incorporated in a question are 
likely to bias the answer and may indeed lead to actual 
falsification of memory (Loftus, 1979). Thus, it has 
been found that if a subject who views a film of a 


slight automobile accident (e.g. ‘about how fast were 
the cars going when they smashed into each other T), 
he is likely to remember a more serious accident than 
he actually saw. Accordingly, this type of potentially 
biasing leading question should also be avoided. On 
the other hand we found that a different type of 
leading question, the multiple choice question, did not 
bias the results in the way that might be feared. 
Indeed, it may be positively useful in making explicit 
to the informant the importance of establishing 
timings or frequencies. It appears that leading 
questions do indeed tend to lead, but whether this 
lead is or is not helpful will depend on its nature and, 
most especially, on whether it introduces the possibility 
of a systematic bias towards over- or under-reporting 
of the frequency or severity of problems. 
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Summary: 


Patients attending a clinic for sexually transmitted diseases (STD) 


were. interviewed to estimate the presence of sexual dysfunction, and the 
GHQ-60 was used to measure psychiatric morbidity. Over one-fifth of the males 
and more than one-quarter of the females were experiencing sexual dysfunction 
problems, and the majority of them would have liked further help for their 
problems. The implications of the findings are discussed, and suggestions are 


made for dealing with these patients. 


"The relationship between venereal and psychiatric 
disease has an important historical precedent in the 
case of general paralysis of the insane (Ackerknecht, 
1968). More recently, attention has been given to the 
study of the incidence of psychiatric problems in 
people. attending clinics for sexually transmitted 
diseases (STD) (Kite and Grimble, 1963; Pedder, 
1970; Pedder and Goldberg, 1970; Mayou, 1975; 
Bhanji and Mahony, 1978). For example, Pedder 
and Goldberg (1970) using the General Health 
Questionnaire as a screening test found that nearly 
30 per cent of attenders were ‘psychiatric cases’, 
compared with 12 per cent for the general population 
(Goldberg et al, 1976). The experience of people 
working in STD clinics suggests that sexual dys- 
functions are relatively common among clinic 
attenders, but this has not been subjected to systematic 
study, which is particularly relevant now that effective 
methods of treatment are available (Masters and 
Johnson, 1970). It is also known that a significant 
proportion of STD clinic attenders do not suffer 
from sexually transmitted disease or from any other 
physical condition (Morton, 1972). 

The present study was carried out in order to 
determine the frequency of sexual problems among 
clinic attenders, and the relationship of such problems 
with psychiatric morbidity and with the presence or 
absence of physical disease. 


Aims of the investigation: 
The aims of the survey were as follows: 

Il. To determine the prevalence of sexual dys- 
functions in STD clinic patients. | 

2. To identify the characteristics of patients with 
sexual dysfunction in terms of demographic factors, 
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psychiatric morbidity and clinical diagnosis. It was 
predicted that sexual problems would be more com- 
mon among those found to have no definite diagnosis. 
3. To see whether dysfunctional patients were 
identified by the clinic doctors. 
4. To determine what proportion of patients would 
like help for their sexual difficulties. 


Method 

The study was carried out in the Harrison Depart- 
ment, Radcliffe Infirmary, a clinic which serves the 
city and county of Oxford. 

Patients: New patients, and old patients who had not 
attended the clinic for a year, were included in the 
study. 

Procedure: The researchers attended the clinic on 
different days each week, in such a way that all week- 
day clinics were covered in succession, and patients 
coming to the clinic on research days were included 
in the survey. Following consultation with the 
venereologist and while awaiting the result of clinical 
tests, suitable patients were approached by the 
researcher for participation in the survey. Male 
patients were interviewed by the male (J.C.) and 
female patients by the female researcher (M.B.). Both 
interviewers had considerable experience in the 
counselling of sexual dysfunction. A clinician, 
unaware of the information elicited by the inter- 
viewers, examined the patients’ records to obtain 
details of the diagnoses and other clinical information. 


Measures: : 

(a) Semi-structured interview: Apart from enquiry 
covering demographic information, this included 
questions on sexual development and experience, 







| — of severity was estimated in terms of the. percentag 
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current sexual behaviour and possible sexual : 
function. When a patient had experienced sexu 
dysfunction in the previous three months, the degi 





dysfunctional episodes affecting sexual interco 
during the three-month period. A sexual dysfunc 


was regarded as present if it had occurred on at least ~ | 
half the occasions. When a sexual dysfunction: was ~ 
present, the patient was asked whether the dysfunction 


was considered a problem. Loss of libido was rated as 
present when this was regarded as a problem. Patients 
who had a sexual problem were also asked whether 
they wanted any help. The interview schedule. was 
developed by the two interviewers who, before the 
start of the investigation, carried out a series of pilot 
interviews. 

(b) General Health Questiunairé: (GH Q): This is a 
self-administered questionnaire which was used to 
determine the likelihood of a patient being a probable 
psychiatric case. The 60-item GHQ was used, and 
patients were regarded as cases. if they scored 12+- 
(Goldberg, 1972). 

(c) Clinical: information: This included details of 
the presenting complaint, final STD diagnosis and 
whether the presence of sexual difficulties had been 
recorded by the venereologist. 


Results 
1. Characteristics of the sample 


seventy males and 70 females were included in the 
study. One woman refused to participate in the 
investigation and one man failed to complete the 
GHQ following interview, and both were replaced. 
Patients were mostly young, with a mean age of 28 
years (SD = 8.8) for males and 24 years (SD = 7.1) 
for females. 

Two-thirds of the males and three-fifths of the 
females were single. Of the males, two-thirds were 
employed, one-fifth students, one in 20 unemployed 
and one in 20 in the armed forces. Half of the women 
were employed, one-third students, one-tenth house- 
wivesand one-eighth unemployed. 

Two-thirds of the males and four-fifths of the 
females had a steady sexual partner. The number of 
sexual partners in the previous three months ranged 
from none (four of the males only) to 10 (one each of 
the males and females), with a mean of 1.9 (SD = 1.6) 
for males and 1.6 (SD — 1.4) for females. 

- In terms of sexual orientation, over four-fifths of the 
males were heterosexual, one-twentieth homosexual 
and one-tenth bisexual. There were no homosexual 
females and the proportion of heterosexual women 
was nine-tenths, the rest being bisexual. 

. Nine-tenths of the males and seven-tenths of the 
females regarded their sexual knowledge as adequate, 
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though only two-fifths of the males and half the 
ales had received formal sex education, — | 

[he majority of males (two-thirds) were self- 
ferred, the rest. being referred by general prac- 
titioners (one. quarter) or hospital doctors. (two 


- patients), or. else being contacts of an already treated 
‘sexual partner (seven patients). . 


Half the females were contacts, a third self-referred, | 
and one-tenth each. referred by GPs and hospite! 
doctors. 

The sample was is comparable to the total population 
attending the STD clinic in terms of demographic 
characteristics and source of referral. 


2. Clinical information 

Two-thirds of the males and two-fifths of the 
females had positive clinical signs on examination. 

Details of the diagnoses made for males and females 
are given in Table I. In a third of the males and half 
the females no clinical diagnosis was made. These 
figures are representative of the clinic population. - 

Examination of the medical notes showed that the 
venereologists had recorded the presence of sexual 
difficulties (sexual dysfunction, anxieties about sexu- 
ality, recent traumatic sexual experience) for five of 
the males and six of the females, although none was 
referred for counselling. 


3. Sexual dysfunction during presi three meth 


(a) Individuals: 

Males: Sixteen (almost a quarter) had at least one 
form of sexual dysfunction, and 15 of these regarded 
their sexual dysfunctions as problems. The latter 
represents 21 per cent of the total male sample. 

Females: Twenty-nine (two-fifths) had experienced 
at least one form of sexual dysfunction, but only 20 of 
them regarded their dysfunctions as problems. These 
20 patients represent 29 per cent of the totel female 
sample. EN 

(b) Types of sexual dysfunction: The commonest 
male dysfunction was premature ejaculation and the 


TABLE I 
Sexually transmitted diseases and other diagnoses 


Males Females Total pA 
(N = 70) (N = 70) (N = 140) 
Syphilis 2 - ] 
Gonorrhoea 5 3 6 
Non-specific genito- A 
urinary infection 28 l1 o R 
Other diagnoses 14 21 28 
No diagnoses 21 35 40 
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commonest female dysfunction was coital orgasmic 
dysfunction. Details are given in Table II. — 

Not all dysfunctions were regarded as problems by 
patients. For example, only three of the five impotent 
males and six of the nine premature ejaculators 
considered their dysfunctions to be a problem. The 
one male with ejaculatory incompetence did not think 
this a problem, while both males suffering from pain 
on intercourse regarded it as a problem. 

Only 13 (half) of the women who were not orgasmic 
during intercourse considered this a problem, while 
seven of the eight who had dyspareunia thought it to 
be a problem. Vaginismus was seen as a problem in all 
cases. Both sexes invariably regarded loss of libido as a 
problem, (see Method). 

(c) Individuals wanting help: AM the 15 male 
patients with problems wanted further help to deal 
with their difficulties, and so did 18 of the 20 women. 
In other words, a fifth of the male sample and a 
quarter of the Dues sample would have liked help 
for sexual problems. 


4. Psychiatric morbidity 

Twenty-eight each of the males and females were 
psychiatric cases according to their GHQ scores— 
i.e. two-fifths of the total sample. 


5. Comparisons between groups of patients 

Patients were compared with each other for demo- 
graphic, clinical and behavioural variables. The y? 
and Fisher’s Exact Probability tests were used to 
determine the significance levels of the differences. 


(a) Dysfunctional v. non-dysfunctional individuals: 
Males: Dysfunctional males were more likely to be 
students (P <.02) with a frequency of intercourse 


TABLE II 
Sexual dysfunctions 
Type of dysfunction N (%) 
Males (N = 70) 
Erectile impotence 5 (7%) 
Premature ejaculation 9 (13%) 
Ejaculatory incompetence 1 (194) 
Dyspareunia 2 (3%) 
Loss of libido 4 (6%) 
Females (N = 70) 
Coital orgasmic dysfunction 26 (37%) 
Vaginismus 3 (4%) 
Dyspareunia 8 (1154) 
Loss of libido 9 (1374) 


lower than once a week during the previous three 
months (P. <.02). They were also more likely to have a 
positive STD diagnosis (P <.01), and to want help 
for their sexual difficulties (P <.01). However, they 
were no more likelv to be psychiatric cases or to have 
been given any particular STD diagnosis. Premature 
ejaculators differed from the remaining patients in 
respect to their age (more likely to be under 25, 
P <.01), occupation (more likely to be students, 
P <.01) and length of sexual experience (less than 
five years since first sexual intercourse, P <.01). 
Impotent males were more likely to be non-white 
(P. «.01) and to have low frequency of sexual inter- 
course (P. <.01). Small. numbers prevented examin- 
ation of the remaining categories of dysfunctions. 

Females: Dysfunctional females as a group were 
more likely to be over 25 years of age (P <.01), to 
belong to the ever-married group (married, divorced 
and separated) (P <.01) and to be psychiatric cases 
(P. <.01). Women who regarded coital orgasmic 
dysfunction as a problem were more likely to be 
psychiatric cases (P. <.01) and belong to the ever- 
married groups (P <.02). Loss of libido was asso- 
ciated with marital status (ever-married, P <.01), and 
patients suffering from dyspareunia were more likely 
to be housewives or unemployed (P. <.001) and to be 
psychiatric cases (P. <.02). 


(b) Psychiatric cases compared with others: 


Males: Cases were more likely to belong to the 
unemployed and student group (P <.02), and to have 
problems other than sexual dysfunction (P <.01). 
Examples of these included marital disharmony, 
difficulties at work and excessive drinking. 

Females: Apart from more often having sexual 
dysfunctions regarded as problems (P «.01), cases 
were more likely to have other problems (P <.02) 
such as marital or work difficulties. 


(c) Absence or presence of clinical diagnosis: 


Patients without a diagnosis (one-third the males 
and half the females) differed from the rest in that, 
as would be expected, they were less likely to have any 
clinical signs (P <.001). However, their clinical 
records were more likely to contain comments by the 
venereologist about the patients" sexual or psycho- 
logical problems (P <.01). It is therefore of interest 
that patients without a clinical diagnosis were no more 
likely to be GHQ cases, nor to suffer from sexual 
dysfunction in the opinion of the research inter- 
viewers, than those with a diagnosis.. _ 

No significant associations were found between 
specific STD or other diagnoses and the different 
demographic and behavioural variables. 
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(d) Patients wanting further help compared with tl e 


rest of the sample: 


Among those males who wanted further help for. 
sexual difficulties, premature ejaculation was the most- 
. frequent problem. Compared with the rest of the 
male sample, those who wanted further help were 
more likely to have received sex education (P <. 02), 
which might have been the reason why they recognized = 


dysfunctions such as premature ejaculation - as 2d 
or to be psychiatric cases, although the venereologist 





problems. 


Women who wanted help for their nr difficulties | 


differed in several aspects from the rest of the female 
sample. As a group, women wanting help were more 
likely to be psychiatric cases (P <.001), to have 
problems (employment, marital) other than sexual 
dysfunction (P <.001), and to belong to the housewife 
and unemployed group (P <.01). 


Discussion 

The results reported provide some answers to the 
questions raised at the beginning, and suggest new 
areas of investigation. 

The finding that 21 per cent of males and 29 per 
cent of females considered they had sexual dysfunction 
problems contrasts with the figures reported pre- 
viously for similar populations. Kite and Grimble 
(1963) mentioned the presence of impotence and 
frigidity secondary to depressive illness, but no figures 
are given. Pedder (1970) found sexual dysfunction to 
be present in about a quarter of male STD clinic 
patients referred for a psychiatric opinion, but the 
proportion of patients referred to a psychiatrist was 
very small (0.3 per cent) Similar findings were 
reported by Bhanji and Mahony (1978). The higher 
incidence of problems found in our survey is likely 
to be due to the systematic nature of the investigation 
and detailed assessment by interview. It could be 
argued that such an approach might have led to over- 
estimating the incidence of these problems, but the 
fact that only dysfunctions occurring at least half of 
the time or regarded as problems by the patients were 
taken into consideration would suggest that this was 
not the case. 

Do our findings differ from the figures for the 
general population or for other selected groups? 
Although it is notoriously difficult to obtain reliable 
information on the incidence of sexual dysfunction in 
unselected populations, the available evidence suggests 
that sexual dysfunctions are relatively common 


(Kinsey et al, 1948; 1953; Frank et al, 1978). Levine. 


and Yost (1976) found that 17 per cent of patients 
attending a general gynaecological clinic had difficul- 
ties reaching orgasm, and Begg et al (1976) found that 
about one in every ten patients attending a family 
planning clinic had a sex problem and wanted help 
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ith it This would indicate that the incidence of 
xual dysfunction in STD clinic patients, although 


- significant, may not be much higher than in other 
"populations. 


Dysfunctional patients can be charac to some 
at by: reference to demographic and other factors 
occupation, sexual activity). However, one 
tant negative finding was that patients without a 
liagnosis were no more likely to have sexual problems 


tended: to comment on the presence of psychological 
disturbance: and- possible sexual. problems when no 
diagnosis was given. It is not clear why this was so, 
but it.may be that when no physical disease was 
found the doctors explained the patient's attendance 
and symptoms in psychological terms. 

The difference between the proportion of patients 
who admitted the presence of sexual problems to the 
interviewer and the doctors' estimate of problems 
may be due to the patients’ expectations, the doctors’ 
attitudes and the circumstances of the consultation 
(its short duration, emphasis on symptoms, physical 
examination) There. is evidence to indicate that 
doctors vary considerably in their ability to identify 
sexual problems, and it has been suggested that those 
doctors who ask routinely about the possibility of 
sexual difficulties report a higher proportion of 
problems (Burnap and Golden, 1967). This would 
suggest that patients were not generally asked by their 
doctors about this aspect of their lives. 

Association between sexual dysfunctions and 
psychiatric morbidity was only found in the female 
group. It is not clear whether sexual dysfunction leads 
to psychiatric disturbance or the other way round, but 
it is likely that sexual dysfunction in this group is 
only one problem among many, and that marital and 
social difficulties contribute to the sexual and psych- 
iatric problems. 

Our finding of a 40 per cent rate of psychiatric cases 
among STD clinic attenders is similar to that reported 
in other systematic surveys which have used stand- 
ardized measures. Pedder and Goldberg (1970) using 
the GHQ found 29.7 per cent of new attenders to be 
cases. Mayou (1975) using Goldberg's Standardized 
Psychiatric Interview found the proportion of cases to 
be 20 per cent, although as many as 45 per cent 
showed overt psychological disturbance. Such mor- 
bidity rates are comparable to those found in other 
general hospital out-patient (Culpan et al, 1960) or 
in-patient populations (Maguire et al, 1974). Further 


research would be necessary to establish the nature 


of the psychological disturbance and its relationship 
with physical symptoms, but it is likely that psycho- 
logical problems in this group are of mild to moderate 
severity, consisting of anxiety and depressive reactions. 
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Since over one-fifth of the males studied and more 
than a quarter of the females would like further 
advice for their sexual difficulties, we feel that a real 
need has been uncovered. Further research would be 
necessary to ascertain what is the best way of dealing 
with these patients. It.could be argued that the staff's 
workload would be increased if more time was spent 
talking to patients, but as questions about sexual 
functioning are already being asked and as many 
patients are aiready seen by the social health worker, 
this seems unlikely. Our impression was that in most 
cases simple advice and counselling were all that were 
required, and only a proportion of patients needed 
more intensive. help. When necessary, specialized 
treatment could be arranged by referring patients to 
the appropriate sexual counsellors or liaison psychiatry 
department. 
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Age-Sex Trends of Phobic and Anxi 








ety Symptoms in Adolescents 


K. ABE and T. MASUI 


Summary : 


The prevalence of phobic and anxiety symptoms was investigated 


in school children and students aged 11 -23 years by questionnaire to find 


age-sex trends of these symptoms. 


Phobic symptoms were found more prevalent in girls except for fear of talking. 
Among symptoms which tended to appear in anxiety or under stress, frequency of 
micturition was more prevalent in boys and the remaining symptoms showed no 
persistent sex difference. Fear of going out of doors alone and feeling of. 
impending death tended to decrease with age. Symptoms which peaked in 
adolescence (fear of blushing, fear of being looked at and most anxiety 
symptoms) occurred at an earlier age in girls than in boys. 


The prevalences of childhood behaviour char- 
acteristics as observed by mothers, e.g. thumb 
sucking, nailbiting, enuresis, tics, restlessness, have 
been investigated in relationship to age (MacFarlane 
et al, 1954; von Harnack, 1958; Shepherd et a/, 1971). 
Age-sex trends of prevalence of subjective psycho- 
logical experiences and symptoms, such as anxiety, 
phobic or obsessive-compulsive symptoms as expressed 
by the children or adolescents themselves have been 
much less explored. The age-sex trends, based on 
age-specific prevalences for each sex, are potentially 
useful references for age-appropriate psychiatric 
evaluation and may also give useful information on 
the persistence (prognosis) of the symptoms. 

This paper is a result of a pilot study on the age-sex 
trends of the prevalence of subjective complaints and 
symptoms carried out in the following circumstances. 

One of the writers (K.A.), who was in charge of 
adolescent patients at the Department of Psychiatry, 
Osaka City University Hospital, noticed that there 
were many symptoms about which patients did not 
complain spontaneously but only when asked specific- 
ally. It was thought that a questionnaire might be 
useful to obtain systematic information on symptoms. 
The questionnaire was filled in before the first clinical 
interview. . 

In 1968, a list of 49 items which included phobic, 
anxiety, depressive and depersonalization symptoms, 
but not definite schizophrenic ones, was compiled. 
During the following two years, the wording of the 
items was revised so that they were less likely to be 
misunderstood by children over 10 years of age. 
Subsequent clinical use of the questionnaire showed 
that it disclosed symptoms which might otherwise 
have been overlooked and was a valuable aid in 
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diagnosis and management of cooperative patients. 
This questionnaire was also used in a study of un- 
selected young mothers (Abe, 1972; 1975) and was 
found applicable to normal subjects. The question- 
naire was administered to school children and students 
aged 11-23 years, to obtain prevalences of the same 
symptoms. in normal adolescents. The present paper 
reports the results. on. 11 items shown in Table I, 
namely fears, phobias and symptoms which tend to 
appear in anxiety or under stress. 


Method 

From the public schools located in the catchment 
area of our university hospital, one elementary school 
(East Ashiya elementary school), one junior and one 
senior high school (Yachigo junior and Onga senior 
high school) were selected. These schools were 
regarded as average for the area. Since 92 per cent of 
boys and 94 per cent of girls enter a senior high school 
in this country (White Paper, 1978), those who 
attended each of these schools can be considered fairly 
unbiased samples representing each age-group of the 
area. 

To examine older adolescents, a teachers' college, | 
the only state college in the catchment area of our 
hospital was selected. The majority of its students 
were of above average performance at high school 
(463 questionnaire returns). First year students of the 
medical school and of the nurses’ school of our 
university were also selected (260 questionnaire 
returns altogether). To counter selection in favour of 
above average performance, a private business college 
which students of below average performance at high 
school could enter, was selected (312 questionnaire 
returns). 
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TABLE I 
List of symptoms investigated 





Marked fear of lightning. 

Fear of going out of doors alone. 

Fear of blushing. - 

Fear of being looked at. 

"When I talk to people, my mouth becomes dry or I 

become aware of a stiffness of tongue (or cheek) and 
find it difficult to continue the conversation” (fear of 
talking). 

6. “Loften feel the urge to go to the toilet when I become 
anxious or tense" (psychogenic frequency of. 
micturition). 

7. Tremulousness of hands. 

8. Often suspicious of some physical disorder. 
Hypochondriacal preoccupation with disease 
(hypochondriasis). 

9. Fainting spells or faintness. 

10. Constriction or a lump in the throat (globus 
hystericus). 
11. Feeling of impending death. 


we 


armia y 





In the quotation marks are word for word translations of 
the original items. In the parentheses are expressions for 


this investigation or in the preceding 6 months, they 
were to mark the corresponding item number. The 
age and the sex of the children, but not the name, 
were asked. The present writers visited the classrooms 
during the questionnaire and answered any questions 
on the items. 

The senior high school and college students were 
studied in the same way, except that the authors did 
not visit them to explain the items as it was considered 
unnecessary. All the school and college subjects 
returned the questionnaire completed. The numbers 
were divided according to sex and age and are shown 
in Table II. 

The following statistical procedures were employed: 


Sex difference in age-specific prevalences 


The significance of the difference between the 
prevalence in boys and that in girls is tested for each 
of the six age divisions by t-test for differences 


TABLE H 
Distribution of subjects by age and sex 











brevity. Other items are expressed by corresponding terms Age in years Boys Girls Total 
ni loyed. 

co RRDA | 1-12 120 108 228 

Fifth and sixth grade children (i.e. 11 years or TES 2 AE hn 
older) of the elementary school and all the children 11 g 230 208 438 
of the junior high school were studied as follows: 19-20 315 275 590 
questionnaires were distributed to all of these children — 5, 54 183 208 391 
by the teachers. They were requested to read the Oe 
questionnaire carefully and if they had and were Total 1290 1210 2500 
troubled by any of the symptoms listed, at the time of Sa A alate 

| TABLE III 


Sex difference in the prevalence and in the age showing maximal prevalence 





Sex difference in 


(A — —————— EBENEN rnt PRI Herr TNI AA ere rre e ripis YI UH TET ITA LA ACH eere PN BU Ari ed rnm AAA LA NINH nd 


1. Marked fear of lightning 

2. Fear of going out of doors alone 

3, Fear of blushing 

4. Fear of being looked at 

5. Fear of talking | 

6, Psychogenic frequency of micturi tion 
.7. Tremulousness of hands 
8. Hypochondriasis 
9, Fainting spells or faintness 






bus hyst 
OIR Feeling of impending death 


Prevalence Age with maximal prevalence* 
F>M 
F>M 
F>M F,M 
(F> M) F, M 
(M>F) 
M >F 
== F,M 
= F,M 
Es FM 
= F,M 


Poe NON ERER E DRILLER Meee RO iy TREO RENE ETE RN EORR RR EE eee Materi rti hber in rt ram e darent mrs emet minen iT nsectetur a ar Pen 


M = F; higher prevalence in boys. 
F> M; higher prevalence in girls. 
== ;no persistent sex difference in prevalence. 


F, M ; girls reach the maximal prevalence at an earlier age than boys. 
* Only for items where the age trends of prevalences are inverted- V shaped. 
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between percentages. Where the difference is fou 
significant, the standard errors of the prevalences 
shown in the graph (Figs 1-3). 


— Persistent sex difference in prevalence 


oP If a certain symptom was more prevalent in on 
c. than in the other throughout all six age divisio 
.. there was a persistent sex difference in adolescen 
^" The probability of obtaining such a result (from 
^ population where there is no sex difference in pre 
: . valence) purely by chance is, by sign test, P = 279 = ^. x 

0.016 (Maxwell, 1961). lf the ae tendency ne Kendall, 1950) for hon and. girls separately and the 

Observed except in the last or first age division, the results w ere com ared (Tabl e HD. 

result was also recorded, but in parentheses (Table III) p 

as the probability is, by sign test, P = 2 = 0.031 

(significant), when it is justified to exclude the first or Results 

the last age division (first as pre-pubertal and the last Age trends of prevalences for item 1-11 are shown 


POS A de mal | dedi as how" de 
; and bos neighbouring prevalences (by 


UA ) 


PREVALENCE 








x žie 3 mas NA DaS o mio PM: 
AGE IN Y E n R $ 


Fic l.—Age trends of phobic symptoms (dotted lines == ; girlé; un- 

broken lines = boys). A; Marked fear of lightning. B; Fear of going 

out of doors alone. C; Fear of blushing. D; Fear of. being I looked at. 
LED INE se nE E; Fear of talking. |— ^. ^ 
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20r 


A! 


PREVALENCE 


AGE 





IN YEARS 


Fic 2.—Age trends of anxiety symptoms (dotted lines = girls; un- 

broken lines = boys) A; Psychogenic frequency of micturition. 

B; Tremulousness of hands. C; Hypochondriasis. D; Fainting 
spells. E; Globus hystericus. F; Feeling of impending death. 


in Figs 1 and 2. Main findings on sex differences are 
summarized in Table HI. 


Sex difference in prevalence 
Psychogenic frequency of micturition and fear of 
- talking are found to be more prevalent in boys and 
Other fears more prevalent in girls. The remaining 
symptoms, mostly related. to anxiety, show no 
persistent sex difference. 


Age trends 


Fear of going out of. doors alone (Item 2) and 
feeling of impending death (Item 11) tend to decrease 
with age. In Items 1, 5 and 6, the maximal prevalence 
is shown by the youngest. or the oldest age groups 
for one or both sexes. The age trends of prevalence i in 
these three items are irregular and in view of the 
possibility of including. random fluctuations, cannot 


be defined from the data obtained. A further study on 


a larger sample or on subjects younger or older than 


those of the present study may be needed to elucidate 
any age trends of these symptoms. 

For the remaining items (3, 4 and 7-10), the 
prevalence reaches its maximum between 13 and 20 
years of age. 


Sex difference in the age showing maximal prevalence 


In items 3, 4 and 7-10, girls reach the maximal 
prevalence earlier than boys i in all of these symptoms 
(shown by ‘F, M’ in Table III). The same tendency is 
more clearly seen in Fig 3 which shows the proportion 
of individuals who have one or more of these symp- 
toms. The proportion reaches the maximum earlier 
and thereafter decreases more rapidly in girls. 


Discussion 
Symptoms which were found more prevalent in 


boys are fear of talking and psychogenic frequency 


of micturition. The functions related to these symp- 
toms, ie. speech and bladder control, show a sex 


O) x 
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Amitriptyline overdosage: 
= . “Lead I of the electrocardiogram taken on admission shows... 
— —- supraventricular tachycardia in the last three complexes of the 
tracing... preceded by nodal rhythm and two ventricular ectopic beats.” 
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While tricyclic antidepressants help relieve depression, they also 
have a number of unwanted side-effects and can be cardiotoxic even at 
therapeutic dosage.’ Cardiac arrhythmia following tricyclic overdosage 
can be fatal?^ 

Norval is as effective as amitriptyline? but does not produce the 
adverse “tricyclic” cardiovascular effects? Therefore Norval may be 


given with confidence even to patients N i 
OfVaà 


with pre-existing heart disease? 
mianserin h 





relieves depression but leaves the heart alone. 
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PREVALENCE (%) 


21-23 


H= =. = T= B- 


AGE iN YEARS 
Fic 3.— Percentage of individuals who have one or more 
symptoms which peak in adolescence. (Items 3, 4 and 
7-10; dotted lines = girls; unbroken lines = boys). 


difference in infancy: development of speech and 
bladder control being slower in boys. These functions 
may be less well controlled in boys than in girls and 
poorly controlled physiological function might be one 
of the factors causing these symptoms. 

On the other hand, fears, except for item 5, were 
found more prevalent in girls, a finding consistent 
with reports in the literature that most phobias are 
more common in women (Marks and Gelder, 1965; 
Agras et al, 1969). This relative fearfulness of girls is 
already apparent in early childhood: marked stranger 
anxiety is more common in girls (Oda et al, 1979). 
Three-year-old girls were found significantly more 
fearful than boys (Richman et al, 1975). 

Twin studies have demonstrated that genetic factors 
play a part in motor speech development (Luchsinger, 
1961; Mittler, 1969), enuresis (Bakwin, 1971), stranger 
anxiety of infancy (Freedman, 1965) and phobic 
fears (Torgersen, 1979). 

Prevalence of most anxiety symptoms demon- 
strated no persistent sex difference, a finding con- 
sistent with reports. in the literature that anxiety 
states occur with equal frequency in both sexes 
(Marks, 1969). 

There are symptoms which peak in adolescence: 
fear of blushing, fear of being looked at and most 
anxiety symptoms. These symptoms peaked in girls 
on average about two years earlier than in boys. 
The onset of anxiety. symptoms may be related to 
some physiological changes occurring in adolescence. 
The maximal height increment occurs at 10 years in 
girls and at 12 years in boys in this country (White 
Paper, 1978). The maximal weight increment occurs 
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| years in girls and at 13 years in boys. The 
‘erence in timing of these changes is similar to those 
ymptoms which peak i in adolescence, 

"he sex difference in prevalence and in time of the 





revalence peak suggest some physiological or 


elopmental factors are necessary or complemen- 
r for the development of these symptoms. The 


writers fully recognize the roles of experiential and 
- -psychological factors, but these may not be a sufficient 


condition for the development of the symptoms. 
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Influences on Maternal Overprotection 


GORDON PARKER and PEN NY LIPSCOMBE 


Summary: While maternal overprotection appears associated with several 
neurotic and psychotic disorders, little is known about determinants of such a 
parental characteristic. Several hypotheses have been tested in a large non- 
clinical sample. Maternal and cultural factors seemed of greater relevance than 
characteristics in the child. Overprotective mothers gave evidence of marked 
maternal preoccupations before having children, of showing a capacity to be 
overprotective after the active stage of mothering, and of having personality 
characteristics of high anxiety, obsessionality and a need to control. Maternal 
overprotection appears associated with low, rather than with high maternal care. 
This has important primary prevention and treatment implications. 


Numerous factor analytic studies (Roe and Siegel- 
man, 1963; Schaefer, 1965) have suggested that 
parental behaviours and attitudes may be viewed as 
having two principal sources. The first clearly appears 
to be a dimension of care while the second (although 
not so readily definable) suggests a dimension of 
psychological control and overprotection. The possi- 
bility that parental overprotection may be a causal 
factor promoting certain neurotic and psychotic 
disorders is being increasingly studied. For instarice, 
Blatt et al (1979) noted from the current literature that 
depressed patients reported their parents as "insensi- 
tive, unavailable, or overly intrusive and unable to 
tolerate their child's autonomy and independence". 
Again, Hirsch and Leff (1975) concluded that eight 
of the better designed studies examining family 
characteristics of schizophrenics suggested that their 
mothers “are more concerned, protective, and 
possibly more intrusive than normal mothers both in 
the current situation and in their attitudes to the 
children before they showed signs of schizophrenia". 
Further, Brown et a/ (1972) showed that schizophrenic 
relapse was significantly more likely if the schizophrenic 
was exposed to high ‘expressed emotion’ in relatives, 
composed principally of critical comments and 
emotional over-involvement. Vaughn and Leff (1976) 
noted that Brown and colleagues found marked 
emotional involvement to be "best characterized by 
excessive anxiety, over-concern or Overprotectiveness 
toward the patient". Vaughn and Leff went on to note 
that at present “we know very little about the forma- 
tion of such attitudes", an issue which we attempt to 
address in this paper. 

Perhaps the most significant attempt to delineate 
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characteristics and possible determinants of maternal 
overprotection was made by Levy (1943) and his 
monograph has since become a classic reference. He 
studied in considerable depth the records of twenty 
mothers with pronounced overprotective attitudes, 
whose children had attended a child guidance clinic 
in New York. Levy held that maternal overprotection 
is expressed by excessive contact (the mother is always 
there’), infantilization (‘she still treats him like a 
baby"), prevention of independent behaviour (‘she won't | 
let him grow up’), together with a lack or excess of 
maternal control (‘the mother being unable to modify 
the child’s behaviour or excessively dominating the 
child’), | 

In speculating on origins of what he considered 
resembled an obsessional neurosis, Levy suggested 
that overprotection might be produced by an unusual, 
or a prolonged period of anticipation (such as a 
consequence of relative sterility or miscarriage), or by 
death-threatening illness in the child, and might be 
promoted through the mother having poor séxual and 
social relationships. Further, he suggested that such 
mothers were predisposed by an ‘affect hunger’, having 
been deprived of parental love in their early childhood. 
Levy regarded the mothers as being ‘highly respon- 
sible’ over their life, as having a strong maternal drive 
(evidenced in earlier years by caring for younger 
siblings), and as tending to marry submissive, stable 
husbands who played little or no authoritative role in 
the life of the child. 

We sought to assess Levy’s formulations (and 
several of our own clinical impressions) in a sample of 
adequate size, and we elected to study a non-clinical 
group initially so that refined hypotheses might be 
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tested subsequently in clinical groups. Further, as it 
appeared more important to study influences on 
maternal overprotection as on-going, rather than as 
time-limited responses to childhood situations, we 
selected mothers whose children had progressed 
beyond childhood and adolescence. We allowed for 
possible contributions by the mother, the child and 
other family members to the appearance of over- 
protective maternal behaviour. We focussed on the 
mother's behaviour to one particular child, rather than 
to her children in general, as it is recognized that 
parents do not behave in the same way to all their 
children (Lewis and Rosenblum, 1974; Rutter, 1975). 


Methods 


Sample selection 


The writers approached 396 students undertaking a 
postgraduate teacher training course and requested 
their participation in several studies. All but 11 
students completed screening questionnaires, and 199 
agreed to take part in the studies. One hundred of 
their mothers were selected randomly for interview, 
but only 75 were included in the final sample as 25 
interviews were refused, or could not be arranged for 
reasons such as geographical distance. 


Sample representativeness 


. The screening instruments sought demographic 
data and included a Parental Bonding Instrument 
(PBI) for each parent. The PBI was developed (Parker, 
Tupling and Brown, 1979) as a self-report scale 
measuring perceived parental care and overprotection. 
The overprotection scale has items suggesting control, 
overprotection, intrusion, excessive contact, infan- 
tilization and prevention of independent behaviour, 
which load high on overprotection, and items sug- 
gesting encouragement of independence, which load 
low on overprotection. More recent work (Parker, 
1981, unpublished) has suggested that the PBI is of 
acceptable validity as a measure of actual, and not 
merely perceived parental characteristics. 

Scores on the PBI returned by the 75 index students 
whose mothers were interviewed were compared with 
those returned. by the remaining 310 students on the 
initial questionnaire. The former group returned a 
mean overprotection score of 14.8 and a mean 
maternal care score of 26.5, while the mean scores for 
the remainder group were 15.2 and 26.7, these scores 
being comparable with data from other non-clinical 
groups. Neither did the two groups differ significantly 
in age of student, ordinal position of student, maternal 
and paternal age, paternal social class or paternal PBI 
scores. 


Sample characteristics 

The mean age of the 75 mothers interviewed was 51 
(range 42-65) years. Compared to the Sydney general 
population, their nationality at birth and their 
religion did not vary significantly, while their social 
class was slightly higher. Eight were currently widowed 
or divorced. The mean age of the index children was 
22.5 years. 


Interview data 


An interview schedule, consisting of open-ended 
and pre-coded questions, together with a number of 
self-report instruments was administered. A translator 
was required, together with translated questionnaires 
(checked by back translation), for four Greek mothers 
and one Italian mother. After obtaining socio- 
demographic details the interviewer assessed the 
family background, education, socialization, work, 
marital, obstetric and sexual history of the mothers. 
Information on the early development of, and the 
mother's involvement with, the index child was 
obtained. 

A number of seif-report scales were included. 
subjects completed a PBI for their own parents to 
determine their earlier parental experiences. Subjects 
were asked also to complete a PBI for themselves, as 
each considered she had related to the index child in 
the first 16 years. They completed the Costello- 
Comrey (1967) trait anxiety scale, designed to measure 
any predisposition to anxious-affective states, and a 
fear survey schedule designed by Marks and Mathews 
(1979) giving separate scores for agoraphobic, social 
phobic, and blood and injury phobias, as well as a 
composite score. 

A dependency measure was given, being derived 
from those 12 items which had the highest factor 
loadings on the 'dependency' scale of the depressive 
experience questionnaire (Blatt ez al, 1975), and having 
face validity as a measure of intensity of needs for care, 
personal closeness and security in affectional bonds. 
A self-report measure, designed by Levine and 
Scotch (1978, unpublished) allocating people along a 
Type A/Type B behavioural dimension, was provided. 
Friedman and Rosenman (1960) described the Type A 
behavioural pattern as being marked by time urgency 
and competitiveness, and some would hold that Type 
A characteristics reflect an expression of anxiety. 

These several measures were included to test the 
personal hypothesis that overprotective maternal 
characteristics reflect an expression of high maternal 
anxiety. Further hypotheses, that overprotective 
maternal characteristics reflect control and obsession- 
ality were tested by two seemingly appropriate 
measures, Rotter (1966) designed a locus of control 
measure which he held determined the degree to which 
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(internal locus) or perceives himself as sensitive tc 


external pressures (external locus), and an abbreviated 
9-item version of Rotter's scale, developed at the > 


School of Psychology at the University of New South 
Wales was given to the subjects. In addition, the 14- 
item Lynfield obsessional/compulsive questionnaire 
(Allen and Tune, 1975) assessing the degree to which 
subjects rate obsessions and compulsions as interfering 
in their daily life, was given. | 

Scales were created to assess each mother's judge- 
ment as to when a child should be allowed by a 
parent to undertake certain independent behavioural 
tasks. Two projective tests involving photographs were 
used, first to determine if mothers judged as over- 
protective by their children in earlier years retained a 
propensity to be overprotective, and secondly to 
determine if certain characteristics (such as illness) in a 
child elicit an overprotection response. The first 
photograph was of a mother holding a young baby, 
both of them radiating health and contentment. The 
second showed a baby with its head shaved, and 
surrounded by a worried looking mother, a doctor and 
a nursing sister. Subjects were asked to imagine 
themselves as the mother in each photograph and 
score their responses to several items allowing five 
different degrees of intensity of response. 


Results 
The data were analysed in two board ways. First, a 
group designated as overprotective was compared 
with other mothers in the sample. Secondly, levels of 
overprotection were correlated against other variables 
for the whole sample. The interviewer (who was blind 
to the PBI scores returned by the students) rated each 


a subject perceives that he controls the environmen 3 
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other, on the basis of attitudes expressed toward the 
dex child during the interview, on overprotection in 





general and on five possible components of over- 
protection (Table I) using five-point scales. Two sub- 
groups of mothers were then formed: 


(a) Overprotective mothers—those 15 mothers who 
scored one standard deviation above the mean 
(more than 22) on the PBI overprotection scale; 

(b) Other mothers—the remaining 60 mothers whose 
children gave them a score of 22 or less on the 
PBI overprotection scale; 

Table I shows that members of the two groups 
could be discriminated on three of the four char- 
acteristics suggested by Levy (1943) as indicating 
overprotection, encouragement of dependency, in- 
fantilization, and excess of maternal control. In 
addition, Levy's suggestion that many overprotective 
mothers show a lack of maternal control is supported 
by the higher indulgence score of the overprotective 
mothers in this study. The two groups could not be 
discriminated on the remaining characteristic, ex- 
cessive contact. Table II shows that the overprotective 
mothers also scored themselves on the PBI as sig- 
nificantly more overprotective than the other mothers. 


Some characteristics of the overprotective mothers 


The mothers in the two groups could not be dis- 
tinguished by age (whether at interview, at marriage, 
or at having the index child), number of siblings, 
ordinal position or paternal social class. They differed 
in country of birth (y? = 18.6, df 4, P <.001, due to 
an over-representation of those born in Mediterranean 
countries (4 Greeks and 2 Italians) in theoverprotective 
group. Overprotective mothers had a lower level of 
education than the other mothers (y? = 6.50, df 2, 


TABLE I 
Rater's scoring of mother at interview compared with her child's view of her 
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Mean score given by rater 





| Overprotective Other 

Characteristic judged by rater mothers mothers AZ 
Mother encouraged dependence X 1.5 3.62** 
Mother infantilized child 2.1 1.9 2.80* 
Mother excessively indulged child 3.0 42.4 2.79* 
Mother excessively controlled child 3.3 2.7. 4.52* 
Mother sought excessive contact with child 2.3 2.2 0.52 
Mother overprotective del impression) 3.5 2.3 3.59** 
N m 15 60. | 
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Rater scored each mother in ignorance of PBI score given by child: two groups of mothers composed on basis of PBI scores. 
Z = Mann-Whitney U test— Wilcoxon Rank Sum Test. 

*P-.01. 
** P « 001. 
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TABLE H . UH 
Characteristics of overprotective and other mothers 














P <.05) and this could be accounted for by the lower 
education of those of Mediterranean birth. The groups 
were alike in the extent to which they had taken up a 
surrogate maternal role to siblings in their childhood, 
but overprotective mothers were somewhat more 
likely (xy? = 4.27, df 2) to have enjoyed such a role. No 
significant differences were found on education, 
employment and socialization variables prior to 
marriage. 

Their judgement of husbands, prior to marriage, as 
independent, supportive or dependable did not 
distinguish the two groups. The overprotective 
mothers were highly likely to state that their main 
reason for marriage was a desire to be a mother 
(y? = 13.07, df 2, P <.01) and at that time they 
intended to have more children than the other 


E. Overprotective Other ar s 
Questionnaire mothers mothers Z | | r 
| PBI: scores by index child — | 
Maternal care | 30.1 31.4 0.8 
l Maternal overprotection 16.5 10.8 
Mother’ 5 elk porns on PBI 
Overprotection 16.5 10.8 | 3.49*** 
Care 30.1 31.3 1.58 
PBI scores by mothers for own parents 
Maternal care 24.4 26.8 1.47 —-0.20* 
Maternal overprotection 15.6 11.3 1.87 +0.32** 
‘Paternal care 24.5 24.2 0.25 — 0.07 
Paternal overprotection 15.1 12.2 0.88 +0.18 
Trait anxiety scale 42.9 33.0 2.76** 40.46*** 
Fear survey schedule 
Agoraphobia sub-scale 3.5 3.1 0.4] +0.04 
Social phobia sub-scale 8.9 7.6 0.71 +0.19* 
Blood and injury sub-scale 8.7 52 2.14* -0.21* 
Total score 21.1 16.0 1.54 --0.20* 
Dependency scale | 53.5 52.2 0.60 +0.14 
Type A/B scale 
Type A score 15.7 13.5 1.47 --0.26* 
Anger out score 3.7 3.3 1.17 -0.25* 
Total score 19.5 16.8 1.63 40.27** 
Locus of control 4.1 3.5 1.16 -0.21* 
Obsessionality 18.1 13.3 1.42 --0.31* 
iia 
»*P«.05. 
** P < Ol. 
*** P e 001. 


mothers (Z == 1.99, P <.05). Their first child was born 
an average of 13 months earlier after marriage than 
the others, and even then they were more likely to 
judge that child as being born later than intended 
(x2 = 5.91, df 2, P = .05), In spite of their intentions 
they had less children (mean 2.9) than the others 
(mean 3.5). 

The groups could not be distinguished by histories 
of several obstetric difficulties prior to the birth of the 
first child, although. this could reflect the rarity of such 
problems in the sample: only 11. acknowledged 
problems in conceiving, 34 had one or more mis- 
carriages, one a stillbirth: and one an abortion. In 
relation to the pregnancy. leading to the index child the 
groups could not be distinguished by remembered 
complications during the pregnancy or during the 
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perinatal period. The overprotective mothers remem- : 
bered a greater sense of responsibility than other- 
mothers on first seeing the index child (y? = 8.03, 
df 2, P <.025), but could not be distihaished. by - 
concerns about coping, or remembered feelings of E 








protection. 


Children of overprotective mothers 

Overprotective mothers did not differ from the 
others in reporting a congenital abnormality in their 
index child (x? 
of one sex (y? = 0.47). 

Again the mothers did not differ in reporting 
episodes of serious illness, operations or accidents 
faced by the child in the first year, or in subsequent 
childhood. There was a trend for the overprotective 
mothers to report their children as more shy and 
timid (Z — 1.9, P — .06), but the mothers could not 
be distinguished in scoring the index child for clumsi- 
ness (Z = 0.35), hesitancy about going to school 
(Z = 1.55) assertiveness (Z = 0.40) and physical 
fraility (Z — 1.15). Overprotective mothers were more 
likely than the others to report their child as having 
problems generally with developmental tasks (y? — 
4.50, df 1, P <.05), and there was a trend for them 
to report the child as slow in learning to feed (y* = 
4.76, df 2) and to dress (x? = 4.92). Delays in toilet 
training, or learning to walk or talk were not sug- 
gested. 


Mothers' scores on the self-report measures 


General associations between overprotection and 
various self-report scores were looked for by per- 
forming simple correlations. Mothers who were 
scored higher on overprotection (PBI) scored them- 
selves higher on trait anxiety, on several sub-scales of 
the Fear Survey Schedule, on Type A characteristics, 
on obsessionality, and as having a more external locus 
of control. They also scored their own mothers as less 
caring and as more overprotective. 

Mothers had been asked to nominate ages at which 
children should master developmental milestones such 
as crawling, walking, talking or establishing continence 
(no difference). They were also asked at what age 
children should be allowed to perform several inde- 


pendent behaviours, and there was a general trend for 


the overprotective to suggest older ages (means 
advanced by one to two years). Specifically the two 
groups of mothers differed significantly in nominating 


ages when a child should be allowed to use a penknife 


(Z = 1.9, P <.05), bath alone without supervision 
(Z = 2.6, P <.05) and go to school without a parent 
(Z = 2.2, P < .05). 


In the projective tests the two groups could be 
distinguished in many of their responses to the 








== 0.33, df 1, N.S.), or in predominance | 
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yhotograph depicting a healthy mother and baby. The 
verprotective mothers were significantly more likely 


to. score themselves as concerned about their capacity 
“asa mother (Z = 2.2, P <.025), to feel that they now 
-had someone with whom to share their world (Z = 


‘P< .01) and to wish to protect the child (Z = 2. 6, 
01). No differences were found or were suggested 
wl hotograph of the ill baby was given. 

“In order to determine study variables most clearly 
associated with maternal overprotection a factor 
analysis was performed and those 48 study variables 
that were associated (or tended to be associated) with 
maternal overprotection scores were entered with those 
scores. The first unrotated factor appeared to reflect a 
maternal overprotection dimension and accounted for 
10.2 per cent of the variance. Variables that loaded 
most strongly (ie. 7.40) on that factor. (and their 
factor loadings) were: maternal trait anxiety (0.67), 
PBI overprotection scored by child (0.63), maternal 
obsessionality (0.61), subject’s scoring of her own 
mother's degree of overprotection (0.58), total Fear 
Survey Schedule score (0,50), subject's scoring of 
her father's degree. of overprotection (0.49), total 
Type A score (0.47), responding to photo of a healthy 
mother and baby by affirming that "there is now 
someone to share her world" (0.47), dependency score 
(0.44), Greek: Orthodox religion (0.42), subjects’ 
scoring of her own mother's degree of caring ( —0.42) 
and reporting the index child as slow in learning to 
wash (0.42). 

Finally, we sought to answer a key question: what 
factors would appear to determine or elicit maternal 
overprotection? While many of the variables con- 
sidered in the preceding analysis could be readily 
conceptualized as possible determinants, other could 
as readily be viewed as no more than expressions or 
features of overprotection. Some 30 of those variables 
were selected on an intuitive basis as worthy of further 
investigation by means of a series of stepwise regression 
analyses. The correlation matrix. was first examined 
for instances of multicollinearity, with several found, 
and redundant variables deleted. | 

The final equation (Table TID contained the best 
predicting variables and the relative contribution by 
each. The four variables were all significant predictors 
and accounted for 36.7 per cent of the variance in 
overprotection scores. (multiple R = +.60, overall 
F ratio = 10.1, P .«.001). Trait anxiety was clearly 
the best predictor, ‘accounting for 21 per cent of the 
variance in overprotection scores. Inspection of the 
scattergram suggested a linear relationship, rather than 
a curvilinear or any other pattern, The other three 
predictors in the total sample (child reported as slow: 
in learning to wash, child reported as having problems 
with developmental milestones, mother born in Greece 
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TABLE Ill 


The final four predictors or possible determinants of maternal overprotection, before and after maternal care scores are added to 
the regression equation 





Regression with maternal 
Final regression care scores addedt 
Independent variable r F ratio Variance F ratio Variance 
Maternal care — .58 37.3 43 Ro tes 
Trait anxiety in mothers 4.46 20.0 21,5 A ** 14.0 10.85,*** 
Child reported as slow in learning 
to wash 4.39 7.1 T.0** 2.9 1.9% 
Child reported as having problems 
with developmental milestones +31 6 4.2%," 6.8 4.9% ** 
Mother born in Greece or Italy 4.36 1 3.99* 5.3 3.695,* 





++p < 001; **P « .01; * P « .05. 
t Multiple R = + .74, overall F ratio = 16.8, P < .001. 


or Italy) accounted for a further 15 per cent of the 
variance in overprotection scores. 

While Levy (1943) suggested that maternal over- 
protection is consistent with excess maternal care, 
scores on the PBI consistently show a negative 
association between parental care and overprotection. 
In the present study PBI care and overprotection 
scores correlated —0.58 (P <.001). The possibility 
existed that the predictors isolated as possible deter- 
minants of overprotection might be predicting low 
maternal care instead. To examine that possibility 
the final regression analysis was repeated with mater- 
nal care scores added as another independent variable, 
so as to partial out any influence of maternal care. 
Table IH shows that while low maternal care scores 
are a highly significant predictor of higher maternal 
overprotection scores, the effect of adding maternal 
care scores merely alters (rather than removing) the 
relevance of the predictor variables. Thus it can be 
stated. with some confidence that the isolated pre- 
dictors predict maternal overprotection and not 
merely low maternal care. 


Discussion 


Several methodological weaknesses of the study 
should be considered. First, we relied in part on 
anamnestic data and it has been shown on numerous 
Occasions (Cox and Rutter, 1976) that reports about 
the.past are subject to inaccuracy and distortion. It is 
also likely that mothers, when questioned about their 
maternal role will tend to report in a favourable 
way. Secondly, our approach of assessing women 
somewhat after the ending of their active maternal 
role could be challenged. Thirdly, we analysed a large 
number of variables, a procedure that allows chance 
to bring about significant results. In defence we would 


state that a large number of variables were investi- 
gated because Levy (1943) had proposed a large 
number of relevant variables. Again, we aimed to 
produce some broad generalizations rather than a 
definitive study of the aetiology of maternal over- 
protection. These could be refined later by replication 
studies in clinical and non-clinical groups. 

In order to assess the degree to which the mothers 
had been overprotective we had the mothers scored 
by their children on the PBI overprotection scale. 
How confident can we be that such scores reflect the 
actual degree of overprotection effected by mothers in 
earlier years? The scale was shown in design studies 
to be of acceptable validity as a measure of perceived 
parental overprotection (Parker, Tupling and Brown, 
1979). Recently significant correlations between 
reported and observed parental characteristics were 
obtained when PBI scores for themselves and each 
other from a target group and their siblings were 
examined (Parker, 1981, unpublished). 

Further, we established in the present study that 
mothers judged by their children as overprotective 
also scored themselves as overprotective, and that the 
children's judgements. of maternal. overprotection 
correlated significantly with overprotection judged 
by a rater. This together with the results from the 
projective tests, suggests that overprotective mothers 
tend to retain a capacity to be overprotective. Con- 
stancy in maternal overprotection. has important 
implications. If it persists (albeit latently) after active 
parenting is completed then attempts to assess 
personality correlations at such a time, rather than 
during the active phase of parenting, are in order. 
Secondly, if some mothers are by personality pre- 
disposed to be overprotective, then the possibility of 
preventive interventions is suggested. — 


Jepression...disturDec 


* 
brand of doxepin 4 * Trade Mark 


lifts depression... 
promotes restful sleep 


E SEDATIVE ANTIDEPRESSANT 
- ONCE NIGHTLY DOSAGE 


indications: depression with or without anxiety. Contraindications: 
glaucoma, urinary retention, hypersensitivity to the drug. Side effects: 
dry mouth and drowsiness are most commonly reported. Precautions: 
Sinequan may potentiate other compounds - e.g. monoamine oxidase 
inhibitors; not recommended in pregnancy or children under 12 years 
age. Dosage: range 30 mg to 300 mg daily in divided doses, up to 100 mg 
may be given as a single dose at night. Packs and Basic N.H.S. Cost: 
10 mg capsules (PL 57/5032), pack of 100, £2.98; 25 mg capsules 

(PL 57/5033), pack of 100, £4.24; 50 mg capsules (PL 57/5034) pack of 
100, £7.01; 75 mg capsules (PL 57/0133). pack of 60, £6.64. 

Full information on request to the Company. 


Pfizer Kass yeas 





R information 


Injection flupent Me Basic NHS Cost 
(a ' ¥ r ’ ié ' en! ¢ TA M 1 toy tr f 1 | | » P 
Dosage and Administration Adults í er tered by deep Depixol-Conc. Injection 
ature f $ y unt ' : Indications j 


* 


4 


Dosage and Administratio 


Transfer of Patients to Depixol; Patient 


* 


1D ! i 


Side Effects ' 
f eral day Children: N 


Transfer of Patients to Depizol-Con 





Lundbeck 

Depot Neuroleptics 
first choice for successful 

rehabilitation 


Particularly suited for those patients manifesting 
first-rank symptoms who are withdrawn, depressed, 
apatnetic or poorly motivated. 


Low. folume concentrate indicated for the treatment 
of more severe or previously drug resistant psychotic 
symptoms. 


dd 


A depot neuroleptic for the treatment of the agitated, 
hostile or suspicious schizophrenic manifesting the 
nuclear symptoms of thought disorder, delusions and 
hallucinations. 


Further inform 
Mm x 4 id IgE CET AIEO H a : rdg Pressaitcesi PW SE 4 0 ver: 


&- cif nications: 


P 


tre 


pinot injection 


N 
$ 
i 
H 
i^ 
$ 
j 
EH 
H 
i 


Further information and data sheet are available from L f 
Lundbeck Limited, Lundbeck House, Hastings Street, Luton, Beds. 





Depression Lifter 






A[ AM E LN 


for T relief of depressive symptoms 
Suet Smith & French Laboratories Limited. Wel nc arden Cty. l rtford hire AL7 1EY db de 











— : Up to date, Levy's study has provided the onl | 
comprehensive theory of maternal overprotection.. 
Our findings support aspects of his theory but differin ^ fir 
allocating the relative contribution by the child and- . th 
the mother, and in proposing some new factors. te 
Despite differing approaches by Levy and ourselves — 
there appears to be broad agreement in judging 
maternal overprotection: we both see it reflected in ^ b: 
encouragement of dependence, and by infantilization 


and control. However, the relevance of excessive 
contact, an ingredient suggested by Levy, remains 
unclear and we would disagree with Levy's view that 
maternal overprotection is synonymous with excessive 
maternal care, on the basis of strong negative asso- 
ciations between PBI care and overprotection scores. 

Theoretically, maternal overprotection might be 
elicited by aspects of the child, factors in the mother, 
or aspects of the interaction between the mother and 
the child. The possibility that child factors may play 
some part in eliciting overprotection is unclear. 
Certainly there was a trend for our overprotective 
mother group to report the index child as shy and 
timid and, in the final regression equation, maternal 
overprotection was associated significantly with 
reporting the child as slow in learning to wash and 
having problems with developmental milestones. 
These findings could be interpreted as suggesting 
that certain childhood characteristics elicit over- 
protection, but equally could be explained by over- 
protective mothers being more observant of, and 
inclined to observe difficulties in, their child. 

In Levy’s study (from a clinic population) there 
were 19 boys and one girl. He accounted for this 
difference by suggesting that a male child enhanced a 
strong maternal drive, and that the “theory of penis 
envy helps to explain reinforcing factors in maternal 
overprotection”. However almost all psychiatric 
disorders in childhood are commoner in boys (Rutter, 
Tizard and Hersov, 1970), while our study of a non- 
clinical population has found no evidence to support 
the view that sex is important here. 

We have found strong evidence that overprotection 
reflects personality characteristics of the-mother. As a 
consequence we propose the following process: that 
certain women are disposed to overprotective mother- 
ing as a consequence of being more anxious, more 
obsessional and more controlling : (whether con- 
stitutionally based or acquired) and that they behave 
to their child as they themselves behave in the world. 
Largely as a consequence of their anxiety they seek 
to protect and control their child as they protect and 
control themselves. While the overprotective mothers 
could not be distinguished from the other mothers in 
nominating ages for children to master developmental 
tasks, they could be clearly distinguished in their 












is 
| control Psi C overprotective e while 
vealing that these characteristics do not emerge from 
'orrect knowledge of child development. 

noted "lack of maternal love" in the family 
«ground of most of his overprotective mothers 





| ‘and he proposed that this created an "affect hunger". 


He argued that women exposed to such privation 
developed an insatiable hunger for love and, in 
seeking gratification through maternity, would induce 
“a relationship of the closest degree". In our study, 
overprotective mothers scored their own mothers as 
less caring and. as more overprotective. Despite the 
strength of these associations, but despite the strength 
of these scores they were not significant predictors in 
the regression analyses and are therefore unlikely to be 
primary causal influences. 

Levy suggested that overprotective mothers tended 
to have weak, submissive marital partners, to have 
been thwarted in their work ambitions and to withdraw 
from social contacts after the birth of the child. In our 
study we were unable to distinguish the partners and 
the social histories. of overprotective mothers clearly. 
However, these examinations were quite superficial. 
We suspect that such factors, if relevant, are more 
likely to be personality correlates, rather than likely 
determinants, of maternal overprotection. 

Levy suggested that overprotective mothers were 
likely to have taken up a surrogate maternal role in 
early childhood by attending to housework and the 
care of siblings. While describing this characteristic as 
“responsible”, Levy concluded that it was evidence of 
strong maternal behaviour from an early age. Our 
study did not demonstrate an early surrogate role in 
the overprotective. mothers, but we did observe a 
trend for overprotective mothers who had been 
required to take such a role also to enjoy it. 

The mothers in this study who were born in Mediter- 
ranean countries were given a mean overprotection 
score of 27.3 (range 20-33) and all but one were 
allocated to the overprotective group. Their number 
was only 8 however and most required translated 
questionnaires. Nevertheless, in a subsequent study 
(Parker and Lipscombe, 1979) we established that 
Greek girls, but not boys, perceive both parents as 
distinctly overprotective. 

Levy proposed. a theory of overprotection: that it 
occurred in women. who were ‘naturally maternal’ 
(ie. had a strong maternal drive) and that it was 
evidenced in their childhood. Our findings strongly 
support his suggestion of a strong maternal drive, but 
one which is altered by the responsibilities of child 
care. Our overprotective mothers sought marriage to 
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have children, intended to have more children in 
marriage, and both wanted and had a first child early 
in marriage. Despite all this they appeared to experi- 
-ence greater doubts about their maternal capacities, 
whether in relation to their own child or to a neutral 
stimulus as shown by their responses to the photo- 
graph of a healthy child. They reported a greater sense 
of responsibility on first seeing the index child and in 
the end they had less children. 

Levy’s theory or maternal overprotection pre- 
supposed a constitutionally maternal personality 
exposed to certain psychological forces. It is our 
speculation that the potentially overprotective mother 
can be identified more by personality characteristics of 
high anxiety, obsessionality and need for control, 
which find expression in wishing to take up socially 
desirable or responsible roles such as marriage and 
. motherhood. Doing the right thing does not make 
motherhood any easier or satisfying, and the mothers' 
concerns and doubts about their maternal capacities 
may contribute, with other factors, to having fewer 
children. Our impression that certain women are more 
likely, as a consequence of ongoing personality 
characteristics, to take up an overprotective maternal 
role requires verification. If correct, it suggests that 
potentially overprotective mothers could be identified 
prior to maternity, with the possibility of personality 
modification and implications for prevention of 
mental ill-health in such mothers and their children. 

In the introduction attention was drawn to the 
statement. by Vaughn and Leff (1976) that marked 
emotional involvement (as assessed in relatives toward 
schizophrenics} was “best characterized by excessive 
anxiety, over-concern and overprotectiveness". Find- 
ings from the present study support the linking of those 
characteristics and suggest that there may be some 
benefit in examining the relevance of anxiety to 
expressed emotion in the parents of schizophrenics. 
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Comparison of Clients Assigned to In-patient and Out-patient 
Treatment for Alcoholism and Drug Addiction 


HARVEY A. SKINNER 


Summary: This study examined characteristics of 296 alcohol and/or drug 
abuse clients assigned to either (1) in-patient programmes, (2) out-patient 
programmes, or (3) a lower cost primary care alternative. Multivariate analysis 
indicated that clients admitted for in-patient care reported greater alcohol 
consumption and associated problems, fewer community supports and more 
severe symptoms such as depression and anxiety. They tended to be more frank 
about their problems while defence mechanisms were more apparent in clients 
admitted to out-patient and primary care programmes. In general, out-patients 
ahd more favourable prognostic indicators, such as higher social stability and 
lower level of alcoholic involvement. The differences among treatment pro- 
grammes were along quantitative dimensions of problem severity. In particular, 
the alcohol dependence syndrome was a major discriminating dimension. 


What factors determine whether a client is attracted 
to and is offered out-patient or in-patient treatment for 
alcohol/drug abuse? This issue has become increas- 
ingly relevant with the current emphasis upon less 
intensive and more economical treatment (Edwards 
and Orford, 1977). By examining the characteristics 
of populations that enter alternative programmes, 
light may be shed on the treatment assignment 
process. 

Kern et al (1978) compared in-patients in a public 
hospital, out-patients voluntarily receiving psycho- 
therapy, and clients who were ordered by the court 
to undergo out-patient therapy as a result of two or 
more arrests for driving while intoxicated. The most 
important finding was that the three groups could be 
arranged along a continuum of alcohol-related 
problems; the in-patients reported the most severe 
and the court-remanded clients had the least severe 
problems. Possible explanations were that the court- 
remanded clients were denying the extent of their 
drinking, or were at an earlier stage of alcoholism. 

Pattison et al (1973) found a continuum of decreas- 
ing social competence among clients of a hospital, an 
out-patient clinic, a halfway house and a police work 
centre. They concluded that the four treatment facili- 
ties tended to cater for different populations of alco- 
holics. A similar conclusion was reached by Cronkite 
and Moos (1978) in their study of five treatment pro- 
grammes; they found that a composite variable, 
termed social background (age, sex, marital status, 


ethnic group, education), was an important deter- 
minant of the type of programme a client entered. 
Although the distribution of clients on this complex 
variable was not presented, data from an earlier study 
on these samples (Bromet ef al, 1976) suggested that 
the programmes could be ranked on a continuum. 
Several studies have found that social class interacts 
with the treatment programme that alcoholic clients 
enter (Edwards et al, 1974; Schmidt et al, 1968) and 
English and Curtin (1975) found that clients at three 
in-patients’ programmes (V.A. Hospital, a state 
hospital and a halfway house) could be differentiated 
by the MMPI test along two dimensions of anxiety 
and self-esteem. 

A rigorous comparison of client characteristics 
across different treatment settings is hampered by a 
large number of confounding variables that could 
account for observed differences; therefore another 
approach is to examine clients who make use of 
alcoholism treatment services within a given com- 
munity. Delahaye (1977) studied clients at various 
treatment agencies in Manchester, England. These 
agencies ranged from a specialized residential unit for 
alcoholism, to more general facilities at public: and. 
mental hospitals. He found that private patients 


. were older and of higher social class and social 
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stability. Alcoholics Anonymous in Manchester saw 
clients of a higher social class than other agencies 
except for private psychiatrists; an Information 
Centre tended to receive younger clients who were at 


an earlier stage of problem drinking. Althoug i 
-Delahaye identified clear differences between the client 
„groups at each separate agency, variations among 
“treatment. approaches at each agency were less well 
defined. If, in fact, agencies are offering more or. less 
.the same treatment, what factors attract clients. to 
 oneservice rather than another? 









In the present study clients at a specialized treatment | 


centre for alcohol and drug-related problems were 
examined. The sample was relatively unusual both in 
the range of treatment services offered and in the 
extent of assessment information collected on all 
clients. In particular, differences were examined 
among clients assigned to in-patient programmes, out- 
patient programmes and a lower cost primary care 
alternative. Multivariate comparisons were conducted 
using alcohol-related measures, demographic vari- 
‘ables, cognitive abilities, personality characteristics 
and measures of psychopathology. Following Skinner 
et al (1981), it was hypothesized that observed differ- 
ences among clients would be of degree not kind. 


Method 
Subjects 


The total sample consisted of 296 clients, of whom 
76 per cent were male. The average age was 33.7 
(+12.0) years with a range of 14 to 66. years. The 
clients had been drinking for an- average of 16.7 
(+ 10.0) years and in the past two months 55 per cent 
drank daily, 18 per cent in binges, 10 per cent at 
weekends, 12 per cent occasionally and 5 per cent 
were abstinent. With respect to substance of abuse, 
64 per cent were referred for alcohol-related problems, 
18 per cent for drug abuse and 18 per cent for mixed 
alcohol-drug problems. The civil status was single 
(41 per cent), separated (21 per cent), married (20 per 
cent), divorced (12 per cent) and cohabiting (5 per 
cent). The majority of clients (63 per cent) had their 
own apartment or house. All clients were ambulatory 
and had completed a comprehensive two-day assess- 
ment programme before being assigned to treatment. 
The population at the Clinical Institute is not neces- 
sarily representative of all individuals with alcohol- 
related problems in the Toronto area. 


Treatment programmes 


Clients were compared across three broad treatment 
categories: 

I. In-patient care (n = 112) consisted of two 
programmes. The first was a relatively traditional in- 
. patient service consisting of group therapy, vocational 
» rehabilitation, recreation and relaxation training. The 
"second programme accepted younger clients with 
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alcohol drug problems. This programme had a 
joural orientation and used group contingency 
gement techniques. 

‘Qut-patient care (n = 119) consisted of indivi- 
ual, group, family and marital psychotherapy and 
tion training. The vocational rehabilitation 
ne consisted of skills assessment, job search 
's and leisure counselling. 

imary care (n — 65) provided supportive 


| counselling and help with practical details. In contrast 


to out-patient individual psychotherapy (median 
session length = $$ minutes), primary care involved 
briefer sessions (median = 32 minutes) and focussed 
upon general issues of concern to the client. Primary 
care is seen as a lower cost basic level of care that 
may be offered to all clients. Primary care therapists 
are generally paraprofessional staff. 


Materials 


- All clients were tested by trained assessors on the 
following: 


1. Alcohol-related measures: All clients completed a 
self-administered version of the Michigan Alcoholism 
Screening Test, or MAST (Selzer, 1971), The 25 items 
of the MAST span various problems associated with 
drinking, including its medical, social, intrapersonal 
and legal consequences, In an evaluation of the MAST 
with this clinical population, Skinner (1979) found it 
to be highly reliable, relatively free from response-style 
biases such as denial, and a meaningful predictor of 
psychopathology. The alcohol use inventory (AUD) 
was developed to provide a differential assessment 
model for alcoholism (Horn et al, 1974). The 16 
primary order scales used in this study cover three 
distinct areas: styles of alcohol use, symptoms or 
unfavourable consequences of drinking and the 
perceived benefits of drinking. A multivariate com- 
parison of the MAST and AUI has been conducted 
in this clinical population (Skinner, 1978). The AUI is 
a useful complement to the MAST in that the 16 AUI 
scales provide more detailed information on relevant 
problem areas. Finally, the client's lifetime drinking 
years, lifetime total. number of drinks and present 
daily consumption were assessed by the lifetime drink- 
ing history (Skinner, unpublished text) This struc- 
tured interview is patterned after Rohan (1976) and 
yields see i ga of an individual's alcohol 
consumption patterns. . ` 

2. Demographic and previous treatment. variables: 
These were assessed by a structured interview and 
included: (1) age; (2) sex; (3) years of education; 
(4) social stability, a. composite index derived from 
seven items relating to family contact, accommodation, 
work record and legal status (Skinner, 1980); (5) prob- 
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lems with drug abuse (no, sometimes, yes); (6) total 
months spent in residential treatment for alcoholism 
in past five years; (7) number of occasions that 
treatment was sought for alcoholism in past five years; 
and (8) whether the client had attended regular meet- 
ings of Alcoholics Anonymous. 

3. Validity scales: The three response style measures 
included (1) the denial scale, which taps an indivi- 
dual’s tendency to be defensive and minimize problems 
(Jackson, unpublished text); (2) the desirability scale, 
which assesses the extent to which one presents an 
over-favourable or socially desirable picture of oneself 
(Jackson, 1974); and (3) the infrequency scale, which 
identified clients who either did not understand the 
items or were responding carelessly (Jackson, 1974). 


4. Intellectual abilities and neuropsychological tests: 
Five tests were administered. First, the WRAT 
reading ability scale (Jastak and Jastak, 1965) provides 
a measure of the client's word recognition ability. 
The client's verbal ability was estimated by a group- 
administered version of the WAIS vocabulary sub- 
scale (Wechsler, 1955). Next, a measure of general 
ability and abstract reasoning was provided by the 
standard progressive matrices (Raven, 1960). The 
Benton visual retention test (Benton, 1974) measured 
visual memory, concentration and spatial organiza- 
tion, and the WAIS digit symbol, particularly sensitive 
to brain damage (Lezak, 1976), was used to identify 
cases where organic impairment was suspected. 


5. Personality characteristics: All clients completed 
eight scales from the Personality Research Form 
(Jackson, 1974): abasement, achievement, affiliation, 
aggression, autonomy, impulsivity, succorance and 
understanding. These scales were developed according 
to. a construct validation paradigm (Jackson, 1971), 
and measure personality characteristics within the 
normal range of functioning. Also, clients were 
administered the locus of control instrument developed 
by Rotter (1966). This instrument is based on a general 
behavioural expectancy that differentiates individuals 
according to an internal or external orientation. 


6. Psychopathology: The Basic Personality Inven- 
tory or BPI, (Jackson, unpublished text) was designed 
to assess various facets of abnormal behaviour. The 
BPI yields 11 content scales, including depression 
(despondent, feels inadequate), anxiety (easily scared, 
afraid of novelty) and interpersonal problems (unco- 
operative, easily annoyed) and assesses relatively 
enduring predispositions or traits. In contrast, clients 
were also given a state measure of anxiety (Endler and 
Okada, 1975). 

Finally, all clients completed the schedule of recent 
events (Holmes and Rahe, 1967) which assesses life- 
event stress during the past year. 


Analyses 

Multiple discriminant analysis (Cooley and Lohnes, 
1971) was used as the principal technique for compar- 
ing clients in the three treatment categories. This 
multivariate procedure derives weighted linear com- 
binations of variables that optimally differentiate 
among the three treatment groups. An advantage of 
this method over repeated univariate comparisons is 
that it takes into account correlations among the 
dependent variables; because assessment information 
was used in part as a basis for assigning clients to 
treatment, the significance tests must be interpreted 
only for their descriptive power. That is, these tests are 
only useful for describing the extent to which clients 
are being differentially screened for one class of 
programme versus another. Causal inferences may 
not be drawn because the assumption of independent 
random samples had been violated. 


Results 


The salient findings are highlighted for each of the 
six assessment domains in Figs 1 to 6 respectively. 
One discriminant function was significant at the 1 in 
a 100 level for each comparison, except for the 
validity scales where two dimensions were retained. 
In each Figure the location or centroid of the in- 
patient, out-patient and primary care programmes 
are given on the discriminant function. This function 
represents the optimal linear combination of variables 
for distinguishing among ihe three treatment pro- 
grammes, The variables which are most powerful in 
making this discrimination (Table I) are depicted in 
the appropriate Figure. The discriminant function 
weights, structure coefficients and univariate F ratios 
are given on a sheet (available by writing to the 
author). 

1. Alcohol related measures: The most prominent 
scales on this dimension (Fig 1) were the MAST, 
present daily average consumption of alcohol, and 
several scales from the Alcohol Use Inventory in- 
cluding social role maladaption, obsessive-compulsive 
drinking, psychoperceptual withdrawal (delirium) and 
psychophysical withdrawal (hangover). This dimen- 
sion of general alcoholism or alcohol dependence 
ordered the three treatment programmes according 
to severity of symptoms. That is, clients assigned to 
the in-patient programme tended to experience more 
severe withdrawal symptoms, drank in a compulsive 
style, reported loss of control when drinking, had a 
greater daily consumption of alcohol and had more 
often sought help for drinking problems. This 
differentiation is quite evident on the MAST where 
the group averages and standard deviations were: out- 
patient 22.4 (+ 12.6), primary care 27.0 (x 14.0) and . 
in-patient 30.6 (+ 10,7). ss i 


TABLE I 


Discriminating power of each measure 
(Univariate F Ratios: * P < .01) 





1. Alcohol Related Measures 


Alcohol Use Inventory 
. Social benefit 














1 ; 
2. Mental benefit ; 
3. Gregarious style ; 
4, Obsessive-compulsive : 
5. Sustained drinking ; 
6. Post drinking guilt f 
7. Change mood 7:55* 
8. Prior help 8.70* 
9.. Loss of control 9.92* 
10. Social maladaptation 18,99* 
11. Withdrawal —DTs 13,34* 
12. Withdrawal—hangover 9.88* 
13. Drug use |. 2.18 
14. Daily quantity 9,34* 
15. Marital problems | 0.11 
16, Marital conflict 0.49 
MAST 12.96* 
Lifetime drinking years 0.16 
Lifetime drinking total 8.09* 
Présent daily consumption : 12.10* 
oH, Assessment Validity Scales F ratio 
~ Denial 5.73" 
Social desirability 20.41* 
Carelessness (infrequency) z 2.39 
HL Demographic Variables F ratio 
Age : | .99 
Sex (1 M, 2 = F) 0 © uU 1.13 
Education (years) i 10.29* 
Social stability | 45,09" 
+ Drug problems. pedo 1.60 
Time in treatment | 4.70* 
Number previous treatments | 5.30* 
oe Attended AA (0 = No, 1 = = Yes) 1.93 
IV. Intellectual Abilities F ratio 
| Reading level (WRAT) 10.76* 
Verbal ability (WAITS) 13.21* 
Abstract reasoning (Ravens) .9,31*. 
Digit symbols (WAIS) - PR 3.89 . 
Benton visual retention test : 1.60. 
V. Personality Characteristics «— |.  Fratio 
Abasement m “2 2.77 
Achievement | » "-——— 2.27 
Affiliation 3.04 © 
Aggression 2.48 
. Autonomy 0.46 
-= inpulsivity A qa TS 14.55*- 
Succorance E m 1.61 
Understanding 3.06 
2. 


^. Locus of control 
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aoe!) 





su ures of Poclepatholoy F ratio 


Self depreciation 
Deviation - 

State anxiety 
SRRS : 





ALCOHOL RELATED PROBLEMS 


social maladaption 


withdrawal symptoms 
obsessive-compulsive drinking 
alcohol involvement (MAST) 
daily alcohol consumption 
loss.of control. 
prior help for drinking 





higher - 


Inpatient 


Primary Care 


Outpatient 


lower B. —— 





Fic 1.—Discriminant function based on alcohol related 
measures. 
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higher 








DENIAL 


inpatient 


lower 
lower 


Primary Care 


Response Biases 


. Qutpatient 






higher 


SOCIAL DESIRABILITY 


. Fio 2.— Two discriminant functions based on assessment validity scales. 


DEMOGRAPHIC 


social stability 


education. 





higher | 
Outpatient 


Primary Care 


| inpatient 


lower $ 





Fic 3. -Disctiminant. function based on demographic 
variables. 


2. Assessment validity scales: In Fig 2, the most 
powerful discriminators were social desirability on 
the first axis and denial on the second discriminant 
function. Some interesting differences are evident with 
respect to the assessment validity scales: First, the 
primary care clients exhibited a stronger tendency to 
be defensive and minimize problems, possibly because 
they had been screened from the more costly inter- 
ventions by being less frank about their symptoms and 
drinking problems. Second, the out-patient group 
was higher on social desirability, that is, a tendency to 
present a favourable picture of. oneself. This could 
reflect a higher level of self-esteem among these clients, 
as well as a tendency to distort their self description in 
the direction of behaviours judged to-be socially 
desirable. In contrast to primary care and out- 
patient clients, the in-patients as a group tended to 
give the most candid self descriptions. E 

3: Demographic variables: The social stability index 
and years in education. were the: principal. discrimin- . 


ators in Fig 3. The out-patient group was higher on . 
social stability (Skinner, 1981) which is a composite 


index that considers present accommodation, family 
contact, work record and legal status. Also, out- 
patients tended to be better educated. These differ- 
ences are not surprising since social stability is an 
unporan consideration when assigning clients to out- 





INTELLECTUAL ABILITY - 


verbal ability RT 
abstract reasoning | 





visual- motor coordination 





higher : | 
Outpatient 
Inpatient | 
Primary Care 
lower 


Fic 4.—Discriminant function based on intellectual 
abilities and neuropsychological tests. 


patient care. Research indicates that a reasonable 
level of community support is necessary to sustain 
treatment on an out-patient basis (Baekeland, 1977). 
There were no systematic age or sex differences across 
programmes. 

4. Intellectual abilities and neuropsychological tests: 
In Fig 4 the vocabulary subscale of the WAITS, reading 
ability and standard progressive matrices were key 
discriminators. With respect to intellectual ability, the 
out-patient clients were clearly higher than either the 
in-patient or primary care groups. Also, the out- 
patient group performed somewhat better on the 


neuropsychological tests. Thus, clients streamed to _ 


out-patient programmes tended to be. more intelligent 


. . and less deteriorated on testing. 
5. Personality characteristics: Gasa there were 
few differences in personality characteristics across the 


three groups. However, impulsivity was an important 
discriminator (Fig 5) with the in-patient group 
reporting a greater tendency to act on the spur of the 
moment and engage in reckless behaviour. 

6. Measures of psychopathology: The important 


variables (Fig 6) were persecutory ideas, anxiety, self. 
depreciation, hypochondriasis and thought disorder. 
^ — The in-patient clients reported a more severe level of 


symptoms on several indices of psychopathology. 
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PERSONALITY 


| impulsivity 





higher Ba inpatient 


Outpatient 
Primary Care 


lower 





Fic 5.—Discriminant function based on personality 
characteristics. 


That is, they tended to be more suspicious of others, 
experienced generalized symptoms of anxiety and 
depression, were more preoccupied with bodily 
functions and somatic complaints, and reported more 
cognitive disorders (memory lapses, confusion). 

The dimensions depicted in the Figures represent 
optimal functions for discriminating among the three 
treatment programmes, Although the group mean 
profiles (centroids) were distinct, overlap was evident 
among the distribution of clients in each programme. 
That is, on the basis of the discriminant function 
scores one may compute an estimate of an individual's 


„membership in each of the three treatment pro- 


grammes. (Cooley and. Lohnes, 1971). Then the 
individual may be assigned (predicted group member- 


'ship) to the programme with the highest probability. 


A comparison of actual group membership with 
predicted membership provides a convenient summary 
of the differentiating power of the assessment meas- 
ures. Table II lists the percentage of correctly classified 
individuals in the three treatment programmes. For 
in-patient and out-patient clients, approximately 
two-thirds were correctly classified. In contrast; a 
large majority of the primary care clients were mis- 
classified. to either the out-patient - or in-patient 
groups. Thus, the primary care group is heterogeneous 
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with a proportion resembling clients in the in-patient 
and out-patient programmes. 


Discussion 
It is clear that clients streamed into the in-patient 
programmes tended to be more deviant in several 
respects; they reported greater alcohol consumption 
and more problems associated with drinking, they had 
fewer community Supports and were less socially 


PSYCHOPATHOLOGY 


persecutory ideas 
depression /anxiety 


hypochondriasis 
thought disorder 





higher 
Inpatient 
Primary Care 
Outpatient 
lower 


Fic 6.—Discriminant function based on measures of 











stable and they tended to experience a more severe 
range of symptoms related to psychopathology such 
as depression and anxiety. In brief, in-patient clients 
were more maladjusted.” lowever, it is interesting tc 
note that in-patients tended to be more frank about 
admitting to symptoms and problems. Defense 
mechanisms tended to be more marked. among clients 
streamed into the out-patient and primary care 
programmes. In general, the out-patient clients tended 
to have more favourable prognostic indicators 
(Baekeland, 1977), such as social stability and lower 
level of alcoholic involvement. | 

Differences existed among clients streamed into 
alternative treatment programmes. Nevertheless, 
these differences were of degree not kind (Skinner et al, 
1981). The treatment programmes in this study may be 
ordered along several dimensions, such as level of 
alcohol dependence, social competence, social class 
and psychopathology. Although the groups may be 
ordered along various health-pathology dimensions, 
overlap among clients in these programmes was 
evident (Table II). 

The alcohol related measures that define Fig 1 have 
a pronounced similarity to the alcohol dependence 
syndrome (Edwards and Gross, 1976; Edwards et al, 
1977). This syndrome is characterized by a “narrowing 
in the repertoire of drinking behaviour, salience of 
drink-seeking behaviour,- increased tolerance of 
alcohol, repeated withdrawal symptoms, . . . subjective 
awareness. of a compulsion to drink" (Edwards and 
Gross, 1976). There are degrees of severity of the 
alcohol.dependence syndrome. The data in Fig 1 
provide clear support for the existence of this syn- 
drome. High scorers on this dimension reported a 
compulsive drinking style and loss of behavioural 
control when drinking. Daily average consumption 
was at larger doses and withdrawal symptoms were 
frequently experienced. Clients assigned to in-patient 











. psychopathology. treatment programmes were at a more advanced level 
TABLE II 
Summary of classification results 
F : Percentage correctly classified 
Wilks —— | VET mse WORSE j 
Lambda Inpatient Outpatient Primary care Total 
Nn prede eeu E age 6% . 614 BA O 58 — 
ssessment valid .83* 65% 64% 1% 538% 
| | . 74* 71% 72%, owe e 58K 
4. Intellectual abilities and is. er er OS A 
 neuropsychological tests | .90* 7095. ^. ; 65% — aa 537, 
5, Personality characteristics .86* 68955 — 6575  -. 12% tar « SOY 
6. Measures of psychopathology Zu 66% E: A 00.995 5. 7 V 3576 





T P. « .001. Wilks Lambda. provides a multivariate statistical test for the dücriminating power of the dependent n measures. 


= questions. For example, why do clients with 1 


of alcohol dependence, followed by primary car 


. clients; with out-patient clients at the lower end of 2 ee 
_ the continuum. | us: 
Given a comprehensive description of clients in. 


different programmes, there are certain fundai 


^ severe symptoms and problems related to alc 
.. abuse tend to be found in the more costly in-patie n 


programmes? Since these clients have poorer prog- 
nostic indicators (e.g. low social stability, chronic — 


history of alcohol abuse), a lower cost basic care 
treatment. may yield comparable outcomes to more 
intensive treatment programmes . (Edwards and 
Orford, 1977). Currently, there is a tendency for in- 
patient programmes to offer a range of treatments 
consisting of medical care, group and/or individual 
counselling, educational sessions and recreational 
activities, and clients are encouraged to participate in 
all aspects of the programme. However, a more 
efficient and potentially more effective approach is 
'to match a client's presenting problems with the most 
appropriate intervention (Glaser, 1980). The issue 
of residential care (in-patient, halfway house) would 
be considered to be independent of any specific 
> medical and/or psychosocial intervention. Descriptive 
research, such as the present study, provides a useful 
reference point for planning the efficient use of health 
care resources. 
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A Sex Difference in the S ; 
A Single Cycle for M 
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Summary: The naked seasonal fluctuation in suicide rates observed by Durk- 
heim appears to be diminishing, and in some cases, to have vanished. In this study, 
suicide data in Britain from 1958 to 1974 were studied by auto-correlational 
methods. A cyclical variation was found for both men and women. Men showed a 
single twelve monthly cycle whereas women showed two cycles. No explanation 
for this difference is immediately apparent. 


In his monumental study, Durkheim was able to 
show that in Prussia, Italy and France the incidence of 
suicide rose steadily during the year to reach its peak 
in June, before falling away to a trough in December. 


|^, Since this cyclical pattern appeared in countries with 


different climates he concluded that it was independent 
of temperature. 

The nineteenth century pattern, however, appears 
to be changing. The extent of the variation has 
diminished and the peak occurs earlier in the year 
(Dublin, 1963), The almost perfect sinusoidal fluctu- 
ation of monthly suicide rates observed by Durkheim 
was not seen, for example, in 1966-1968 figures from 
Denmark (Bolander, 1972) nor was it observed in a 
study of New York for 1966-1967 (Lester, 1971). 
Nevertheless, the latter author was able to show 
significant peaks in May and October. Eastwood and 


c Peacocke (1976) also found spring and autumn peaks 
:5. in Ontario. No significant peaks, however, were found 
^ in a study of North Carolina which covered the years 


1965-1971 (Zung et al, 1974). 

This study concerns our attempt to discover whether 
a phasic variation of monthly suicice rates in Britain 
still occurs. We have used methods not generally 
applied in previous studies of this subject, many of 
which have used analyses of the significance of isolated 
peaks or troughs. A significant peak, however, may 
arise from a monthly pattern which is quite different 
to the rhythmic waxing and waning observed by 
Durkheim. Auto-correlation between months, which 
is used in this case, tests for thé presence of the latter 
pattern. Secondly, we have considered the possibility 
that there may be differences between men and women 


^ in their patterns of suicidal behaviour. We do not 


believe that the latter question has been previously 


addressed, at least in a detailed manner. The question, 
however, is a relevant one. Rhythmic patterns of 
suicidal behaviour may have biological determinants 
which are not the same in both sexes. 


Methods 


Monthly suicide data for the years 1958-1974 
inclusive were provided by the Office of Population 
Censuses and Surveys (England and Wales). A daily 
mean suicide incidence was calculated for each 
month, and a two-way analysis of variance (Armitage, 
1971) was performed to determine the contribution of 
between month variance to the total variance. 

The xy? test was also used to assess the significance 
of variations in monthly suicide incidence for males 
and females independently. In addition, a 2x 12 con- 
tingency table of male and female suicide incidence 
totalled for each month over 17 years was analysed by 
X* to determine if the monthly pattern differed 
between males and females. 

The data were arranged asa sequential chronological 
record and regarded as a discretely sampled time series 
(Jenkins and Watts, 1968). To assess the significance 
and nature of the apparent cyclic variations, auto- 
correlation analysis was used. Firstly, linear trends in 
the records were removed by fitting a least squares 
linear regression and subtracting the linear components 
from the data. The residuals so obtained were 


smoothed using a moving 3 point average and the 
auto-correlation function Gens and Watts, 1968) 


calculated. 
Tex (k) a: Cxx(k) 
| Cxx (0) E 
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where c,, (k) is the auto-covariance estimate of a 
discrete time series given by: 

Cyr (k) = E 
N t=] 


(XX) (aX) k = 0,1....N-1 


where N is the total number of observations, and x, 
represents the value of the series at time t, x,,, the 
value at a lag time k after x, and X the mean value of 
the series. — 

The auto-correlation function (ACF) may be used 
to analyse periodic signals occurring in a time series 
containing random variation. If the suicide data have 
significant periodic fluctuations which recur at some 
interval ‘x’, then the ACF will show maxima at 
k = tänd integral multiples of t. 

All computations were performed on a PDP-8e 
computer using programmes written in Basic based 
on standard mathematical functions for analysis of 
variance (Armitage, 1971), linear regression (Armi- 
tage, 1971) and auto-correlation (Jenkins and Watts, 
1968). 

In order to determine the frequencies of the peaks 
Observed in the data ànd the ACF's, a least squares fit 
to the multiple periodic model: 


m 
y. X (A,cosco;t + B, sino; t) + e 
i] 


was performed using a computer programme des- 
cribed by Bloomfield (1976). The programme was 
written in Fortran and run on a Cyber 73 Computer. 
Initial estimates of the frequencies were obtained by 
counting the peaks for a known time period. 


Results 


Inspection of the sequential plots of the suicide 
data for males and females (Fig 1) reveals apparent 
cyclic variations of suicide incidence superimposed 
onalong-term decrease in incidence as well as random 
variation. 

. The. monthly averages of suicide incidence over the 
17 years are shown in Fig 2. For males, there is a peak 
incidence. in April-May. For females there appear 
to be two peaks, the first in March-April and the 
second in October-November. 
"Ehe significance of these monthly variations was 
assessed by two-way analysis of variance (Table and by 
i the Chi? test. For both males and females the between 





variance ida that the Belween month variation. 


is much larger than could be accounted for by random 
variation. 

It was also apparent that the monthly incidence of 

both male (x? = 262.5, df = 11, P <.0001) and 
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Fic 1.—Incidence of suicide plotted each month over 17 
consecutive years. 
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Fic 2.—Monthly averages of suicide incidence over 17 
years. 


female (y? = 168.6, df = 11, P <.0001) suicides 
differed very significantly from equal: monthly 
incidence. | 

In order to test the apparent difference in monthly 
pattern of suicides between males and females (Fig 2) 
a x? test was performed on a 2x12 contingency . 
table constructed for suicides for males and. females 
totalled for each month over 17 years. This revealed 
that there was a highly. significant difference in the 
monthly pattern of suicide. between 1 the. sexes (y? = 
103.8, df = 11, P «.0001). : | 

In addition, the analysis of variance. e contio that 
there was a significant between year effect also. 
This appeared to be due to a. falling suicide incidence 
over the period of the study. This was confirmed by 
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Analysis of variance of 


squares 


^. Males 
Row (years) 
Column (months) 53.7 11 
Residual —— 60.1. 176 
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ion in suicide incidence 








Total 


Females 


Row (years) 
Column (months) 22.1 11 
Residual 44.1... 176 





. Total 188.8 |. . 203 


the. siéificunt linear regressions of suicide incidence 
against time for males (Y = 9.28-0.017X, r = —0. 761, 
df. —.202, P. <.001) and for females (Y. = 6.52- 
0.010X, r = —0.646, P < 001), where Y was the 
suicide incidence per day and X.the time in months. 
The trend in males appeared to be a linear. decline 


whereas that for females showed a non-linear change 


with a peak i in the mid sixties. These findings confirm 
what is already well known (e.g. Adelstein and 
Mardon, 1975). 


Auto-correlation function. 
Plots of the auto-correlation friction are as shown 


- jn Figs 3 and 4. For males, there was a striking single 


AS cu in the ACF at 12 months and Heg) multiples 


AUTOCORREL ATION 


ao For females, there was a clear but less 
dramatic peak in the ACF. A large peak occurred at 
12 months and a smaller. second peak at near 6 
months with Tepetitions of both at » monthly inter- 
vals. — 


Periodicities « a2 | 

The suicide incidence series s for. males was fitted to 
a single sinusoid with a frequency which was found to 
be 0,519 corresponding toa period: of 12.1 months. 
Fitting a second. higher frequency component pro- 
duced no change in the residual sum of squares. 
Similarly, for the male ACF a single frequency of 
0.520 corresponding to a period of 12.1 months fitted 
the series Closely," 
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Fic 4.—Plots of auto-correlation function for female suicide incidence. 


For the female suicide incidence series, two fre- 
quency components were fitted to the data with 
frequencies of 0.522 and 1.052 corresponding to 
periods of 12.03 and 5.97 months respectively. 
Similarly, the best fit to the female ACF was found to 
have frequencies of 0.530 and 1.05 corresponding to 
periods of 11.9 and 6.0 months. 


Discussion 


Cyclic annual varíations of suicidal behaviour were 
observed for both men and women. Their patterns, 
however, were different. The pattern was more 
marked in men, in whom there was only one cycle a 
year. In women there were two peaks of suicide 
incidence with periods of six and twelve months. The 
possible reasons for these differences can be ap- 
proached from the sociological and biological 
viewpoints. 

Durkheim believed that the seasonal variation of 
suicidal behaviour was determined by the intensity of 
communal life and activity. He predicted, therefore, 
that rural communities, in whom there would be a 
larger seasonal variation in the pace of life, would 
show a correspondingly larger variation in suicidal 
rates when compared with the big cities. Modern data 
seem to support Durkheim’s hypothesis. Of the 
Scandinavian countries, Finland shows a pattern of 
seasonal variation which is considerably closer to 
that observed by Durkheim than either Denmark or 
"Sweden, which are more urban and industrialized 
(Bolander, 1972). Moreover, Greece still shows a 
clear seasonal change (Bazas, Jemos, Stefanis and 
Thichonopoulos, 1979) whereas in Australia, which 
is highly urbanized, the variation is minimal. 

However, it is not easy to imagine that the ‘com- 
munal activities" of British men and women differ so 
Substantially as to explain the differences in annual 


cyclic variations of suicide. A biological explanation i is 
therefore invited. Indeed, one might expect a sinu- 
soidal variation to be biologically determined, 
whereas peaks and troughs might be related to isolated 
events such as the occurrence of annual holidays. 
Nevertheless, there is no existing evidence of a clear 
difference between men and women in circannual 
rhythms of, for example, adrenal output. 

In conclusion, our data do not allow us to choose 
between possible sociological and biological deter- 
minants of the seasonal variation in suicide which is 
still to be found in Britain. Moreover, the sex differ- 
ence in this circannual fluctuation is not amenable to 
any simple explanation. 
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Molipaxin isnt just another 


antidepressant 


Molipaxin (trazodone HCl) ts chem- 
ically unrelated to all other psychoactive 
preparations. Not a tricyclic, tetracyclic or 
bicyclic, not an MAOI, not a lithium 
compound. Molipaxin is the first of a quite 
different group of psychoactive 
compounds —the triazolopyridines. 

Molipaxin has been proven in world- 
wide controlled clinical studies in over 
10,000 patients, with publications in the 
UK, USA and Europe. 


Chemically unique 


"The fact that trazodone, a triazolo- 
pyridine compound, is structurally 
unrelated to any existing psychotropic 
agents makes it a particularly interesting 
compound for the clinician.” ' 


Proc. Lith. C.LN.P. Sympos., Vienna, 1978, Excerpta Med. 1980, p86 
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Without cardiotoxicity 


suggested by animal studies... 
*. ,. unlike imipramine, trazodone at equi- 
effective therapeutic levels should have 
comparatively little, if any, tendency 


Confirmed in the clinic... 

In more than a thousand patients 
suffering from some degree of cardiovascular 
pathology, no serious adverse cardiac effects 
due to Molipaxin could be demonstrated. 


Rapid onset of action 


Rapidity of action of Molipaxin has 
been prominent in many trials, with a 
therapeutic response within 7 days. **^** 
Symptoms likely to respond within the 
first week include depressed mood, insomnia, 
suicidal thoughts, anxiety, somatic 
symptoms and hypochondriasis. 
"Onset of efficacy was more 
rapid [than imipramine | for the 
trazodone-treated patients.” * 


J Clin. Psuchiat., 1979, 40, 390 
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dose of Molipaxin 
can be given at 
bedtime, or in 
divided doses. 
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The Retreat, York 
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Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern - 
for patients as individuals The Retreat is a 230-bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 





Care and treatment is offered for all types of psychiatric illness on the short or long term 
in a sympathetic and friendly atmosphere. Patients suffering from neuroses, psychoses, 
alcoholism and dementia are treated by the full-time consultant psychiatrists in surround- 
ings suitable for their individual needs. Outpatient facilities are available by appointment 
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The Nursing Home is a registered charity and is able to offer inclusive care in shared 
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.. The Choice of Career of Consultant Psychiatrists 


PETER BROOK 


Summary: All consultants in 


general psychiatry appointed in Britain between 


1 October 1975 and 30 September 1978 were sent a questionnaire asking about 


their training and adequacy of 


experience before making a final decision. Over a 


quarter of the respondents were women, of whom a third had trained part-time. 
Family circumstances and availability of part-time posts were important deter- 


minants. Overseas graduates 


formed another quarter. For many psychiatry was 


not their first love but availability of posts and status were important factors in 
choice of career. Many consultants felt they lacked experience in the sub- 


specialties within psychiatry. 


How do consultant psychiatrists come to their 
specialty, when and how do they make their decision 
to enter it, and how well informed do they feel they 
are about their choice? These were some of the 
questions asked in the most recent of a series of 
surveys conducted by the author; the first covered 
consultants appointed between 1963 and 1966, 
(RMPA, 1969), the second 1966 to 1969 (Brook, 
1972), the third 1969 to 1972 (Brook, 1974a; 1974b) 
and the fourth 1972 to 1975 (Brook, 1977; 1978). 
These surveys are referred to below by their starting 
dates (1963, 1966, etc: the present survey therefore 
being called 1975). 


Methods 


A postal questionnaire was circulated to all those 
consultants, NHS and academic, who were thought to 
have been appointed to a post in general psychiatry 
for the first time between 1 October 1975 and 
30 September 1978; names were obtained from the 
Department of Health (DHSS), the Scottish Home and 
Health Department and the Northern Ireland Health 
Authority. The questionnaire asked these doctors 
about their training experiences, some personal 
details such as sex and age on qualifying, on entering 
psychiatry and on obtaining their consultant post, the 


timing of their career choice, their reasons for making - 


the decision and how adequate their experience in the 
psychiatric specialties had been before they made 
their final choice. The first topic—training—has been 
dealt with separately (Brook, 1980). 


Results 
Two hundred and sixty-five questionnaires were 
sent but 75 of those approached indicated that they 
did not fall within the scope of the survey. Completed 
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questionnaires were received from 162 consultants in 
general psychiatry —including those with some special 
interest in one sub-specialty, but not those engaged 
mainly in child psychiatry or psychotherapy, and 
from  psychogeriatricians, constituting an 85% 
response of those eligible, as in the previous survey 
(1975 group). Forty-three (26.597) of the replies were 
from women, compared with 22.5% for the 1972 
group and 7.5% for the 1969 group. Sixteen— that is 
over a third of the women—had done some of their 
training part-time in supernumerary posts. 

Forty-two (26%) had qualified abroad (1963 = 
455; 1966 = 10%; 1969 = 12%; 1972 = 27%), This 
rise is to be expected as the proportion of senior 
registrars from overseas had gone up from 14% in 
1965 to 30% in 1975 (DHSS, 1966; DHSS, 1976). 
Twenty-nine (two-thirds) of the overseas group had 
qualified in the Indian sub-continent. 

Of the total, 101 had been appointed from the 
grade of senior registrar, 35 from a research or 
university post, 12 had been clinical or medical 
assistants, 12 came from a locum consultant post and 
two did not complete this question. Twenty of those 
appointed received a university or research appoint- 
ment with an honorary contract in the Health Service. 
Over the three-year period there was therefore a net 
inflow of 15 psychiatrists. (35-20) moving from a 
university or research post to a NHS one. The 
Proportion of those appointed from non-training 
grades was 8% (1963 = 32%; 1966 = 18%: 1969 = 
10%; 1972 = 21%), | "T" 

Respondents were asked to indicate when they had 
made their decision to enter psychiatry. Overall 56 
(a third) had made this decision before entering, or 
while in medical school. There was a marked difference 
between the 40 overseas graduates who had followed a 


- there was a mean interval for this group betwe 
» qualifying and entering psychiatry of 5.3 years (range 
< 1-17) as compared with the mean interval for home 
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he consultants: ‘were asked whether they bad had 
h experience in psychiatry and its sub-specialties 
| ile i in medical school or during anne to make a an 






“conventional training pattern (that is, had bee 
-promoted from a senior registrar post after ful 
-— training), of whom only a fifth had. made this decision 
" at this stage, and their 90 home graduate. counte f 
parts of whom nearly half decided early. Confirm results are summarized in Table L 
. that overseas graduates do in fact make their deci 

to enter psychiatry later was shown by the fact: 





hey had. Bot had peers experience. in ahe 
meine handicap, : child- psychiatry and 


E uf t den. asked what. factors had induented 
- graduates of 3.0 years (range 1-15). Asked whether tl eer decision in a question. identical to the 
psychiatry was their first choice three-quarters of one used by Rosemary Hutt and her colleagues in a 
home graduates but only half of overseas graduates nationwide survey of general practice: and the speci- 
answered in the affirmative. This is much the same as alties. (Hutt, 1979). The results are given in Table II. 
the reply by overseas trainees in 1971 (Brook, 1973). The figures | in brackets. are the responses of the 





TABLE I 


Adequacy of experience in psychiatric sub-specialies 
(Percentages of 153 replies). 








Enough Barely enough Not enough . None 

dM CR % 7 

Psychogeriatrics 42 15 — "24 ^ | ^ 19 

^ Mental handicap | Es 13 39 UP AE 23 
Child psychiatry 39 18 | 22 z 20 
General psychiatry | 82 6 10 2 
Forensic 33 12 29 40 
Psychotherapy 48 20 16 ^-^ 16 

TABLE II 


Factors in career decision 
All figures percentages. Present Samplé n = 152 (in brackets, sample of psychiatrists in Hutt et al (1979) n = 110) 
tt inn e MEE A E EE A 


Of great importance Of some importance Of no importance 





Geographical location 22 Q3. 30 ..Q-- 48 1) 


‘Remuneration : 5 (8 — 4l (4) . 53 A) 
‘Good equipment pes | E (8) |. 27 cB 68. . (56) 
Good buildings LM EDEN. 09 | 2 (43 .. 6  . (30). 

- Job security - | TE . ^ 16  — x) | 40 G) ..44 w 
Frequency of merit awards > EG il (0D  . 89 — (89 
Regular working hours. dur es 17 (48 ^ 43 — (1460 ^ 40 Á QGO 
A positive interest inthe work = 89 (92) 11 (8 .. 0 =- 
Fitting in with family circumstances ^ ^. — 239 x (35) 0782s Q8) Be Q7) 
Status of specialty in the profession 1 (9) 29 |... QU) 70 J| (7) 
Status amongst the general public 3 (8) 18 ~ 3) 79 (69) 

_ Availability of part-time posts | 8 (10) 9 (12) 83 (78) 
Possibility of private practice 2 (7) 12 . (42) 86 (81) 
Availability of junior posts 16 (21) 39 |. .05 45 (44) 
Availability of senior posts 20 (22) 41 (33). 38 (45) 

. Availability of posts in the developing | P X 

| countries | ise 3 (3) 5 E Bowe 88 | BD) 
e Availability of posts cliewhere abroad à 1 (7) | 20 |. a5 78 (78) 


Previous experience in the specialty zn | 32/ . .G5) > 51 (42) 
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psychiatrists in Hutt's survey. Compared with that 
survey the present group of consultants considered 
remuneration, good: buildings, good equipment and 
fitting in with family circumstances to have been less 
important factors in their career choice. They also 
rated status among the profession and the public as 
less important than all the doctors in Hutt's survey, 
and were less concerned about part-time posts and the 
possibility of private practice. 

What the table does not show is how the women 
and overseas graduates differed from the group as a 
whole in their replies, Not surprisingly for the women, 
geography (47%), family circumstances (60%), 
availability of part-time posts (53 %) and availability of 
junior jobs (2755) were important whereas pay and 
regular working hours were not. Overseas graduates 
were particularly concerned about job security 
(one-third), availability of junior (one-quarter) and 
senior posts (one-third). Half of them were uncon- 
cerned about the availability of posts in the developing 
countries or elsewhere abroad, and one-third un- 
concerned about status amongst the profession and 
two-thirds about the possibility of private practice. 
In this they were similar to all the overseas doctors as 
compared with all home graduates in Hutt et als 
survey. 


Discussion 


The net inflow of academics to NHS posts averaged 
five each year; this would not, at least for the field of 
general psychiatry, give support to the belief that 
substantial numbers of academics are making this 
move which is alleged to have “jeopardized the 
attempts of the Central Manpower Committee to 
develop a logical and fair staffing structure" (British 
Medical Association, 1977). 

The number of women appointed to consultant 
posts continues to rise, and a substantial proportion 
have done at least part of their training part-time in 
the married women's scheme, introduced in Ministry 
of Health Circular HM69(6): as recently as 1977 a 
substantial number of these trainees were still going 
into non-consultant service grades (Royal College of 
Psychiatrists, 1977). l 

In view of the large proportion of all consultants 


who expressed the view that they had insufficient 
experience in sub-specialties in order to make an 
an informed choice, more exposure to these fields both 
at undergraduate and. at postgraduate levels might 
produce more recruits to mental handicap, forensic 
psychiatry and psychogeriatrics. 
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The Diagnosis of Psychopa yby Fo 





WILLIAM DAVIES and à PHILIP FELDMAN 


Summary: Thirty- fou forensic specialist f Tie ife Prison Service’ and else- 
where rated 22 alleged signs of psychopathy in order of importance. Only two 
respondents did not view psychopathy as a clinical entity. The remainder recog- 
nized a large number of diagnostic signs, though with much disagreement about 


the exact importance of each. 


In 1801 Pinel described a condition termed. manie 
sans délire the notable feature of which was that the 
sufferer showed bouts of extreme violence, but with no 
sign of psychosis. In England, Prichard confirmed 
Pinel’s observations and coined the term “moral 
insanity” which led to a “morbid perversion of the 
natural impulses”. This led Maudsley (1874) to write 
“Moral insanity is a form of mental alienation which 
has so much the look of vice or crime that many 
persons regard it as an unfounded medical invention". 
Nevertheless Maudsley argued in favour of the ad- 
mission of modified responsibility in such cases, 
probably because of the apparently hereditary and 
therefore unavoidable nature of moral insanity. 
"Recent descriptions of moral insanity's current 
equivalent, psychopathy, have been given by several 
psychiatrists. Cleckley (1964) believed that the psycho- 
path is able only to mimic well-socialized. human re- 
actions without feeling the underlying sentiment. 
Arieti (1967) suggested two types of psychopath, the 
simple and the complex, both of whom are completely 
self-centred, but only the complex able to plan ahead 
to achieve his aims. 

Hare (1970) has provided a careful review of much 
of the experimental evidence to date. He discusses 
whether we should postulate a type (the psychopath) or 
a dimension (psychopathy). He concludes: “Both 
views are appropriate, representing .. . different sides 
of the same coin . . . research . . . can be fruitfully 
carried out without a formal commitment to a parti- 
cular view" (p. 12), but goes on to cite almost ex- 
clusively research of the typological kind, which has 
compared psychopaths with non-psychopaths. 

A number of studies have attempted to short- 
circuit the disagreements concerning experimental 
evidence and have looked at the current practice of 
doctors in their diagnosis of psychopathy. Gray and 


^. Hutchison (1964), for example, sent a postal question- 


A naire to 939 Canadian psychiatrists, of whom 677 
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responded, ranking 29 traits of psychopathy in order 
of importance: 89 per cerit felt that the concept of the 
psychopathic personality. was a meaningful . one. 
Along similar lines, Albert er al (1959) studied 70 
research articles on psychopathy and produced a list 
of features which some or all of the articles described 
as being present in psychopaths to a different degree 
than in normals. Thus the concept and the label of 
psychopathy are thought to be useful by a large 
proportion of psychiatrists, but while there are many 
signs used to justify such a label there is no clear 
agreement on which, if any, arecrucial ones, 

The present study is an attempt to look at how 
doctors in England use the term psychopathy, as its 
validity is increasingly questioned, and its. use little 
examined, in spite of the fact that when a person is 
described as a psychopath by a forensic specialist it 
can have very severe consequences for him. 


Method 


The task was presented to the following three 
groups: 
(1) Seven consultant forensic Secale in joint 
DHSS and prison service posts. 
(2) Fourteen psychiatrists in three Special Hospitals: 
Broadmoor, Rampton and Moss Side. | 
(3) Fourteen prison medical officers (including 
senior and principal grades) in major centres 
. dealing with remand prisoners. 
Only one individual did not reply. Although the 
total number of respondents is small it represents a 
d proportion er those  psychiatrists working i in 


x 


such. Cases. This is "particularly so » for the A 


forensic psychiatrists- with joint posts, the seven 


representing the majority of their group. 


The task consisted of 22 cards, each with an alleged 


sign of psychopathy printed on. Some of these signs 
were condensed from the studies of Gray and Hutchi- 
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son (1964) and Albert et al (1959): others were 
suggested during a pilot study. Each doctor was asked 
to rate each of the 22 signs on an 11-point scale for its 
importance (to. them) in coming. to a diagnosis of 
psychopathy. Additionally, each one was invited to 
make any relevant comment during or after the task. 


Results 
Table I shows the average ratings and standard 
deviations of the 22 signs of psychopathy by the total 
sample of respondents. 


TABLE I 
The importance of 22 signs of psychopathy as rated by a 


mixed sample of 31 forensic specialists (rating 10 = very 
important; rating 0 = not at all important) 


Sign Mean SD 
1. Not profiting from experience 8.25 1.46 
2. Lacking control over impulses 8.22 1.41 
3. Chronically or recurrently antisocial 8.16 1.80 
4. Lackinga sense of responsibility 7.53 2.09 
5. Behaviour unaffected by punishment 7.50 2.02 
6. Inability to form meaningful 
relationships 7.28 2.59 
7. Emotional immaturity 7.28 2.33 
8. Inability to experience guilt 7.25 1.81 
9. Lack of moral sense 6.75 2.71 
10. Deficiency in goal-directed behaviour 6.31 2.38 
11. Self-centred 6.25 2.77 
12. Frequent law-breaking 5.81 2.58 
13, Frequent lying 5.75 2.51 
14. Is aggressive 5.63 2.71 
15. Occupationally unstable 5.45 2.57 
16. Irresponsible sexual behaviour 4.03 2.51 
17. Excessive alcohol consumption 3.84 2.30 
18. Shows pronounced swings in mood 3.13 2.55 
19. Abnormal EEG | 3.00 2.90 
20. Hyperactivity 1.25 1.67 
21. More intelligent than average 1.19 2.13 
22. Homosexuality 1.13 1.58 


Two of the entries in the standard deviation column 
are of interest in that 'inability to experience guilt' 
produced .greater agreement than the remainder, 
while there was pronounced disagreement on the 
rating of *more intelligent than average', contrary to 
. Cleckley (1964) and Albert et al (1959). The standard 


(No. 19). | | 

The three groups of doctors generally rated the 
signs in a fairly similar manner. The only major dis- 
agreement was over ‘inability to form meaningful 


relationships’ which the consultant forensic psych- 
iatrists put first, considerably higher than the others 
rated it. o E 

Three psychiatrists were unwilling to rate the signs, 
and three more were unhappy with the global term 
psychopathy, preferring to think in terms of aggressive 
psychopaths, inadequate psychopaths, etc. Of those 
unwilling to rate, two did not believe in the concept of 
psychopathy as a clinical entity. Another five psych- 
iatrists volunteered that they were reluctant to use the 
label psychopath because of its damning connotation. 

Various signs additional to the list supplied were 
suggested, although only one, namely that the person 
would probably be under 30 years, was mentioned 
twice. In response to the item on intelligence, three 
respondents thought that psychopaths were less, 
rather than more, intelligent than average. 


Discussion 

Three signs were rated at least half a scale point 
clear of others: ‘not profiting from experience’, 
‘lacking control over impulses’, and ‘chronically. or 
recurrently anti-social’. In comparing these results 
with those of Gray and Hutchison (1964), it is 
interesting that the same sign (‘not profiting from 
experience’) comes out first in both cases. Numbers 2 
and 3 in this study also scored highly in that of Gray 
and Hutchison. This does not mean that these three 
signs can in any way be considered the core signs of 
psychopathy, as there is considerable divergence of 
opinion as to where on the scale each sign should be 
rated. Perhaps it would be easier to point to the signs 
from 16 to 22 inclusive as being not considered 
relevant to psychopathy. 

Two interpretations may be put on this finding. The 
first is that the diagnosis of psychopathy can be made 
on the basis of a large number of signs, and for such a 
diagnosis a person would either have to exhibit a high 
proportion of them to some extent or a small number 
of them to a very large extent. This would correspond 
with diagnosis in the traditional medical fashion. The 
second is to suppose that psychopathy is a label 
which may be attached to a person for a variety of 
reasons, and that subsequently a large number of 
signs may be drawn upon to substantiate the appli- 
cation of the label. It is unclear which explanation is to 
be preferred. | | uus l 

A final comment might be that it is one thing to ask 
people to respond to cards, but quite a different 
question to ask the same people to respond to indi- 
viduals and to discern in them these features meriting a 
diagnosis of psychopathy. This study indicates merely 
that those charged with the responsibility of diagnosis, 
where psychopathy is one possibility, believe that they 
are able to make that diagnosis. | 
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The Burden on the Family of a Psychiatric Patient: 
Development of an Interview Schedule 


SHAILA PAI and R. L. KAPUR 


Summary: This paper describes the construction of a semi-structured interview 
schedule to assess the burden placed on families of psychiatric patients living in 
the community. The Indian population studied found their sick relatives most 
burdensome in respect of the effect of the illness on family finances, the dis- 
ruption of normal family activities and the production of stress symptoms in 
family members other than the patient. The inter-investigator reliability of the 


interview schedule proved to be high. 


During the last decade or so there has been an 
increasing trend all over the world towards treating 
psychiatric patients in their family settings and in their 
own community, rather than in mental hospitals. 
Even where the patient needs to be in hospital in the 
acute phase of his illness, the tendency today is to 
discharge him into the community as soon as possible 

While the policy of treating mental patients at home 
reduces the load on hospitals, and may help early 
recovery and prevent chronic handicap (Tooth and 
Brooke, 1961), it perhaps increases the burden on the 
family and the community. However, most countries 
have launched large-scale community mental health 
programmes without assessing the burden families 
may have to face and the possible damage to family 
members. In this context Carstairs (1968) has aptly 
pointed out that “objective evaluations of the 
effectiveness of new procedures have seldom, if ever, 
preceded their gaining currency in psychiatric 
practice". 

So far very few systématic attempts have been made 
to assess the type and degree of burden placed on the 
families of patients treated at home. Earlier workers, 
studying the discharge of chronic patients into the 
community, attempted to assess social burden by 


^^ readmission of the patient or relapse in his symptoms. 


Mandelbrote and Folkard (1961a; b) and Wing et al 
(1964) pointed out that the stress caused to families 
by patients’ disturbing behaviour was an important 
factor in determining the patients' acceptance by the 
families, or alternatively their readmission to mental 
hospital. Subsequent workers such as Grad and 
Sainsbury (1963) and Hoenig and Hamilton (1966) 
tried to assess this aspect in greater detail. Grad and 
Sainsbury (1963) made headway in assessing the 
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burden felt by patients' families on a three-point scale. 
They tested the scale for reliability and reported 
75 per cent agreement between three interviewers. 
Hoenig and Hamilton (1966) added another dimen- 
sion to this assessment by trying to differentiate 
between the objective and subjective burdens felt by 
family members. 

No such work has been reported in an Indian 
setting. The economic and cultural conditions in 
India being vastly different from those of the Western 
world, the areas of family burden and the pattern of 
accepting or rejecting patients may be entirely 
different. We have therefore attempted to develop a 
standardized method of assessing the burden on the 
family. 


Method of Construction 


As a first step a free unstructured interview was 
conducted with one relative of each of 40 patients 
coming to. the out-patient clinic. The interview 
focussed on various areas of burden the families 
might have experienced due to the patients' illness. 
They were encouraged to be objective and concrete in 
their responses. For instance, if they said they had 
experienced financial burdens they were asked to give 
details of expenses on drugs and travel, of loss of 
pay and so on. If they said their leisure was curtailed, 
they were asked how they had spent it previously, and 


in what manner and to what extent a particular - 
leisure activity was now curtailed. These interviews - 


were recorded verbatim. Subsequently their content 
was analysed in terms of the various categories of 
burden experienced. 

Twenty-four new interviews were then recorded, 
and the records distributed among six colleagues 
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| Baers three pecs had defined : some items: 


h "ef ‘burdensome behaviour which were not noted by 


the investigator or by the other three colleagues. 

The 24 possible items thus picked out were arranged 
lifferent categories, making use of the common 

ng noted in the interview records. Each 







item was then converted into a question for the 








burden’. Similarly, the area of burden in leisure definitive- interview schedule: Guidelines for assess- 


fe ote TasieI : 
` Category and extent of burden and inter-rater reliability 





Inter-rater reliability 
coefficient 
(d.f. — 2 throughout) 


Items included and number out of 20 interviewees _ 


Category of burden rating burden as severe, moderate, nil | 





eem mem ha a ar P md m rrr rer Ui rjr eh 


Ss 1. Financial 





*'* dLossof patient's income (7, 0, 13) 0 
- Loss of income of other family members (7, 5, 8) 0 
Expenses of patient's illness (12, 6, 2) 0 

Expenses due to other necessary changes in 

arrangements (4, 10, 6) NE ae | 0. 
Loans taken (14, 4, 2) 0 
. Any other planned activity needing finance, Sasdponed 

0 














(2,3, 15) .95 
2. Effect on family routine Patient not attending work, school, etc. (9, 3, 8) 0.95 
| Patient unable to help in household duties (14, 4, 2) 0.91 
Disruption of activities due to patient's illness and - 
care (12, 8, 0) 0.88 
Disruption of activities due to patient's irrational : 
demands (10, 5, 5) 0.96 
Other family members missing school, meals, etc. 
(2,4, 14) 0.97 
3. Effect on family leisure Stopping of normal recreational activities (5, 7, 8) 0.87 
Absorption of another member's holiday and leisure 
time (9, 9, 2) 0.93 
Lack of participation by patient in leisure activity 
(7, 4,9) ae 0.93 
Planned leisure activity abandoned (1, 1, 18). 0.89 
4. Effect on family interaction ` Ill effect on general family atmosphere(6,11,3) — 0.94 | 
= F | E — ^. Other members arguing over the patient (2, 4, 14) 0.99 
Reduction or cessation of interaction with friends di 
neighbours (5, 2, 13) A 0.97 | 
Family becoming secluded or vathdrswh (6, 3, 1 1) 0.95 
- . Any other effect on family or neighbourhood Ts i 
relationships (5, 3, 12) 0.96 . 
. $, Effect on physical health of | Physical illness in any family member (3, 5, 12) 0.98 
other family members i Any other adverse effect on others (0, 3, 17) 0.90 





6. Effect on mental health of | 


: Any member seeking professional help for. i | 


-other family members. - -psychological illness (1, 2, 17) 0.87 
CENE | as Any member becoming depressed, weepy, it irritable 
“ 8, 2) 0.94 








- ere eel 


A Details of interview questions are Showa in the Appendix. 
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ment of the level of burden for that particular item 
were provided. Each item could be recorded as 
absent (scored zero), moderate (scored 1) or severe 
(scored 2). This constituted the structured interview 
schedule. . | | 


. Reliability of the Interview Schedule 


The reliability of the interview schedule was 
examined by the following method. One relative of 
each of 20 patients was interviewed by three raters, 
who sat together with one of them putting the 
questions to the relative. Each rater scored every 
answer individually without consulting the others, 
making his or her own assessment of the burden felt 
by the relative. The ratings were then compared and 
the differences were examined for statistical sig- 
nificance by determining a reliability coefficient, the 
method being based on two-way analysis of variance 
(Winer, 1962). 

The reliability score was above 90 per cent for 20 
items, and between 87 per cent and 89 per cent for 
the other four. As can be seen, this is extremely high. 
The details of scores obtained on individual items are 
shown in the table below. 

It will be noted that our sample of relatives found 
their heaviest burdens were financial loss, disruption 
of normal family activities and the production of 
Stress symptoms in family members, in that order. 

Validation: In order to test the validity of the 
instrument, the subjective burden as reported by each 
relative was scored on a similar three-point scale. It 
was considered that if the overall objective burden 
assessed by the raters was highly correlated with the 
subjective burden as reported by the relative, it would 
be an indirect, though not an absolute, method of 
measuring the validity of the instrument. In fact, the 
correlation coefficient between the mean total scores 
on each item as assessed by the professional raters and 
by the relatives was 0.72 (d.f. — 1), which we con- 
sidered sufficiently high. 


The Uses of the Interview Schedule 


The semi-structured interview schedule can be used 
in a variety of studies, e.g. in comparing different 
treatment situations for similar illness, or in comparing 


the effect on the family of different types of illness. It- 


was originally designed to be used in a study compar- 
ing home treatment with hospital admission for 
schizophrenic patients. This study has now been 
completed. The schedule has given consistent results, 
and has also been found to have a high correlation 
with the social functioning of the patients. The data 
are under preparation. 
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Appendix 
The Interview Schedule 
Instructions to relative: We are trying to assess the 
various difficulties felt by the family of a' psychiatric 
patient, and will ask you a few questions about these. 
Please do not hesitate to express your true feelings. 
Instructions to raters: Please interview the relative on the 
following guidelines. You may probe further in order to 
assess a particular item if you feel it necessary. During the 
interview note your rating for each general category, as well 
as for each individual item, on a three-point scale, viz 
Severe burden —2 
Moderate burden— 1 
No burden ~~) 
After completing the interview please assess the burden 
on the family as a whole, and give the rating on a similar 
three-point scale. 


A. Financial burden 

l. Loss of patient's income: (Has he lost his job? 
Stopped doing the work which he was doing before? 

- To what extent does it affect the family income 7) 

2. Loss of income of any other member of the family 
due to patient's illness: (Has anybody stopped 
working in order to stay at home, lost pay, lost a 
job? To what extent are the family finances 
affected ?) | 

3. Expenditure incurred due to. patient's illness and. 
treatment: (Has he spent or lost money irrationally 
due to his illness? How much has this affected the. 
family finances? How much has.been spent on: 
treatment, medicines, transport, accommodation 
away from home and so on? How much has been 
spent on other treatments such as temples and 
native healers? How has this affected family 
finances ?) | CE | | 


Ages 


SHAILA . 


4. Expenditure incurred due to extra arrangemen 
(For instance, any other relative coming to stay 
the patient; appointing a nurse or servant; boardi 
out children. How have these affected the- fam 
finances ?) 

5. Loans taken or savings spent: (How large al 

. . How do they plan to pay it back? How much d 

.. affect the family? Did they spend from savi 
"Were these used up? How much is the fa 

. - Affected?) i 

6€. Any other planned activity put: off because. of 1 


financial pressure of the patient's. illness: (For | o0 
instance, postponing a marriage, à journey or ee 


religious rite, H ow far isthe family affected 25^ 


B. Disruption of routine family activities 

|l. Patient not going to work, school, college, etc: How 
inconvenient is this for the family? 

2. Patient not helping in the household work: How 
much does this affect the family? 

3. Disruption of activities of other members of the 
family: (Has someone to spend time looking after 
the patient, thus abandoning another routine 

.. activity ? How inconvenient is this?) 

4. Patient’s behaviour disrupting activities: (Patient 
insisting on someone being with him, not allowing 
that person to go out, etc? Patient becoming violent, 
breaking things, not sleeping and not allowing others 

| to sleep? How much does it affect the family ?) 

5. Neglect of the rest of the family due to patient's 
illness:. (Is any other member. missing school, 
meals, etc? How serious is this?) 


C. Disruption of family leisure 
^l. Stopping of normal recreational activities: (Com- 
pletely, partially, not at all? How do the family 
“members react?) 

2. Patient's illness using up another person's holiday 
and leisure time: (How is this person affected by it ?) 

3. Patient's lack of attention to other members of the 
family, such as children, and its effect on them, 

4. Has any other leisure activity had to be abandoned 
owing to the patient's illness or incapacity—e.g. a 
pleasure trip or family gathering? How do the 
family members feel about it? 


D. Disruption of family interaction 
1. Any ill effect on the general atomsphere in the 
. house: (Has it become dull, quiet? Are there a lot of 
misunderstandings, etc? How do the family mem- 
bers view this ? 


Sciences, Bangalore 560029, India 
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2. Do other members get into arguments over this (for 
^ instance over how the patient should be treated, 
- who should do the work, who is to blame, etc)? How 
aretheyaffected? .— 
. Have relatives and neighbours stopped visiting the 
family or reduced the frequency of their visits 
because of the patient's behaviour or the stigma 
: attached to his illness? How does the family feel 
> about this? 
4. Has the family become secluded? Does it avoid 
3 mixing with others because of shame or fear of being 
"misunderstood ? How do the members feel about 
d this? 
5. Has the patient's illness had any other effect on 
relationships within the family or between the 
-family and neighbours or relatives—e.g. separation 
of spouses, quarrels between two families, property 
feuds, police intervention, embarrassment for 
family members, EIE How does the family feel 
about it? 


E. Effect on physical health of others 
Je Hàve.any other members of the family suffered 
-^physical ill health, injuries, etc due to the patient's 
- behaviour? How has this affected them? 
2..Has there been any other adverse effect on health 
(e.g. someone losing weight or an existing illness 
being exacerbated)? How severe is it? 


F. Effect on. nal health of others 

l. Has. any other family member iani help for 
psychological. illness brought on by the patient's 
behaviour (for instance by the patient's suicide bid, 
or his disobedience, or worry apout his future)? 
How severe is this? 

2. Has any other member of the family lost sleep, be- 
come depressed or weepy, expressed suicidal 
wishes, becóme excessively irritable, etc? How 
severely? 


Finally, is there any other burden on the family about 
which we have not asked you? If so, what is it? How iid 
does it affect you: ? 


Subjective burden on the family: This is to be assessed by 
asking the following standard question and scoring the 
relative's answer: How much. would you say you have 


suffered owing to the 7 PARENN s illness—severely, a little or 
not at all? 


* Shaila Pai, M.A., D.P.S.W., Ph.D., Lecturer in Psychiatric Social Work, National Institute o y Mental Health and Neues 


R. L. Kapur, M.B., BS, PhD., F. R.C.Psych,, F.A.Sc., Professor of Community Psychiatry and Head of Department of 
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Bimodality and the Nature of Depression - | 


B. S. EVERITT 


conan: Arguments concerning the nature of depressive disorders have 
involved as a central issue the question of the bimodality or otherwise of the 
distribution of some variable expressing variation in symptomatology. The. 
implications of a particular type of frequency distribution along this dimension, 

whether uni- or bi-modal, have been misunderstood by a number of NOSIS: and 
an attempt is made to clarify the situation. 


The nature of depressive disorders continues to be 
an area of controversy and disagreement amongst 
psychiatrists. A number of. studies, for example, 
Kiloh and Garside (1963), and Pilowsky, Levine and 
Boulton (1969), indicate that they have evidence for 
the existence of two subtypes of depression, whilst 
others, for example, Kendell (1969) and Kendell and 
Gourlay (1970) argue for the existence of only a single 
type. The protagonists in the debate have armed 
themselves with a variety of sophisticated statistical 
weapons such as discriminant function analysis, 
cluster analysis and factor analysis, with which to 
support their particular standpoint and applied them 
in a variety of circumstances and to various data sets, 
although in many cases the methods do not appear 
to have been particularly appropriate. It is not the 
purpose of this paper to review the debate or the use 
(and misuse) of statistical techniques in the arguments; 
instead we shall concentrate on an issue which has 
been seen as central to both sides, namely that of the 
bimodality or otherwise of the frequency distribution 
of some variable expressing variation in sympto- 
matology. 

The points to be made in the rest of this paper are 
not new; indeed they should already be well known 
since they have been made previously by a number of 
authors, for example, Murphy (1964) and Fleiss (1972). 
However, it is thought worthwhile reiterating them 
here since the debate appears to be gathering momen- 
tum once again, as evidenced by a number of recent 
papers such as Garside and Roth (1978), and Kendell 
and Brockington (1980), and the bimodality issue still 
appears to be misunderstood. 


Mixture Distributions and Bimodality 

In many studies exploring the nature of depression, 
variation in symptomatology has been expressed by a 
score on a linear discriminant function found from 
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the analysis of a number. of items measured for 
patients diagnosed originally as neurotic or psychotic 
depression. The distribution of such scores has then 
been used to make inferences about the structure of 
depression, the argument generally being that a 
bimodal distribution indicates the presence of sub- 
types, and unimodality the presence of only a single 
type. 

Now for a population frequency curve, bimodality is 
(except in pathological cases) a sufficient (although not 
a necessary) condition for the presence of subtypes 
and certainly if, in a fairly large sample, bimodality 
appeared no matter how the data were arranged, it 
would be pedantic to insist that it might be an artifact. 
However with small samples one can often choose 
class intervals for the histogram which make the 
distribution bimodal rather than unimodal, and vice- 
versa. Figs | (a) and 1 (b) show histograms of a 
small data set plotted with different class intervals. 
One is unimodal, and one has three modes. Further 
examples are given in Murphy (1964) of samples of 
size 50 drawn from a single normal distribution, which 
show signs of bimodality and even, in some cases, 
trimodality. Consequently the question of the SIE 
bimodality in a sample is a very real one. | 

If the distribution of discriminant function scores 
is unimodal, then it is generally inferred that only a 
single type is present. Unfortunately this again is not 
necessarily correct, since the presence of subtypes i ina 
population can lead to a unimodal frequency distri- 
bution when certain conditions are satisfied, for 
example, when the means of the subtypes: are not well 
separated or when the subtypes are present in widely 
different proportions. Consequently inferring the 
presence of subtypes only from the bimodality of the 
distribution is much too stringent a criterion. 

The frequency distribution of discriminant function 
scores may be investigated more formally by fitting 
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mixture distributions, in particular mixtures of no. 











MEL | 
listributions. In essence this involves determ m P l _ Af " ) (2) 
whether a single normal distribution, i.e. Vin a, * | 
= =) | e dX 
NUN T o» 3C) 
"TG v 2x a, 


— fits the distribution better than a mixture of two: Da | 
normal distributions i.e. "Where. p represents the proportion of one of the two. = 


Í subtypes: in the] p Population, and du 5, Ua, oy the | 








the par: meters: in ‘the. ‘mixture distribution; ti Q9, i is 
now a fairly routine (although non-trivial) task using 
maximum likelihood methods, Fleiss (1972) describes 
an. example. Eisenberger (1964) ‘and Behboodian 
(1970) have investigated the precise conditions under 
which the distribution, h (x), is unimodal; for interest 
Figs 2 (a) and 2 (b) illustrate two such cases. 


Discussion 
Understanding the nature of depression is likely to 
be a difficult and protracted undertaking. Focussing 
too much on one particular feature such as the 
bimodality or otherwise of scores on some dimension 
expressing variation. in symptomatology is too 
simplistic and, in many situations, a waste of time. 
The mixing of two unimodal frequency curves pro- 
duces a bimodal distribution only if the. components 
are fairly widely separated, and it is the mixing not the 
bimodality which is fundamental (see Cox, 1966). On 
the other hand, bimodality can arise for a variety of 
reasons other than the presence of distinct subtypes, 
| | including non-representativeness of sampling, observer 
10 20 30 40 &O 60 70 80 80° 100 110 120 130 140 differences, Or inadequate definition of variables. 
Fi L(a) Consequently it may be more appropriate for workers 





16 18 





| 05 10 15. 2o 2 25. a0 35 49. 4.5 50 85 6.0 65 70 75 80 46 90 95.10070511011 5120125120 » ; 
Fiss a) and. 1b): Histograms of same data set plotted with different class: lotervals. B 























338 BIMODALITY AND THE NATURE OF DEPRESSION. — 


P1«.30 MU 1= 0.00 SI 1« 1.00 


P2- .70 MU 2= 1.50 Si 2= 1.00 


ROG D 


FUNCTION X 











Fic 2(a) 


Pia BOMU 1 0.00 SI 1« 1.00 


P2 « 40. MU 2= 1.50 51 2 1.00 


Fix 


| 3.06 -2.00 1.00 0.00 — -- 
. FiGs xa) and 2(b). E AT curves of mixtures of two normal distributions. (a) p = 0.3, p = 0. 0, Gj = ` 0, ug = E > 


TETAN (b) p = 


in this area to consider: fitting mixture distributions to 
p^. their. data i in their: attempts to gain evidence for or 
against the existence of two type 


'S of depression. The 
computations involved. are heavy, but no more so 





than those involved in the variety of other statistical. 


RS techniques routinely P ud Petai are available 
. in Sven and Hand. (1981)... | 
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What Happens to Patients Released from the | 


Special Hospitals? 


PAUL BOWDEN 


Summary: -NHS consultants who are asked to accept Special Hospital patients 
can judge the prognosis, since the extent of both psychiatric and criminal histories 
provides the most accurate prediction of future behaviour. Patients discharged to 
the community have different outcomes from those transferred to NHS hospitals, 
but overall about one in five of those released are returned to a Special Hospital ; 
up to one in two will subsequently be convicted, but the offences are mainly 
trivial and directed at property. Perhaps one in ten will be involved in serious or 


homicidal acts of violence. 


The practices of the Special Hospitals—Broadmoor, 
Rampton, Moss Side, and Park Lane-—naturally re- 
flect the practices in other related institutions of 
society. Concern has been expressed over the uneasy 
relationship between them and the other psychiatric 
services of the National Health Service (NHS). It has 
been suggested that NHS psychiatrists are reluctant to 
admit or supervise patients released from them, and 
the development of new regional security units has 
been proposed at least in part to ameliorate this 
situation (Glancy Committee, 1974; Butler Com- 
mittee, 1975). Possibly psychiatric staff believe that the 
management of patients released from the Special 
Hospitals poses unique problems. This paper reviews 
follow-up studies of discharged Special Hospital 
patients in order to illuminate the extent to which this 
is so. It should be emphasized that the rejection of 
these patients may be attitudinally determined and not 
the product of experience or informed comment (Bow- 
den, 1977). 

Some of those patients accepted by Broadmoor and 
the other Special Hospitals are non-offenders: they 
have not been subject to criminal proceedings and 
have no criminal record. However, for the majority, a 
“history of criminal behaviour has been an important 
determinant of the decision to treat in conditions of 
special security, and therefore it is useful first of all to 
look at criminal patients in general, admitted to any 
hospital without special security, to see what happens 
to them and why special security may be needed. 

Robertson and Gibbens (personal communication) 
conducted a 15 year follow-up of the 1963/4 cohort of 
Section 60 Mental Health Act (MHA) 1959 orders 
previously described by Walker and McCabe (1973). 
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For men diagnosed as mentally ill at the time of the 
order, subsequent offences of severe violence and of a 
sexual nature were very rare (4 per cent). For men 
with mental handicap, severe violence and sexual 
offences were very uncommon (7 per cent), despite the 
fact that 28 per cent of the orders had been made for 
sexual offences. (These findings should be related to 
the more general observation that sexual offenders 
tend to have fewer reconvictions than other criminals, 
Christiansen ef al, 1965). Men with a diagnosis of 
psychopathic disorder had the highest recidivist rate: 
most of them re-offended, although serious violence 
was unusual (9 per cent). It should be pointed out, 
however, that the three groups were so different on the 
crucial variables of age and number of previous con- 
victions that the relevance of diagnosis remains un- 
certain. For example, the extent of criminal history 
contributes to the diagnosis of psychopathic disorder, 
but it is also the most reliable indicator of future 
offences. 

At the direction of the courts, the Secretary of State 
only assumes powers (to grant leave, transfer or dis- 
charge) under Section 65 of the Act after consideration 
of the nature of the offences, the antecedents and the 
risk to the public. In the 15 year follow-up, Robertson 
and Gibbens could not show that this group fared 
worse than those subject to hospital orders alone. 
However, the two groups were at risk for differing 
periods. Thus those subject to Section 65 restrictions. 
spent much more time in hospital, and a higher pro- 
portion had never been discharged. However, the 
general trend of this study is to suggest that crimes of 
severe violence or sexual nature are not often re- 
peated. 
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NORTH CANTERBURY HOSPITAL BOARD 
CHRISTCHURCH NEW ZEALAND 


PSYCHIATRIST 


Sunnyside Hospital 


Applications closing at 9 a.m. on Friday 15 May, 1981 are invited for this position, from suitably 
qualified registered medical practitioners. 

Sunnyside Hospital (790 beds) is conveniently situated within two miles of the city centre and is 
linked with the Academic Department of the Christchurch Clinical School of the University of Otago. 
The appointee will work as part of a team with other medical staff, nursing staff, occupational 
therapists, clinical psychologists and social workers. Administrative duties teaching of students and 
post-graduate staff could be involved. 

sunnyside Hospital covers a full spectrum of psychiatric treatment including forensic, psycho- 
geriatric, alcohol and drug addiction, adolescence, handicapped area and day and out-patient 
services, 

Community responsibilities including group homes, are undertaken by a domiciliary nursing service, 
and a rehabilitation committee. 

Applicants should qualify as specialists under the Hospital Service Determination applicable to 
Medical Officers, i.e. should have been qualified for at least seven years, have had at least five years 
experience in the specialty and hold an appropriate higher qualification. 

Salary will be within the range of $NZ30,630 to $NZ38,341. Conditions of appointment and a 
schedule of duties together with details of assistance towards travelling expenses which may be 
available are obtainable from the Chief Executive, North Canterbury Hospital Board, Private Bag, 
Christchurch, to whom applications containing full details—-age, qualifications, experience, etc, 
together with names and addresses of three referees, should be addressed. 


Please quote vacancy number 10/58(A). 
Overseas correspondence should be forwarded by airmail. 


The 36th Annual Convention and Scientific Program of the 
Society of Biological Psychiatry will be held on May 7-10, 
1981 at the New Orleans Hilton Hotel in New Orleans, 
Louisiana. 


The theme of the meeting is "Biological Research at the 
Interface with Psychiatric Practice”. There will be two 
special symposium sessions on "Receptor Cell Adaptations 
in Treatment'' and Laboratory Procedures in Psychiatric 
Diagnosis”. 

Non-members are welcome. 


For Registration information write to: 


Dr. Bernard Carroli 
Secretary-Treasurer 

Society of Biological Psychiatry 
Mental Health Research Institute 
205 Washtenaw Place 

Ann Arbor, Michigan 48109 U.S.A. 
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How then do those admitted to the Special Hos- 


a pitals differ from the general run-of criminal patients? 


oa Only when we understand the composition of the 


Broadmoor population, for instance, can we under- 
-— stand what will happen to them. It is worth empha- 


sizing here straightaway that the association between 


- mental illness and crime is equivocal: schizophrenia, 


. manic-depressive psychoses, organic brain syndromes 
and the neuroses are not seen more frequently in 
criminals than in the general population (Guze et al, 
1969). In contrast, alcoholism, drug dependence and 
sociopathy, which can be construed as mental dis- 
orders, do have an association with criminal be- 
haviour. 


Admission and the In-patient 

Population 
The Special Hospitals' case register provides details 
of admissions for the triennium 1972-4 (Dell and 
Parker, 1979). Of the 929 admissions in these three 
years most resulted from a court order; but 10 per cent 
of men and 57 per cent of women (in 1974) were non- 
_ offenders. admitted from mental illness and sub- 
normality hospitals. The four Special Hospitals take 
-differing populations, and Park Lane, which opened in 
1972; has only a small number of patients and con- 
sequently has little effect on the overall pattern. 
Broadmoor tends to take male patients, largely from 
the courts, These are mainly mentally ill, but about a 
quarter are described as having a psychopathic dis- 
order. Rampton and Moss Side take similar patient 
populations: one third psychopathic, one quarter 
subnormal, one quarter mentally ill and one fifth 
severely subnormal. There is a trend for a reduction in 
Section 26 admissions, with a decreasing number of 
subnormal diagnoses and fewer transfers from NHS 
hospitals: the proportion of male admissions from the 
€ourts has correspondingly increased (Dell and 
Parker, 1979). 

The legal status of admissions reflects their source. 
In 1974, 66 per cent of admissions were subject to Part 
-V MHA 1959, and most (58 per cent) to restriction 
orders. A minority (16 per cent) were subject to 
Section 26, and a few were transferred from the 
remanded (8 per cent) and sentenced (6 per cent) 
prison population. Orders made under.the Criminal 
Procedure (Insanity) Act 1964 on persons found 
‘unfit to plead’ or ‘not guilty by reason of insanity’ 
accounted for 6 per cent of admissions. Although a 
substantial number of patients subject to restriction 
orders (Section 65) are still accepted by NHS hos- 
pitals, the trend is for the majority to be admitted 


, directly to Special Hospitals. 
“Pell and Parker (1979) identified two groups in a 





~~ cohort of admissions. The first comprised mainly 


women whose violent or threatening behaviour had 


not been the subject of legal proceedings. In the case of 
those from NHS hospitals, it often followed an attack 
on hospital staff or other patients. The second group, 
three-quarters of the admissions, had committed 
offences of personal violence, and here there was a 
clear pattern of homicide and other violence against 
the person being more common among the mentally 
ill. Most had a history of previous in-patient psych- 
iatric treatment, and about one-quarter had served 
prison sentences before. 

Tennent et al (1980) reported that only about a third 
of the 878 men admitted for the first time during the 
years 19615 had been discharged in the following four 
years. If women were included, about half the Special 
Hospital patients had been detained for more than 
five vears. This longer term group was examined by 
Dell (1979). About two thirds of them were criminal 
cases; the majority involved in violence (men in 
homicide, violence, or. sexual offences; women in 
homicide or assault and wounding). The length of stay 
in hospital of the criminal mentally ill (11.4 years, SD 
7.3) was considerably longer than in civil cases (7.7 
years, SD 2.3). Dell (1979) showed that of the longer 
term patients two fifths had a diagnosis of mental ill- 
ness, and a similar proportion subnormality or severe 
subnormality; about one fifth had ‘psychopathic 
disorder'. 


Release 


McGrath (1968) points out there is a fine balance 
between protecting the public and remembering the 
welfare of patients, in. which public interests may be 
given undue weight. The decision-making process 
here was a major concern of the Aarvold Committee 
(1973), which identified the considerations involved; 
personality assessment; nature of mental disorder; 
response to treatment; likelihood of recurrence of 
offence circumstances; situation to which patient is 
released; response to it and other stresses; chance of 
successful reintegration. In recognition of the diffi- 
culty which responsible medical officers (RMOs) might 
experience in making an objective assessment—where 
there was an unfavourable and unpredictable psych- 
iatric diagnosis, and/or a risk of the patient harming 
others—the Committee recommended that a proposed 
release should be referred for a second opinion to an 
advisory body independent of the treating hospital. 

If release is direct to the community it is termed 
‘discharge’, whereas if the patient is admitted to a 
NHS hospital, as is usually the case, it is *transfer'. The 
RMO can initiate transfer or discharge procedures and 
this is the normal practice at Broadmoor. Rampton 
and Moss Side rely more on Mental Health Review 
Tribunals (MHRT), which however, have no power, 
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if the case is subject to restrictions; and a Tribunal 
cannot transfer a patient. Those given conditional 
discharges to the community will usually have to 
reside at a specified address, attend an out-patient 
department and be supervised by a probation officer or 
social worker. 

Dell (1980) has examined all cases approved for 
transfer in 1976. She observed that where there is a 
high turnover of RMOs in a Special Hospital, the 
RMO (psychiatrist) is unlikely to institute discharge or 
transfer procedures with patients largely unfamiliar to 
him. Dell also observed that when there was dis- 
agreement between doctors about suitability for 
release recommendations might depend less on the 
patients' characteristics than on those of the RMO. 

In May 1979, 197 patients were awaiting transfer, 35 
per cent for over two years. She examined the reasons 
put forward by NHS hospitals for refusing them: lack 
of room (especially for the mentally handicapped); 
objections to the patients’ character and past be- 
haviour; lack of security; demarcation disputes about 
catchment area, and diagnosis. Among the mentally 
subnormal, severity of handicap was found to be a 
major factor counting against acceptance of transfer, 
and this was reflected in the finding that the main 
problem in securing transfer was with civil patients 
who had no críminal record. This helps to explain why, 
in the 1976 cohort, patients were released from Broad- 
moor after a mean length of stay of less than six years, 
whereas from Rampton and Moss Side, which have 
more subnormal patients, it was more than ten years. 

Thus it must be emphasized that the population of 
patients examined in follow-up studies is that re- 
leased by RMOs and MHRTs, and its characteristics 
are constantly changing, depending on prevailing 
attitudes and opinions. Many patients are excluded 
from such follow-up study because they remain de- 
tained. Length of stay and outcome on release will 
relate, among other factors, to diagnosis, severity of 
handicap, age, psychiatric history and criminal record, 
and none of the studies below have controlled for these 
factors. 


Follow-up Studies 

In the latter part of 1957, Tong and MacKay (1958) 
examined the cases of 587 patients released from 
Rampton between 1945 and 1956. Fourteen per cent 
were returned to a Special Hospital and another 14 per 
cent spent some time in prison. Other findings were: 
relapse usually occurred soon after discharge but 
could take place after several years, the shorter the 
hospital stay the greater the relapse rate, and related to 
this the finding that men who relapsed were younger at 
the time of release. Fifty good prognosis patients were 
compared with fifty who relapsed, and it was shown 


that those transferred to NHS hospitals had a better 
prognosis than patients discharged directly to the 
community. As with all offenders, socially unstable | 
patients remained at risk: they showed aggression, 
absconding and damage to hospital property. 

A similar group of patients was described by 
Gathercole et a/ (1968) in a 4-6 year follow-up of 72 
patients who left Moss Side after January 1961. Re- 
lease followed an average stay of about seven years. 
Only a small number of convictions were reported (8 
per cent), but 22 per cent returned to a Special Hos- 
pital and another 29 per cent were not discharged from 
the hospital to which they were transferred. A report 
from a maximum security hospital in Ontario (Quin- 
sey et al, 1975) supported Tong and MacKay's 
contention that longer stays are associated with a more 
favourable outcome, but age was not controlled and 
therefore conclusions about length of stay are of 
doubtful significance. 

Black (personal communication) has described a 
five year follow-up of 128 men discharged directly into 
the community from Broadmoor in the years 1960-65, 
The cohort represented one quarter of all released in 
the period, and on average they had been detained for 
seven and a half years. Half the group remained in the 
community, 20 per cent were readmitted and another 
20 per cent were admitted to other psychiatric hos- 
pitals. Of the 128 men, 50 had court appearances, 
mainly for trivial offences, and as a result 29 were 
imprisoned ; 13 were involved in personal violence. The 
importance of a long follow-up was shown by the 
finding that while thirteen patients were involved in 
offences of personal violence in the five year study 
period four more assaulted in some way afterwards and 
two of these were homicides. These last six had all 
offended in the five year period, but not with personal 
violence, and this highlights the fact that although the 
more serious offences are rare, they may occur among 
a series of other offences after very long intervals. 
Patients released from Broadmoor behaved like 
offenders in general: a record of previous convictions 
was the best predictor of future offences; the extent of 
previous psychiatric treatment was the best predictor 
of relapse, and readmission to Broadmoor was 
associated with both. The good prognostic indicators 
were: a charge of homicide, a victim well known to the 
patient, a diagnosis of affective disorder, an indeter- 
minate restriction order, older age. (It should be noted 
that there is a close but variable relationship between | 
the incidence of crime and the age of offenders in the 
community as a whole). | | 

In reporting a four year follow-up of 1966/6 
releases the Aarvold Committee (1973) showed that 
the likelihood of reconviction depended on the type of 
release. Only those subject to restriction orders were 






xamined. The majority of those discharged uncon- 


as were 56 per cent of those released on the expiry of 
their restriction order. The lowest conviction rate (16 
per cent) was for those discharged conditionally, of 
whom over 40 per cent had originally been admitted to 
a Special Hospital after a homicidal assault. In the 
four years following release three-quarters of those 
conditionally.discharged were neither recalled nor 
convicted. 

A different population was described by Acres 
(1975). He studied individuals who were admitted to a 
Special Hospital as a result of a court order and dis- 
charged directly to the community. Of the 93 patients 
released in 1971, two years later about half were in 
their own homes of lodgings and one third were in 
institutions (17 per cent Special Hospitals, 13 per cent 
prison, 2 per cent NHS hospitals). Most had contact 
with their families and settled sexual relationships. 
Any moves of accommodation and changes of em- 
ployment were likely to be related to the patients' 
behaviour. Although 60 per cent were working within 
one month of discharge, 17 per cent had no work in 
the whole two year follow-up period. .Psychiatric 
contact was maintained in two-thirds of those con- 
ditionally discharged but in only one-third of the whole 
group and less than one-fifth of MHRT discharges. 
Forty. per cent received statutory supervision as a 
condition of release, usually from a probation officer, 
and nearly half the group had contact with a pro- 
bation officer or social worker- on a voluntary basis. 
Where contact was lost it was usually because the 
patient moved rather than discharge being made 
absolute. Those with.a diagnosis of subnormality 
were most likely to re-offend (67 per cent), and those 
with mental illness least (18 per cent). Acres (1975) 
showed that the presence of supervision and its 
frequency lessen the chance of conviction. 

Those discharged by an MHRT, who usually had 
diagnoses other than mental illness, were not main- 
tained well in the community. Offences were over- 
whelmingly to property (64 per cent) and dealt with by 
fines and absolute or conditional discharges, but 12 per 
cent involved violence to the person. There was one 
murder, one rape and two other sexual assaults. Five 
new restriction orders and five new hospital orders 
were made; two were recalled to the Special Hos- 
pitals. Reconviction rates depended on the discharging 
hospital: Broadmoor, 30 per cent; Rampton 49 per 
cent; Moss Side Hospital 79 per cent. 

Dell. (1980) has recently followed up 105 Special 
Hospital patients for two years after their transfer to 

. the NHS. Seven patients were recalled: two following 
management difficulties, four following violent be- 
haviour; the last was an arsonist. Three others com- 


ditionally were subsequently convicted (70 per cent), — 
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` mitted serious offences and were prosecuted and as a 


result one new restriction order was made; a life 
sentence was imposed following homicide; the 
arsonist was sentenced to imprisonment. 

The social adjustment of 62 patients discharged 
directly into the community from Rampton in the 
period October 1973. to September 1974 has been 
examined by Hepworth (personal communication). 
This group represented 44 per cent of all discharges, 
and Hepworth obtained information 6-12 months 
after release. In three quarters of the group discharge 
was initiated by an MHRT, and here the main 
problems related to inadequacies in resocialization, 
communication and preparation for discharge. Less 
than half were still in the community and 10 were 
returned to Rampton (9 were women); 22 had been in 
hospital and 10 had been in prison. The women com- 


. mitted property offences but the men were also 


assaultative. A significant minority of MHRT releases 
had nowhere to go at the point when the Tribunal 
discharged the order, hence placement in hostels and 
boarding houses. The majority went to their families 
where there were problems of overcrowding and 
relatives found it difficult to cope with the patient's 
behaviour. Longer term problems related to mental 
health (aggressive impulses, depression, self-injury) 
and employment difficulties which were particularly 
severe in the women. 

An American study described the fate of patients 
released as a result of a judicial decision rather than by 
the RMO or MHRT. Thus following the case of 
Baxtrom, 969 patients were released from two insti- 
tutions for thecriminally insane in the USA despite the 
evidence of medical authorities who supported the 
continuing detention of these patients on account of 
their dangerousness. Two facts emerged from the 
follow-up: the high proportion released after transfer 
to civil hospitals and the low proportion subsequently 
readmitted. In the early months after discharge, when 
such patients are said to be at greatest risk, the arrest 
rate was similar to that in the non-insane criminal 
population (Steadman and Halfon, 1971). Although a 
much higher number of arrests were found in a longer 
follow-up (McGarry, 1971), Steadman and Halfon 
(1971) felt confident in questioning the legal and 
psychiatric strictures that retained the Baxtrom 
patients for an average of 13 years in institutions for 
the criminally insane. 


Discussion 
The decision to admit a patient to one of the Special 
Hospitals, the treatment received while detained, the 
release process and after-care proposed all reflect 
mainstream psychiatry. However, the climate of 
opinion is such that hospitals or sometimes whole 
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Regional Health Authorities discriminate against 
Special Hospital patients. Rejection is usually in terms 
of dispute about diagnosis, level of intelligence, and 
domicile and catchment area, but it is also couched in 
terms of lack of facilities to provide for what are 
considered to be labour-intensive patients. Legis- 
lation exists to make Area Health Authorities (the 
lowest level of statutory authority) responsible for 
these cases, but it is not possible in practice to force a 
transfer if it is resisted by the clinical team. The 
clinician has the right to deny treatment. 

The follow-up studies discussed earlier point to 
particular difficulties with MHRT discharges. Tri- 
bunals may discharge detained patients, and must do 
so if satisfied that a patient is not suffering from men- 
tal disorder, or could leave hospital without substan- 
tial risk to the health or safety of himself or others. 
About 10 per cent of discharges from the Special 
Hospitals are now initiated by an MHRT, compared 
with 33 per cent a decade ago. Unfortunately, they are 
still used when attempts at hospital transfer have 
repeatedly failed, and since their decisions take effect 
immediately the habitual difficulties in arranging 
after-care are compounded. Although the Tribunals 
have important civil rights functions, it would be 
beneficial if there were a delay before the discharge 
order was implemented. This was recommended by 
the Butler Committee (1975), and the Review of the 
Mental Health Act (1978) which suggested that 
Tribunals should be able to order delayed discharge 
for up to three months. 

The need to provide treatment in conditions of 
special security allows for the provision and main- 
tenance of the Special Hospitals (Section 4, NHS Act, 
1977), but none of the studies mentioned here allude 
to treatment. Although treatment legally includes care 
and training under medical supervision, other pro- 
cesses are alleged to be therapeutic: behavioural, 
pharmacological, analytical, milieu, etc., but none of 
these are referred to. Among other influences, de- 
tention in a secure environment permits exposure to 
two processes, training and  institutionalization. 
Whether training that is relevant in a wider society can 
be effected in a Special Hospital is debatable, but the 
milieu certainly enhances the difficulties facing re- 
leased Special Hospital patients and the substantial 
personal adjustments they must meet. 

The way in which a diagnostic label can be used to 
sanction containment was shown by a study of patients 
at Rampton and Moss Side Hospitals (Parker, 1974). 
She found that 3 per cent of those designated severely 
subnormal and 16 per cent of the subnormal had 
intelligence quotients over 80. While it is appreciated 
that any definition of mental handicap should include 
an appraisal of social functioning, some individuals 


are evidently being detained on that parameter alone. 
It is difficult to understand why any severely sub- 
normal patient should require treatment in con- 
ditions of special security, yet, in December 1976, $ 
per cent of the male and 35 per cent of the female 
population. of Special Hospitals were designated 
severely subnormal. Forty-one severely handicapped 
patients were admitted in the years 1972-4 (Dell and 
Parker, 1979) and they account for 22 per cent (n = 
237) of the longer-term population (Dell, 1979). 

Another diagnostic group was discussed in an 
authoritative review (Butler Committee, 1975) which 
emphasized that the great weight of evidence sup- 
ported the conclusion that 'psychopaths' are not, in 
general, treatable, at least in. medical terms. How can 
the presence of this group in the Special Hospitals be 
justified other than for containment? The White 
Paper Review of the Mental Health Act (1978) pro- 
posed that the wording 'and requires or is susceptible 
to medical treatment’ should be omitted from the 
definition in the Act and that a 'prospect of benefit 
from treatment’ requirement should be incorporated 
into the criteria for compulsory admission and re- 
newal of detention. It is unsatisfactory that this 
should remain only a matter of clinical judgement 
which is an area that can be beyond discussion and 
criticism, Evidence should be required to show that 
psychopaths admitted to health care facilities do 
better than those untreated (in the medical sense) and 
detained in other institutions. In nosological terms, 
the description psychopathic. disorder is unsatis- 
factory; it does not indicate any treatment, a specific 
treatment, or a prognosis. In comparison with other 
diagnostic groups, psychopaths do least well in terms 
of reconviction after release because they are defined 
as je with previous convictions. 

A study is being undertaken at Carstairs State 
Hospital, Scotland, (Chiswick and Lee Evans, per- 
sonal communication). It is hoped that they will be 
able to control for the factors. which influence length of 
stay and behaviour following release from a security 
institution so as to identify more clearly the deter- 
minants involved. Because Carstairs acts as the Special 
Hospital for the whole of one country comparisons 
can be made between groups of patients with different 
diagnoses who have been exposed.to a single environ- 
ment and common discharge and after-care policies. 


Conclusion 
The follow-up studies described here are of con- 
trasting patient populations and concern hospitals 
with different management policies. Cohorts are dis- 
similar in terms of diagnosis and legal status and in 
other ways, all of which influence outcome. Despite 
these qualifications, it is possible to make broad 
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conditionally discharged and. will remain under 
supervision after release. 
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SHOPLIFTING 


-Shoplifting was in the British news again, following 
the tragedy of Lady Barnett, and the advent of Christ- 
mas. In recent years the numbers convicted have 
greatly increased, although they probably represent 
only a minority of those arrested, and some aspects 
of the criminological background may be interesting. 
When every fifth woman entering a department store 
and a supermarket was followed a few years ago, 1 in 
84 was seen to steal; made up of 1 in 131 in depart- 
ment stores and | in 49 in supermarkets, from a total 
of 1,000 cases. Using their sixth sense, detectives do 
rather better, arresting 1 in 34 in department stores 
and 1 in 10 in supermarkets. In the U.S.A. 1 in 15 
randomly followed stole. 

In 1971 Rosalind Wescott wrote a thesis on shop- 
lifting, based upon data from a principal security firm. 
Shoplifting is part of *wastage'—goods not accounted 
for by sales. They estimate that wastage is made up of 
dishonesty or error as follows (error in brackets): 
short delivery 35 per cent (10 per cent); shop-soiling of 
goods 15 per cent (10 per cent); shop-assistants at 
` point of sale 25 per cent (5 per cent); shoplifting 
25 per cent (<1 per cent). Even if an incomplete 
delivery is made good later, the reception clerk may 
say "Take it away; it will make my books wrong". 
Store managers are commonly paid according to 
profits. When shoplifting became excessive, some 
adopted the practice of ‘buncing’, colluding with the 
check-out girl to charge people for what they had not 
bought. A large firm recently issued an order for- 
bidding this. One may conclude that most people 
steal from their place of work—office stationery, 
off-cuts of valuable metals, false meal-claims etc. 
The level at which it is classed as pilfering or even 
theft is variable. For housewives, supermarkets are 
places of work in housekeeping, and in fact a great 
deal of shoplifting consists of women stealing 50p 


. of extras when spending £8-£10 on groceries. Many, 


perhaps most, are seen to do it for several successive 
weeks, but this is not evidence which can be given in 
court. : l 

The security firms’ statistics of arrest, rather than 
prosecution, show that the age of shoplifters is the 
same as in other forms of theft-—the majority are 
young people between 10 and 18; they are usually 
.not prosecuted but reported to the local authority or 
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parents. Women of 45-60 nevertheless make a 
noticeable bulge in the age graph of female offenders, 
which declines sharply after about 20. Since 1976, I 
understand, arrests of males have exceeded females, 
no doubt because they do the shopping more often. 
Mistakes or false accusations are almost certainly 
quite rare, if only because it exposes the store to 
prosecution, and the detective to getting the sack. 

Psychiatrists are mainly interested in the small (and 
perhaps diminishing) minority of neurotic and 
depressed women, and others, who steal with minimal 
motive of gain. Nevertheless their behaviour in most 
cases shows that they intend to steal and the pressure 
from solicitors to say that they had no criminal 
intent becomes wearisome. Whether they mean that 
they do not have full or untrammelled intent is not 
clear, but the courts are quite prepared to acquit 
without giving reasons or to convict but give an 
absolute or conditional discharge if the circumstances 
are presented in a psychiatric or probation report 
without recourse to such fictions. It would be more 
rational, however, if they were capable of convicting 
but ordering a conviction not to be recorded, as in 
hospital orders. 

The situation seems to have altered quantitatively 
rather than qualitatively since Mrs Prince and I 
studied 500 London shoplifters in 1959. The presence 
of depression in such cases seemed to be confirmed 
when we studied their subsequent convictions for any 
offence in the next ten years and also admissions to 
mental hospitals, though this was only possible in the 
second quinquennium (British Medical Journal, 1971). 
At least 5.8 per cent of those (the great majority) with 
only the one offence in 1959 had since been admitted, 
12.2 per cent of those with a subsequent offence, 
12 per cent of those with a previous offence, and 
19.6 per cent of those with both previous and sub- 
sequent offences (which often included other types of 
offence)--an overall 8.4 per cent. The age specific 
rate of admission in those years was 2.5 per cent, so it 
seemed that ex-shoplifters had two or three times the 
expected rate. Most of the admissions had been for 
depressions or suicide. It suggested that shoplifting 
in these women was the earliest symptom in a gather- 
ing depression; but there are certainly some who are 
pushed further into depression by the shame of arrest. 

A recurring story is that a post-menopausal woman 
has been seeing her G.P. for many weeks for a 







of love; to punish others by punishing themselves; 
hysterical secondary gain; or, in the newly poor, to 
keep up appearances. As. with minor sex offences in 
men, which they resemble in many respects, it is 
sometimes a response to serious mental illness in 
someone close. All depressed patients, however, are 
 .aggressive, either to themselves. or others, and the 
element of well-concealed resentment and spite 

is detectable. In 1959 we thought that 10-15 per cent 

of cases fell into the disordered. group, but I under- 
stand that a modern fully clinical study of a large 
group suggests 5 per cent. One can understand that 

E shopkeepers weary of the popular assumption that all 
-shoplifters are of this type. 













quillizers and antidepressants. After a time she feels. 
he is wearying of her and stops going. A month or so 
later she is convicted. There are, of course, other 
. conditions, anorexics who steal food, the senile, and. 
psychosomatic problems of shoplifting alternating B 
with attacks of rheumatism or skin disease. The motive _ 
-is often obscure, and the objects stolen useless or very — 

trivial, but most often it seems to be a sudden impulse - 
to give themselves a treat, like a child stealing for lack — 


second time. Cert: | 
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2 ON abo and it seems ; doubtful if the neurotic or 
pridie case is ay more likely to be reconvicted 


ed. d psychiatric or social treatment | 
i e o of the idea of | 





efore. ey à are conei pui a 

nly all second offenders should be 
very carefully assessed. Even very thorough psycho- .. 
analytic treatment, as with other impulse disorders, 
may reveal the psychopathology without effecting a 
cure, The future may lie with behavioural treat- 
ment, which can be effective, even if the patient 
is quite.sceptical of its value. Group therapy of all 
shoplifter groups 1s also described, but it is not clear . 
if ee are recidivists. | 


can be picked a 
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T. C. N. GIBBENS 





Brit. J. Psychiat. (1981), 138, 348-349 


Reading About 





Philosophy and Psychiatry 


Like any other subject, psychiatry raises what are 
known as philosophical issues. The particular ones it 
raises are difficult to deal with; and it is only in 
comparatively recent years that serious attention has 
been given to them. They are difficult because anyone 
trying to deal with them has to know his way round 
psychiatry, and also has to have the skills needed to 
handle the conceptual and meta-psychiatric problems 
involved. A training in these philosophical skills does 
not form part of the professional education of doctors 
and psychiatrists; and, on the other hand, professional 
philosophers, in general, do not have a psychiatric 
training, or anything close to it, and hence are out of 
touch with the subject. It is not surprising, therefore, 
that philosophical questions generated by psychiatry 
should have been the subject of considerable neglect. 
Nor is it surprising that, when they have been 
attended to in the past, the results of that attention are 
apt to be somewhat disappointing. Happily, however, 
the medical and philosophical professions have both 
become aware in recent years of the difficulty, and the 
position seems to be changing for the better. Perhaps 
the single most beneficial step that could be taken 
would be for the medical curriculum to be amended so 
as to encourage, or require, medical students at some 
stage to come to grips with the philosophical issues 
that beset their subject. 

When the medical student starts on his psychiatric 
rounds, the first set of issues that will probably 
confront him are those of diagnosis and classification. 
Unfortunately, the issues produced by classificatory 
work in science in general have been widely overlooked 
in recent times—partly, no doubt, because, in the 
Scientific community itself, work in systematics is low 
in the pecking order, and hence has been neglected by 
philosophers of science. A book which does deal 
with some of the relevant issues is one by C. G. 
Hempel (1965). Chapter 6 is entitled ‘Fundamentals of 
Taxonomy’; and in it Hempel is specifically concerned 
with mental disorders. The medical student will also 
find other chapters well worth his attention. For 
example, Chapter 5, ‘A Logical Appraisal of Opera- 
tionism’, and Chapter 12, in different parts of which 
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by B. A. Farrell 


Hempel shows, in effect, how explanation and pre- 
diction in psychiatry differ from, and. yet resemble, 
those in natural science. — ‘i 

What the student learns to dios and classify are 
psychological, or mental, disorders. These form the 
subject matter of his enquiry and practice. He can be 
recommended to F. Kráupl Taylor (1979) for an 
enlightening and philosophically sensitive book by a 
psychiatrist, Two valuable articles by philosophers are 
C. Boorse (1975), and J. Margolis (1976). The student 
may also obtain some help from an article by B. A. 
Farrell (1979). 

Though the psychiatrist is concerned with psycho- 
logical disorders, it is a striking fact that he seems, in 
general to lack an appreciation of the point of view of 
the psychologist, and therefore of the sort of con- 
tribution he has to offer to the understanding of 
mental function and dysfunctioning. One single very 
good reference that will help to fill this gap is a study 
by J. A. Gray (1971). 

On medical ethics, the student will find it worth 
while to consult S. F. Spicker and H. T. Engelhardt 
(1977). This volume contains an article by R. M. Hare, 
in which he explains what, in his view, a moral philo- 
sopher can do to help in this field. He argues that it is 
for the best that doctors should preserve their 
utilitarian attitude in dealing with moral questions. 

The one part of the field to which philosophers have 
paid considerable attention in the past is psycho- 
analysis. Here their attention has been largely directed 
to a few analytic concepts, more especially, perhaps, 
to unconscious motives, and not to methods and evid- 
ence. 

T. R. Miles (1966) argues that analysts, and every- 
one else, can get on perfectly well without the psychic 
apparatus of analytic theory. D. F. Pears (1974) sets 
about dissolving paradoxes that have been found, 
especially by Sartre, in the concepts of unconscious 
desires and plans. Psychiatrists will find that this book 
contains an interesting collection of papers, which 
collectively present a pro-Freudian stance. Little © 
attention seems to have been paid by philosophers to 
unconscious motives and the unconscious as 'scien- 











tific constructs'—that is, as notions in a psychological- 
model which refer to unobservables. Since this is — 
plainly one way in which Freud wanted these notions lee 





to function, it is a pity that insufficient attention ha 
been given to this way of regarding them. ^ ^". 
.— The Jocus classicus of the criticism. that: psy 
analysis i is scientifically unrespectable is to be found 
-E. Nagel (1959). M. Sherwood (1969) tries to show 





hat. the. explanatory work of the analyst is a reason- — ( 
able exercise. N. M. Cheshire (1975) elucidates and . 


defends psychodynamic interpretation. An attempt to 
assess the general status of psychoanalysis at the 
present time is made by B. A. Farrell (1981). 

Psychiatrists find themselves unavoidably involved 
in a whole nest of philosophical issues about body- 
mind interaction, individual responsibility for one's 
actions, and the like. On body-mind problems the 
student will learn much from K. V. Wilkes (1978), and 
also from E. Wilson (1979). This last work goes on to 
deal expressly with issues that force themselves upon 
“the attention of the working psychiatrist. —such as free 
will, and the nature of criminal behaviour. For anyone 
interested in reductionism in psychology and in the 
precise interrelations between the language of psycho- 
logists and that of neurophysiologists, and their 
colleagues, Austen Clark's (1980) study will be a 
valuable guide. 

In general, it is worthwhile for psychiatrists to keep 
an eye on the Journal of Medicine and Philosophy, 
remembering when they do so that this journal seems 
at present.to be a product, largely, of medical culture 
-in the United States. | 

It is just as well that psychiatrists should also bear in 
mind. the well known. point that the contributions of 
philosophers. are essentially debatable. So I do not 
offer. these references as being, or containing, auth- 
oritative or definitive pronouncements. I offer them in 












“Boorse, C. (1975) On 
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| hope that they will help a little to guide psych- 


. iatrists through. parts. of the conceptual maze in 


; hich their subject is embedded. 
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CHARACTERISTICS OF STUDENTS 
ATTENDING A PSYCHIATRIST 
Dear Sm, 

I would like to comment on the findings reported by 
O'Mahony and O'Brien (Journal, December, 1980, 
137, 547-50) The authors write of 'psychiatric 
morbidity’ and ‘incidence rate’. They make no 
distinction between incidence (cases developing in a 
specified period of time) and prevalence (number of 
cases in a population aggregate during a stated 
interval). In relation to their contention that psych- 
iatric disturbance is no commoner in the first year, it 
must be pointed out that their data take no account of 
the likelihood of unreported psychiatric disturbance, 
disturbance managed by physicians and not referred 
or seen by physicians or psychiatrists outside the 
University Health Service and numbers of students 
dropping out. This last point may be important, as 
psychiatric disturbance (detected or otherwise) may 
lead to withdrawal from college (Lucas et al, 1966). 
It has also been noted in the U.K. that student losses 
are higher in the first year than subsequently (Univer- 
sity Grants Committee, 1968). 

So far as I know the earliest report relating type of 
psychiatric disturbance to time of first consultation, 
was Linken's careful analysis of the 1951 and 1952 
undergraduate intakes at University College, London; 
in this study presentation of 'serious' disorders was 
heavily skewed, not only to the first year, but to the 
first months of the first year (data reported by Malle- 
son, 1958). Payne (1969) noted that this pattern was 
confirmed by other workers. Such findings and other 
considerations led to endeavours by health services in 
higher education to make contact with students at risk 
psychiatrically as early as possible, and at the present 
time many services use screening forms which aim to 
identify health problems, physical or psychiatric, a 
procedure endorsed by the recent report of the Royal 
College of Physicians (1979). | 

The authors do not discuss the very great problems 
in comparing psychiatric studies where criteria of case 
definition, context, and methodology differ (see 
Payne, 1969), though they do warn us that the 
significant differences in their study (which one?) may 
be due to "selective factors . . . in the recognition of 
mental illness . . 

The importance of criteria of categorization is 
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sean’ by Still's work at Leeds (Still, 1959, 
and 1966). In his first survey, which spanned a ten 
year period, he used a four category classification of 
severity of disturbance, and found overall that 14.7 
per cent of 10,502 students seen (more than 90 per 
cent of the population at risk) presented psychological 
symptoms of some degree of severity. When all 
categories of disturbance were taken together, there 
was a clear sex difference (men 12 per cent, women 
20 per cent). When compared by categories, however, 
the sex difference disappears for 'severe' cases (men 
0.96 per cent and women 0.98 per cent), and begins to 
show when severe and moderately severe cases are 
taken together (men 4.7 per cent, women 5.8 per cent). 
The overall sex difference, in other words, depends on 
the over-representation in women of milder categories 
of disturbance. In his second study these broad 
findings were confirmed. In addition he noted a clear 
over-representation of disturbance in Arts students 
independent of sex distribution. 

The finding of a higher proportion of Roman 
Catholic students in the psychiatric group is of 
interest. It suggests testable hypotheses; for example, 
a high degree of conflict between internal standards 
and social pressures. Crown et al (1977) noted that 
scores high on conscience and low on self esteem 
characterized a population of disturbed students. 

Finally, the authors' finding of an over represen- 
tation of psychiatric morbidity in medical students 
confirms various studies which are reviewed in detail 
by Murray (1978). 

C. J. Lucas 
Psychiatric Adviser, The Health Centre, 
University College, London 
Consultant Psychotherapist, 
The Portman Clinic, London 
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PREMENSTRUAL SYNDROME 
DEAR SIR, 

Anthony Clare’s (Journal, January 1981, 138, 82-83) 
reservations about sine wave fitting to daily recorded 
symptom scores to assess and diagnose ‘premenstrual’ 
tension, and his preference for a polynomial fit and F 
test, set us to work on that comparison. We concluded 
that Gédel’s premenstrual hypothesis might have 
been as follows. To use statistics in this field you 
require a null hypothesis, which is à formal definition 
Of the mathematical way the symptoms must be 
temporally related. But, whatever axioms you choose, 
there will be examples which will fit your formal 
definitions but not fit your clinical meaning, and 
vice versa. 

A polynomial or harmonic analysis of enough terms 
will completely represent any time series, but how 
many terms have any clinical meaning? A sine wave is 
a crude representation of data from a menstrual cycle, 
as is a straight line of much other clinical data. 
However, the sine wave implies a more appropriate 
approach to a periodic phenomenon than a poly- 
nomial function, arid the equation's constants have 
approximately meaningful clinical significance. The 
struggle for a more completely objective analysis may 
be commendable yet questionable. 

| x : F. A. JENNER 
| me end G. À. SAMPSON 
Royal Hallamshire Hospital, 
Glossop Road, 
Sheffield S10 2JF 


INTERMITTENT PIMOZIDE IN CHRONIC 
SCHIZOPHRENIA 
DEAR SIR, 
I read Dr McCreadie and hig colleagues’ recent 
paper (Journal, December, 1980, 137, 510-517) with 


— great interest. Although it is cost saving, intermittent 
< antipsychotic medication (‘drug holiday’) may be 
hazardous. Dr McCreadie rightly pointed out that 
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E, tardive dyskinesia can be precipitated by "drug 
^ holiday”. There may also be relapse of schizophrenia, 
which is sometimes called dopaminergic super- 









| isitivity psychosis (Chouinard and Jones, 1980), as 
well as physical complications (Kitamura, 1976) as a 


rebound phenomenon. . 


fon the other hand, four-day-a-week medication 
recommended because of pimozide's half life as 


once every other day 7 
- TOSHINORI KITAMURA 
Dajoriment of N europsychiatry, | 


School of Medicine, 
Keio Gijuku University, 
Tokyo; Japan 
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MONOSYMPTOMATIC DELUSION TREATED 
WITH BEHAVIOURAL PSYCHOTHERAPY 
Dear Sir, 

May I comment on the paper by Beary and Cobb 
(Journal, January 1981, 138, 64-66). 

À patient may present with the idea that he smells 
(when this is not objectively the case) in a variety of 
different psychiatric syndromes. The symptom can 
Occur in certain sensitive personality developments as 
an over-valued idea which may dominate the patient's 
whole psychic life. It is also sometimes seen in 
depressive illness as a delusion-like idea secondary to 
the morbid affect, in attenuated schizophrenic illness 
(or monosymptomatic hypochondriacal psychosis) as 
a delusional belief, and rarely in organic psycho- 
syndromes. We are only given cursory clinical details 
of one of the three patients mentioned in the above 
paper, so that it is difficult to be satisfied regarding the 
underlying diagnosis in all three. The psychopathology 
of delusion is all important here. One's confidence is 
not helped by their woolly comment "avoidance 
behaviour may reinforce delusional thinking, as 
often happens in obsessive compulsive and phobic 
neurosis". Delusions do not occur in obsessional 
neurosis. I am not arguing that their patients were not 
deluded, simply that the reader needs more informa- 
tion to be satisfied. 

My main contention, however, is with the conclusion 
“mono-symptomatic delusion is now a treatable 
condition". They report that. two of their three 
patients improved regarding everyday behaviour, but 
in both the “delusion” persisted albeit with “reduced 
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intensity". The third patient was not helped by the 
treatment. The length of the follow up period was 
only five months. These results surely do not warrant 
. such a dogmatic and optimistic conclusion. This 
needs to be said as we are being told on the one hand 
that pimozide is a therapeutically effective drug for 
Such patients, and now that pimozide plus behaviour 
therapy or behaviour therapy alone can work the 
miracle. A larger number of patients, stringently 
defined inclusion criteria, controlled studies and a 
much longer follow up period are required before any 
such claim can be made. 

GEORGE HAY 
Consultant Psychiatrist, 
University Hospital of South Manchester, 
West Didsbury M20 8LR 


DIAGNOSTIC USE OF SLEEP DEPRIVATION 
Dear Sir, 

It is generally agreed that the improvement in mood 
that follows Sleep Deprivation (SD) in depressed 
patients is usually short-lived (Post et al, 1976). For 
this reason, the therapeutic use of SD has been 
questioned (Knowles et al, in press). 

There is, however, one use of SD which has received 
no mention in the literature, that is, as an aid to 
diagnosis. In our experience, SD can be decisive in 
clarifying the sometimes very difficult differential 
diagnosis between depression and dementia. We have 
studied a series of such cases referred, because the 
diagnosis was obscure, to the Treatment Evaluation 
Unit, Kingston Psychiatric Hospital. In some cases, 
one 40-hour period of SD resulted in a complete 
reversal of mood and a dramatic return to normal 
intellectual function. The duration of this reversal, 
though it may be brief, is usually long enough to 
allow psychometric testing to be done to determine 
whether there is intellectual deterioration. When faced 
with such a diagnostic question, it is also clinically 
useful to have a measure of the degree of recovery that 
is attainable, thus setting a goal for subsequent 
treatment, Knowing that the syndrome can be 
reversed has allowed us to undertake treatment with 
a more precise indication and with greater confidence 
in the results than would have been possible otherwise. 

F. J. J. LETEMENDIA 
A. PROWSE 
S. SOUTHMAYD 
Kingston Ps sychiatric Hospital, 
Kingston, Ontario K7L 4X3, 
Canada 
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ADOPTION RESEARCH IN SCHIZOPHRENIA 
Dear SiR, — 

I was involved recently in the adoption of the baby 
of a sixteen-year-old schizophrenic, whose own mother 
had also suffered from schizophrenia. The social 
workers. explained that the adopting parents were 
entitled to the background information about the 
baby’s origins, and I agreed to meet them. Questions 
were asked about the heritability of schizophrenia, 
and even what signs to look out for. in adolescence in 
the unfortunate event that the daughter should 
develop the illness. I realized that the child entered 
its family trailing a background of schizophrenia, and 
would be watched closely all its life to see if the 
hereditary taint would show itself in abnormality. 

What is the bearing of this on the adoption research 
from Oregon and Denmark (see Gottesman, 1978), 
which I had thought represented cast-iron evidence for 
schizophrenia being to a substantial extent truly 
inherited by genetic mechanisms? If there was some 
transmission of background information to the 
adopting parents, as can occur in this country, did 
it invalidate the aim of the research to separate 
genetic and environmental influences on the children 
studied ? 

ANDREW C. SMITH 
Greenwich District Hospital, 
Vanbrugh Hill, 
London SEIO 9H E 
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EARLY AGE OF ONSET OF PSYCHIATRIC 
DISORDER AND THE PROPORTION OF 
ILL RELATIVES 

DEAR SIR, | 

Family studies of psychiatric disorders have 
consistently revealed higher rates of morbidity in the 
relatives of patients with an earlier onset of disorder. 
From a review of 18 studies, we recently noted that 
this relationship appeared to be nonspecific and held 
for affective disorders in general, bipolar and unipolar 
subtypes, alcoholism, and possibly schizophrenia. In 
an almost repetitive fashion, several authors concluded 
that a stronger or independent genetic component was 
involved in the etiology of early onset disorders, 


< whereas late onset disorders were variously attributed 
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to exogenous, organic, other genetic, or as y 
undetermined mechanisms. 


. We looked at this relationship in large sample 
patients drawn from various drug research progra 
e Early Clinical Drug Evaluation Units. (EC 
até k and the National Institute of Mental. | 
NIMH) collaborative studies of drug therap 


^. diagnosed according to similar diagnostic criteria and 


“Proportion of patients with ill Relatives 


consistent applications of the family history method. 
In spite of lack of age corrections for risk periods 
(especially for affective disorders), and although only 
the. proportions of patients with ill- first-degree 
relatives (positive family history) could be tabulated, 


SCHIZOPHRENIA 
r= —0.82 


 ALCOHOLISM 
r= ~0.34 


ANY DISORDER ( Except Alcoholism) 
r= ~0.89 


20. 24 25-29 30- 0.34 35-39 > 39 
Age of Onset 


<20 


Fic I.—Proportion of patients with ill first-degree relatives 
by age of onset for various schizophrenic subgroups.* 


* Subgroup codes: 


^ .. ECDEU Acutes (N = 1,224) gt 


.-.ECDEU Chronics (N = 1,241) @—~@ 
. NIMH Acutes (N = 469) &—— 4 (Parent data only) 





Relatives evaluated as part of these programs were 





Proportion of patients with HI Relatives 
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t: tistic produced results similar to findings from 
reporting morbidity risk estimates as shown in 
[1-3, diagnostic  nonspecificity. was clearly 
dent. 


implications s of such S ieri are several: 





onset, and. (4) sócial ‘and intrafamilial stress factors 
experienced in common by relatives increases the 
likelihood: of earlier onset and possibly onset per se. 
The fact. that these possibilities are confounded and 
not mutually. exclusive suggests to us that a better 
understanding : of age of onset might be achieved if the 
status of this important variable were raised to that of 





DEPRESSION 
p= 0.57 


ALCOHOLISM 


^ ANY DISORDER (Except Alcoholism) 
pe om 67 
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Fic 2. — Proportión of. patients with ill first-degree akne 
by age of onset for various ECDEU. affective subgroups.* 
* Subgroup codes: | 

Major affectives (N = 384) WM- 

Neurotic depressives (N = 511) @—--— @ 

Anxiety neurotics (N = 285) A——A 
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DEPRESSION 
re -054 


ALCOHOLISM 
= —0.78 


ANY DISORDER (Except Alcoholism) 


Proportion of Patients with ii! Relatives 





(«201 20:24 25.29 30-34 35.39 4044 4549 $054 > 54 
Age of Onset 


Fic 3.—Proportion of patients with ill first-degree relatives 
by age of onset for various NIMH affective subgroups.* 
* Subgroup codes: 
Major affectives (N = 289) §]-——@ 
Neurotic depressives (N = 281) 6 —— e 
. Depressed schizophrenics (N = 96) A--— A. 


an independent variable in future research so that the 
full range of possible determinants (genetic and non- 
genetic) could be simultaneously assessed. The 
diagnostic nonspecificity with which earlier onset 
appears associated with increased morbidity in 
relatives may be pointing to the involvement of 
general, nonspecific factors that are shared in common 
by all psychiatric disorders irrespective of their 
genetic independence. Such research might also 
provide a basis for estimating the extent to which 
gene-environment interactions play a role in these 
disorders. INN 

| 5. Hs Joe GALDI 
Assistant Professor of Psychology, 
Department of. Psychiatry, 
University of Cincinnati College of Medicine, 
Cincinnati, Ohio, U.S.A. 





ROLAND R. BONATO 
Director, Biometrié Laboratory, 
George Washington University, 
Bethesday, Maryland, U.S.A. 


FURTHER EVIDENCE OF DOMINANT — 
HEMISPHERE DYSFUNC: "ION IN. 
CHRONIC SCHIZOPHRENIA 








DEAR Sm, 

The recent literature on homisphierie matfunctioning 
in schizophrenia seems to suggest different patho- 
physiological mechanisms: a specific dysfunction 
(Gruzelier and Venables, 1974), a non-specific 
overactivation of the dominant hemisphere (Gur, 
1978), or a functional disconnection. between the two 
hemispheres (Beaumont and Dimond, 1973). We 
are currently carrying out a neuropsychological 
study on a group of right-handed chronic undiffer- 
entiated schizophrenic inpatients’ using two simple 
tests which have been found useful for the evaluation 
of specific hemispheric affections: the Short Aphasia 
Screening Test (SAST), an easily administered test 
which measures the dysfunctions in language and 
visuo-spatial systems, and locates the lesions in the 
left, right or both the hemispheres (Heimburger and 
Reitan, 1961), and the Quality Extinction Test (QET), 
which quantifies the percentage of unilateral extinc- 
tions during bilateral simultaneous tactile stimulation 
of the two palms of the hands (Schwartz, 1977). 

The results, reported in the Table, for 30 schizo- 
phrenics and 30 normals matched for age, sex and 
handedness, confirm a previous report of a dys- 
function in the dominant hemisphere in schizophrenics 
using the SAST (Taylor, 1979). The results for the 
QET, here used for the first time in psychiatric 
patients, show a higher left side extinction in schizo- 
phrenics compared with the controls: similar data are 


TABLE 
Distribution (7; of the total number of responses) of the 
errors for SAST and of unilateral tactile extinction for QET 
in schizophrenics and normals (n. = 30) 

















SAST- 
Dominant Non-dominant No 
side side errors 
Schizophrenics 63 17 "n 20 i 
Normals 10 | 100 80 
Chi-square = 22.85 (df. 2) P « 01 | 
QET 
Dominant Non-dominant No - 
extinction | . extinction , extinction 
Schizophrenics 7 eer 
Normals n A N i g 2 E 44 





Chi-square = 20.35 (d.f. 2) P. <.01 












point of view, to be the major neocortical projection 
of the limbic systems (Nauta, 1971). 

These results could support the hypothesis of. a 
dysfunction in the dominant hemisphere (Gur, 1978), 


^ "and also the idea of a specific malfunctioning of the 
limbic system in chronic schizophrenia (Gruzelier and. 


< Venables, 1974). 
| | S. SCARONE 
P. F. GARAVAGLIA. 
C. L. CAZZULLO 
Department of Psychiatry, 


Milan Medical School, 
Via G.F. Besta 1, 
20161 Milan, Italy 
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Biofeedback: Clinical Applications in Behavioral 
Medicine, By Davip S. OLTON and AARON R. 
NooNBERG. Hemel Hempstead, Herts: Prentice/ 
Hall International. 1980. Pp 437. £13.65. 


This book is based on a training course in progress 
for four years, that the authors have organized at the 
. Johns. Hopkins Hospital. It is primarily directed to 
those interested in using biofeedback in a clinical or 
-"fesearch setting. 
After. providing the necessary background, in- 
> cluding. rationale, description of types of physio- 
. logical recording techniques, the authors describe the 
- treatment of a wide range of disorders, illustrating 
their methodology with detailed examples. The views 
put forward are in line with current thinking, in 
particular the employment in the therapeutic setting, 
of placebo and other non specific therapeutic effects, 
emphasizing the need for strict control of such factors 
in the experimental situation, 

The book has a pleasant format, thorough 
subject and author indexes, and a useful glossary of 
technical terms. It is free of serious errors and should 

“be a useful guide to the practice of biofeedback for 
doctors, psychologists and paramedical RUSSE 


JOHN KoGEORGOS, Senior Registrar, 
Section of Neurological Sciences, The onis Hospital- 





A Method of Psychiatry. Edited by STANLEY E. 
GREBEN, ALEXANDER BONKALO, ROBERT Pos, 
FREDERICK H. Lowy, Vivian M. Rakorr and 
GEORGE Vorneskos. London: Henry Kimpton. 
Philadelphia: Lea and Febiger. 1980. Pp 375. 
£9.50. 


The title of this book and the contents of its preface 
suggest that here is a new way of looking at psychiatry, 
a radical change from the old hackneyed approaches. 
If the reader expects this he is bound to be dis- 
appointed, for the book follows a fairly traditional 
line, producing an eclectic omelette of psychodynamic, 
social psychiatric, behavioural and organic eggs. 
There is an attempt to emphasise what might be called 
the socioholistic concept of the psychiatric patient as 
an entity within a social setting, but at times even this 
is lost sight of entirely. This is hardly surprising as the 
33 contributors only share one common character- 
istic; they are currently members of the Department of 
Psychiatry at the University of Toronto. As many of 
them were well established outside Canada before 
moving to. Toronto (including Henry Kedward, 
Alistair Munro and Richard Swinson from the United 
Kingdom) their approaches are bound to vary and are 
reflected in their writing. 

The book is particularly aimed at the medical 
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student and necessarily has to be superficial and 
truncated in its handling of some subjects. Never- 
theless some of the chapters read badly and seem to 
have been written in a hurry. Too much space is 
taken up with stating the obvious— throughout the 
context between physician and patient the basic aim is 
that the former should help the latter'—and the book 
could be considerably shorter without suffering loss. If 
the publication of this book helps to establish a 
Canadian school of psychiatry distinct from that of its 
dominant southern neighbour it will nonetheless have 
served its object. I hope it will run to an improved 
second edition. 


PETER Tyrer, Consultant Psychiatrist, 
Mapperley Hospital, Nottingham 


Psychopharmacology for the Aged. By THOMAS A. BAN. 
Basel: S. Karger. 1980. Pp 215. $23.50. 


This book combines brief surveys of ageing, psycho- 
pathology and pharmacotherapy with an extensive 
review of individual drugs. The shorter sections are 
often confusing and inaccurate: e.g. it is untrue that 
"dementias due to vitamin and nutritional deficits are 
frequent" (p 7). The drugs section is excessively 
detailed, following the format "John Doe (19—) 
found . . .", but without any critical evaluation. The 
discussion of cerebral vasodilators and other com- 
pounds marketed as panaceas for dementia reaches no 
conclusion, let alone the unavoidable one that such 
drugs are ineffective. Names are misspelt (e.g. Berg- 
man for Bergmann, Jakobs for Jacobs), and many 
sentences are long, confusing and syntactically in- 
correct. There is a list of well over 1000 references, but 
no index! This volume cannot be recommended. 


Rosin J. Jacosy, Senior Lecturer and Honorary 
Consultant Psychiatrist, The Middlesex Hospital 
Medical School, London 


Anxiety and Emotions: Physiological Basis and Treat- 
ment. By DesMoND KeELLy. (Foreword by W. 
Horsley Gantt). Springfield, Illinois: Charles C. 
Thomas. 1980. Pp 402. $24.75. 

This book is concerned with the affective disorders 

—not just anxiety—~and their somatic, physiological, 


biochemical and therapeutic aspects. Those looking . 


for lengthy psychoanalytic and social explanations will 
be disappointed, though there are pithy observations 
on psychotherapy and behaviour therapy in the all- 
too-brief treatment section (a sad commentary on the 
state of psychiatry rather than the author). As one 
whose autonomic horizons are bounded by Cannon, 
James and Lange, I found the wealth of recent work 
described (including much of the author's own) most 
informative. I liked the way in which Kelly integrates 


cortical, limbic and reticular activating system com- 
ponents into a coherent whole, describing the neuro- 
transmitters and deriving rational forms of treatment 
on the way. The account of the limbic system was 
especially well done and should' be required reading 
for M.R.C.Psych. candidates. 

Some may feel that too much space is devoted to the 
rather controversial subject of psychosurgery. A 
puzzling omission is a section on those enigmata, the 
psychosomatic disorders. However, it would be 
churlish to over-emphasize these modest defects. I can 
warmly commend this book to psychiatrists and non- 
psychiatrists alike. 


M. W. P. CanNEY, Consultant Psychiatrist, 
Northwick Park Hospital and Clinical Research Centre, 
London 


The Technique of Child Psychoanalysis: Discussions 
with Anna Freud. Edited by JOSEPH SANDLER, 
Hansi KENNEDY and. RoBERT L. Tyson. London: 
Hogarth Press. Pp 277. £12.50. 


This book arises from a series of tape-recorded 
discussions with Miss Freud and consists of a beauti- 
fully structured account of the treatment method of 
the Hampstead Child Therapy Clinic. It demonstrates 
the clarity and commonsense characteristic of Miss 
Freud's speech; this contrasts with the lucid, but highly 
technical style of much of her ‘metapsychological’ 
writing. All phases of treatment are clearly illustrated 
by case material drawn from the organized and de- 
tailed records available through the Hampstead 
Psychoanalytic Index. 

Child psychiatrists, psychotherapists and psycho- 
analysts will value this structured and dedicated work, 
as a concise statement of a method of child psycho- 
therapy from the leading world authority on child 
psychoanalysis. Professor Sandler is best known for 
his publication on the theory of psychoanalysis; he 
here demonstrates his commitment to clinical psycho- 
therapy. The book does not address itself to the issue 
of the indications for this form of psychoanalytic 
treatment in children within the vast range of child 
mental health services. 


CHRISTOPHER DARE, Consultant Child and Adolescent 
Psychiatrist, Bethlem Ro vee and Maudsley se aa 
London 


The Nature of Adolescence. By Jouw C. COLEMAN. 
Andover, Hampshire: Methuen. 1980. Pp 214. 
£8.00, £4.25 (paperback). | ^ 

This book presents a fresh look at current thoughts 
on the nature of adolescence. John Coleman has set 
out to review the differing standpoints of two leading 
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theories of adolescent development—the psycho- 
. analytic and the sociological. Seen from either. view- 


point adolescence is clearly a stressful phase of human 


development. It is also full of contradictions. 


The author. brings his own personal techniques to - 


bear to help us unravel the complex and contradictory 
stages of development to be found in adolescence. He 
explores these adolescent conflicts- within the peer 
group, the family and within the school environment. 
The text is liberally interspersed with anecdotes culled 
from structured interviews with adolescents. 

This book helps one to recognize the very real needs 
of young people within our society and to identify for 
us the important role of adults in the lives of adoles- 
cents. 


A Psychodynamic Approach to Adolescent Psychiatry: 
The Mount Sinai Experience. Edited by Don 
Heacock. New York: Marcel Dekker. 1980. Pp 
366. Sw.Fr. 92. 


This is a strongly medically oriented account of 
Amerícan hospital adolescent psychiatric practice 
presented by a group of contributors, all of whom have 
worked in the Adolescent Psychiatric Programme in 
the Mount Sinai Hospital during the last 24 years. 

There is very little flavour of the multi-disciplinary 
approach to adolescent psychiatry which has been 
such a major contributing factor to the development of 
new ideas in adolescent services over recent years. 
The almost idealized and heavily structured Adol- 
escent Psychiatric Programme is described together 
with the discussion of clinical cases most frequently 
treated in such a hospital setting. Particular attention 
has been paid to a wide variety of individual special 
topics including the black adolescent patient, the 
psychological aspects of obstetrics and gynaecological 
conditions, and aspects of kidney transplantations in 
adolescents. 


MARTIN J, Gay, Consultant Psychiatrist, 
Child and Famil; y Guidance Service, Bristol 


Restricted Environmental Stimulation: Research and 
Clinical Applications. By Peter SUEDFELD. 
Chichester: John Wiley. 1980. Pp 513. £14.45. 


The title of this book might be misleading to those 
who equate the concept of reduced stimulation with 
that of sensory deprivation. The research in this latter 
field has been extensive and the behavioural con- 
sequences of placing subjects in isolation chambers 
well known. This book, however, deals mainly with the 
useful applications of stimulus reduction. For in- 
stance, how controlled environments can be used as 
therapeutic means for both children and adults. | 
^ Dr Suedfeld, together with three other contributors, 


. . reviews, a wide range of topics. One chapter is dedicated 


‘to theexperimental observations of those working in re- 
-stricted stimulation laboratories with adult subjects. 
Other chapters deal with instances in which the 
restricted stimulation is not induced experimentally 
but brought about» by. special circumstances, for 
example, - 
also. on. those confined. to penal institutions. Other 


that -seen in hospitalized subjects and 


sections are concerned with the influence of restricted 
stimulation on human development and its effects on 
infrahuman animals. Six of the chapters deal more 
directly with the use of REST and its therapeutic 
applications i in children. and in institutionalized adult 
psychiatric patients. There is also a chapter which 
presents technical information for those interested in 
setting up REST facilities. In the final section, the 
theories related to REST and its therapeutic appli- 
cations are considered and evaluated. 

The book is of interest to those concerned with the 
psychological and psychiatric treatment of the general 
community. 


MARIA A, WYKE, Psychologist, 
Institute of Psychiatry, London 


Handbook of Biological Psychiatry. Part III: Brain 


Mechanisms and Abnormal Behavior— Genetics 
and Neuroendocrinology. Edited by HERMAN M. 
VAN PRAAG, MALCOLM H. LADER, OLE J. RAFAEL- 
SEN and EDWARD- J. SACHAR. New York: Marcel 
Dekker. 1980. Pp 383. SFr. 62. 


The genetic section of this book contains a thorough 
review .of schizophrenia by Rosenthal with studies 
involving twins, adoptees, pedigree analysis, popu- 
lations, morbidity risk and chromosomal anomalies. 
The chapters on psychiatric epidemiology pou an 
adequate padding. 

The neuroendocrinology section contains an 
excellent dissertation by Money on "Endocrine 
Influences and Psychosexual Status Spanning the Life 
Cycle" and. a useful contribution by Gregory Brown 
on “Psychosocial Dwarfism and Anorexia Nervosa”. 
The other chapters on the hypothalamic-pituitary axis 
(essentially physiological and pharmacological and 
omitting pathological states), depression, stress, 
sleep rhythms, and gonadal influences on the develop- 
ing brain are messy and far from comprehensive. 
Hormones, neurotransmitters, chemical agents, drugs, 
unexplained abbreviations and neologisms are strewn 
together in the same paragraphs. The subject matter is 


. not easy but proper diagrams and vigorous editing 


would have helped. 


E. M. R. CRITCHLEY, Consultant Neurologist, 
Preston Royal Infirmary, Preston, Lancs 
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The Social Consequences of Psychiatric Ilness. Edited 
by Lee N. RoBINS, PAULA J. CLAYTON and JOHN 
K. Wina. New York: Brunner/Mazel. 1980. Pp 
275. £20.00. 

Psychiatric epidemiology has given valuable pointers 
to the róle of social, family and economic factors as 
antecedents of psychiatric illness. This book considers 
the social effects of psychiatric illness, and covers a 
wide range. Books from conferences tend to be too 
diverse to make for a cohesive structure. This is 
mitigated by comprehensive, 'scene-setting' intro- 
ductions to each of the four sections, which consider 
the use of health services by the psychiatrically ill; 
their function as parents; the consequences of ill- 
health on wider family and social settings, and its 
relationship to work and crime. The standard of 
research is good, and there are many interesting con- 
clusions. Contributions on hysterectomy by Dennis 
Gath, and an economic analysis of psychiatric care by 
David Goldberg and Robert Jones are examples, as is 
the whole section on the psychiatrically ill as parents. 
The work generally succeeds in emphasising effect 
rather than cause and would be a valuable addition to 
any psychiatric library. 


GILLIAN WALDRON, Lecturer in Psychiatry, 
The London Hospital Medical College 


Are Young Children Egocentric? Edited by M. V. Cox. 
London: Batsford Academic. 1980. Pp 154. 
£11.00. 


Seven psychologists have contributed on their 
research into aspects of Jean Piaget's work, which they 
see as a series of hypotheses on cognitive development 
in need of further investigation. Egocentricism is a 
Piaget concept of a child's inability, through in- 
experience, to see things from other people's point of 
view, both physically and in the social world of 
sensitivity. This book is likely to be of interest only to 
those with a specialized knowledge of Piaget's work, or 
to those inspired to verify or disprove his hypo- 
theses. There is an author's index of over two hundred 
names, and a subject index. 


S. M. Leese, Consultant in Child and Adolescent 
Psychiatry, Leeds 


Hemisphere Asymmetries of Function in Psycho- 
pathology. By JOHN GRUZELIER and PIERRE 
FLonR-HENRY. Amsterdam: Elsevier/North Hol- 
land. 1980. Pp 678. $70.75. 

This volume is the product of a conference held at 
Charing Cross Hospital Medical School in 1978. Its 
38 chapters are mainly devoted to the description of 
specific experiments, and there is a refreshingly large 


representation of British and European investigators 
amongst the contributors. | 

The principle theme running trough the book is 
that schizophrenia and the major affective. disorders 
are characterized by. asymmetrical. cerebral dys- 
functions. Substantial evidence is presented for a left 
hemisphere disturbance in schizophrenia, while the 
link between affective disorders and the right hemi- 
sphere is more equivocal. The almost bewildering 
array of data is derived from two basic research 
strategies. Firstly, there are psychophysiological 
studies in which asymmetries are assessed in terms of 
cortical. evoked potentials, electrodermal activity, 
EEG or eye movernents. The second approach is 
through measurements of performance on tasks 
administered unilaterally, using techniques such as 
dichotic listening, tachistoscopic inputs to one visual 
hemifield, or tactile discriminations. Caution has to 
be exercised in comparing these types of evidence, for 
as Christopher Colbourn points out, the degree of 
performance asymmetry does not accurately mirror 
the extent of lateralization. The location of dysfunc- 
tion is.also in doubt, with arguments for a transfer 
(callosal) or unilateral disturbance competing. 

The presentation of the book is disappointing, and 
not commensurate with its high price. It has been 
printed from a double spaced typescript with un- 
justified right margins, and the index is somewhat 
inadequate. The collection will appeal more to the 
researcher than clinician, for the treatment implica- 
tions of this work are still modest. However, non- 
specialist readers will find the comprehensive summary 
chapters by the editors very valuable. 


ANDREW STEPTOE, Lecturer in Psychology, 
St George's Hospital Medical School, London 


The Patient: Biological, Psychological, and Social 
Dimensions of Medical Practice. By HOYLE 
Leigu and Morron F. Reiser. New York: 
Plenum. 1980. Pp 351. $19.50. 


This book claims to be a practical guide to the 
patient in all of his or her dimensions. In its broad 
coverage, its succinct style and its innovative layout 
it represents, at one level, a useful book and can be 
commended to those students or physicians more 
interested in test-tubes than ‘real people’. The nature 
of ‘real people’ is, however, a topic of some religious, 
political and philosophical dispute; so, at another 
level, this book offers a practical guide to the authors’ 
(and American psychiatry's) view of what real 
people are made of. While decrying the one-sided 
biological approach of recent medicine, the book still 
places the biological at the centre of the stage: the 
biological and personal are shown as separate but 





interacting systems both set in a social environment. 
Hence the book presents various biological events in 
their non-biological context. 
realm truly primary? Is it separate? The authors write 
about patients interpreting symptoms, for example, as 
if symptoms. pop up like little biological bricks: but 


the symptom is itself a percept, socially and psycho- 


logically determined, so how can an 'interpretation' be 
interpreted? The authors write about a biological 
dimension analysable into pathological and physio- 


logical, as if these were properties inherent in the cells . 


or organs themselves, and not a product of 'social 
classification. The biological dominance is.also to be 


found in the theoretical subservience to functionalism ` 
. (what is the function of anxiety? depression? the 


personality ? etc.) which owes more to Claude Bernard 
than to modern views of society. Why should we 
assume that the patient's non-compliance is dys- 
functional? Why should the patient who continues to 
smoke be said to show ‘dental’ of the scientific 
evidence? Yes, the patient is important; but real 
people, in a sense, do not exist other than in our 
theories about the world, and limited theories tend 
to produce somewhat stunted people. 


Davip ARMSTRONG, Lecturer in Sociology, Unit of 


Sociology as Applied to Medicine, 
Guy's Hospital Medical School, London 
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: - Licensing and Certification of Psychologists and 


Counselors. By Bruce R. Fretz and Davin H. 
Mitts. London: Jossey-Bass. 1980. Pp 194. 
£11.20. 


The unregistered status of applied psychologists in 


this country is of i increasing concern to the profession. 


This book looks at the American situation which is 
presently a hete] | potch of mixed Federal and State 
legislation, and is a guide fo practitioner and con- 
sumer alike, who may be baffled by the plethora of 
credentials and what they represent. There has been 
state licensing i in. the U.S. since 1946 although only in 







the last 10 years has there been a serious effort to 


provide a national accepted credential. The authors 
present all the arguments for and against registration 
in an impartial fashion, with plenty of reference to 
Other mental health professions and to the client. 
What the British reader might like to consider is how 
the U.K. which is still debating legal registration is to 
achieve it, and secondly, in implementing the EEC 
directives regarding the movement of professionals in 
Europe, how it will avoid the enormous variations 
and anomalies that have occurred in the U.S. making 
this rather depressing textbook so very necessary. 


PATRICIA KENYON, Senior Clinical Psychologist, 
The London Hospital (Whitechapel) 





Death Anxiety: The Loss of the Self. By James B. 
McCaRrHY. Chichester: John. Wiley. 1980. Pp 
228. £11.00. | 


. A thorough explanation of the relationship between 
fear of death, separation anxiety and depression, 
which would be interesting and useful to analysts and 
psychotherapists. 


Perspective on Death and Dying Series: 1. Death and 


Dying: Views from many Cultures. 2. Caring 
Relationships: The Dying and the Bereaved. 3. 
Death, Dying, Transcending. Edited by RICHARD 
A. KALisH. Farmingdale, New York: Baywood 


Publishing. 1980. Pp 154 (each volume). $17.95 


(3-volume set). 


Volume 2 of this series is worthwhile reading for | 


anyone working with the dying and bereaved; the 
other two offer papers of very variable quality. 


-  AVERIL STEDEFORD, Senior Psychiatric Registrar, 
. Department of Psychotherapy, The Warneford Hospital, 
and Sir Michael Sobell House, Oxford 


A Handbook of? Medical "Hypnosis. 4th Edition. By 
GORDON AMBROSE and GEORGE NEWBOLD. 
London: Bailliere Tindall, 1980. Pp 213. £8.50. 


In this new edition there is'a chapter on the forensic 
applications of hypnosis but little else which is new. 
The authors present complex casé.histories with relief 
of problems following hypnosis, but there is little 
discussion of selection of patients for treatment. 

R. P. SuarrH, Senior Lecturer in Psychiatry, 
The Uni versity ef Leeds | 





Counselling with Ga Vi 
MAN and. H Ro een Condon loeis 

. 1980. Pp 144 ; Price: £10.35. 
Sensible, strai shtforward account of the assessment 
and management of homosexual problems in their 






k acu context.and personal expression. ‘Coming 


, homosexual life styles at all ages, family and 


| oudl problems with supporting case material. 


Useful annotated bibliography. 
Sipney Crown, Consultant Psychiatrist, 
The London Hospital 





THE MISUSE 
OF PSYCHOTROPIC DRUGS 


| Edited by 
` Robin Murray, Hamid Ghodse, Conrad Harris, 
- David Williams and Paul Williams 


P ublished March I 98 I . Pp 7 3 RE index. £5 .00 Cimehuding postage & pácking) 


. provides for the first time in short space a rounded picture of what is today 
know about the problems of psychotropic substance misuse... We are still 
unsure why the problem of psychotropic drug misuse has come upon us, and of. 
the proper balance between too much and too little concern. The framework 
within which to see these matters is still unclear and our usual repertoire of ideas 
may appear rather wanting when we get close to real understanding of why the 
young mother i in the tower block takes benzodiazepines.” | 

: os | Professor Griffith Edwards, 

(from the Foreword) 


The book is divided into seven sections, including effects on daily life, use and 
misuse in general practice, self-poisoning, work of accident and emergency units, 
and the relation between ‘hard’ and ‘soft’ drug abuse. 


Order from Headley B Brothers | Ltd, 
_ Ashford, Kent TN24 8HH, 
= England B 
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FOR ACUTE MENTAL DISORDERS 


At St. Andrew’s Hospital, Northampton, particular emphasis is placed on short-stay treatment 
of acute mental disorders. The highest standards of medical and nursing care are provided in a 
relaxed, understanding atmosphere. 


The short-stay unit is 
treatment. The hospital is set in 100 acres of parkland, with its own golf course, tennis and 
squash courts, indoor swimming pool and gymnasium. 


p of St. Andrew's comprehensive facility for private psychiatric 


Subscribers to most private medical insurance schemes may claim benefits for treatment at the 
hospital. 


For further information, write ~ postage free - to the Medical Director, 
FREEPOST, St. Andrew's Hospital, Northampton, NN1 5DG. Telephone (0604) 21311. 
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Identification of the Endogenous Depressive Syndrome 


Based on the Symptoms and the 


Characteristics of the Course 


P. MATUSSEK, M. SÓLDNER and D. NAGEL 


Summary: Using a sample of 198 depressed patients (145 female, 53 male) 
retrospective histories of the illnesses were collected during a depression-free 
interval, based on a catalogue containing 38 symptom items and the course of the 
depression (including the interval personality). A cluster analysis on persons 
and items filtered out an endogenous depressive item profile, corresponding with 
the clinical syndrome of patients diagnosed as endogenous depressives in the 
clinics, although determined without reference to the clinical diagnoses. Our 
study supports many results from earlier multivariate statistical studies. We 
consider our data to be an essential contribution towards the establishment of a 


multiaxial clinical picture. 


The present study is concerned with the questions, 
whether and how one can prove with the use of a 
statistical method (two different kinds of cluster 
analysis) the controversial problem of the existence of 
an endogenous depressive syndrome. We chose the 
term endogenous (cyclothymic or psychotic de- 
pression) according to the traditional German choice 
of words, but have nothing against the use of other 
concepts, such as endomorphic depression (Pichot, 
personal communication, 1980) or melancholy (Amer- 
ican Psychiatric Association, DSM IIT, 1980). 

“As important as it is to have a proper system of 
classification, it is more important to define the issues. 
The point is to answer the question, whether it is 
possible to identify the endogenous depressive syn- 
drome other than by a clinical method. If it can only be 
diagnosed by clinical experience it then becomes 
questionable. Thus, either those who give a diagnosis 
of endogenous depression based on symptomatological 
criteria may be correct (Schneider, 1950; Angst, 1966; 
Kielholz, 1971) or those who believe such a symptom- 
atological demarcation to be nosologically question- 
able (Lewis, 1934; Ascher, 1951/52; Hamilton, 1967). 
The problem of a symptomatological difference is 
ultimately important because genetic, neuro-physio- 
logical, and (pharmacological) therapeutic data 
indicate a separation of endogenous and non-endo- 
genous depression. We will use the concept of psycho- 
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genic or neurotic depression as being synonymous 
with non-endogenous depression. 

To reduce the large amount of data obtained from 
the subjects to a presentable amount a factor analysis 
could be used. Many different authors (e.g. Hamilton 
and White, 1959; Kiloh and Garside, 1963; Carney et 
al, 1965; Paykel et al, 1970) have also used this method 
for classification purposes. With the application of 
factor analysis the question arose whether the trait 
combinations found (factors) were only a theoretical 
construct or if they were clinically valid for the char- 
acterization of single individuals (Rosenthal and 
Gudeman, 1967; Klerman, 1971; Paykel, 1971). This 
argument does not hold against the use of cluster 
analysis of the persons or numerical taxonomy 
(Everitt, 1977; Mezzich, 1978; Eckes and Rossbach, 
1980), because such methods always group actual 
patients according to certain traits. The discrimination 
analysis is based on hypothetically assumed groups 
and the difference between them is then evaluated. An 
informative survey of the statistical methods used for 
the purpose of classification can be found in Garside 
and Roth (1978). 


Method 
(a) Description of the sample 
Our sample consisted of 145 women and 53 men, 
each of whom had been in hospital at least once 
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because of a depression. Besides former patients from 
the Forschungsstelle fur Psychopathologie und Psycho- 
therapie in der Max-Planck-Gesellschaft, we were able 
to follow up patients from three other clinics either 
within or in the vicinity of Munich. As regards differ- 
ential diagnosis, the sample consisted of 94 unipolar 
endogenous, 18 bipolar endogenous and 57 neurotic 
depressives, The patients had all been given a diagnosis 
in the clinics in which they were hospitalized, but 
these diagnoses were often not clearly formulated into 
either an endogenous or a neurotic depression (in 40 
per cent of our sample). Only towards the end of our 
study (after the listing of symptom data) did we 
attempt to give as many patients as possible a clear-cut 
diagnosis. This was done in order to make a compari- 
son between the groups. With the help of the RDC: 
‘Major endogenous depressive disorders’ (Spitzer et al, 
1978) we were able to make a diagnosis in many 
cases, although 29 remained unclassified. 

For this study the symptoms of only the most 
recent depression (till that point of time) were evalu- 
ated. At this point the subjects’ (male and female) 
average age was 50 years (36-65). The social class of 
the patients corresponded approximately to the 
general social class distribution in Germany (Scheuch, 
1961) (see Table I). 


(b) Assessment measures 


The patients were chosen, by examining the clinical 
records of former patients of the four clinics from the 
last 20 years, They were selected according to the 


TABLE Í 
Description of the sample 





Males Females 
N 198 53 (27%) 145 (73%) 
Endogenous 112 (572%) 32 (60%) 80 (55%) 
Neurotic 57 (29%) 14 (27%) 43 (30%) 
Unclassified 29 (1497 7 (433942) 22 (1574) 
Age at last depressive 
episode (mean age) 50 years 50 years 
Our sample BTW 1961* 
Upper-class 6% 276 
Upper middle class 6% 6% 
Middle middie class 13% 15% 
Lower middle class 18% 21% 
Upper lower class 37% 3475 
Lower lower class 20 9 193 





* Burndestagswahlen (general elections): The percentages of 
the 'undoubtful cases’ listed by Scheuch (1961) are 
rounded off to give a value of 100 per cent. 


following criteria: (1) between the ages of 50 and 65 
years at the time of interview; (2) no signs of organic 
brain damage; (3) their condition should not have 
become primarily conspicious through the use of 
alcohol or other drugs; (4) no schizophrenic symp- 
toms. 

A semi-structured interview that lasted approxi- 
mately 40 hours, and was administered by either a 
psychologist or a medical doctor was conducted 
mostly at their homes with all patients who consented. 
At this time the patients had to be in a symptom-free 
interval. The competence of the patients' memories 
was good with only a few exceptions, as we ascertained 
by comparing their answers with the information 
available from the case records in the clinics. 

Of major concern for us as we collected the data was 
that we should be influenced as little as possible by 
shared preconceptions. For that reason we never 
strove for a clear-cut consensus even as far as the 
criteria for diagnosis were concerned. 


(c) Type of data 

The exploration recorded anamnestic data for the 
entire life and for the history of the illness of each 
patient. The suppliers of the information were the 
patients themselves. They had a relatively large 
amount of freedom in answering the questions given, 
and in their choice of themes. All patients were given 
the same questions, and in each individual investi- 
gation we strictly considered the data reported by the 
patients without anticipating a connection with a 
certain diagnosis: for this is what we aimed to find out 
through the data analysis. A battery of questionnaires, 
pertaining to personality (MMQ), achievement 
motivation, handling of aggression, and others, were 
filled out by the patients themselves. In the present 
study, only the results from the MMQ (Eysenck, 1964) 
were evaluated. The other results of the questionnaires 
about the interval-personality are reported elsewhere 
(Matussek and Feil, 1980). We relied almost ex- 
clusively upon the symptoms and the course char- 
acteristics for the classification of our total sample, 
and considered solely the differentiation of endo- 
genous and neurotic (psychogenic) depression. 

Personality in our study covers such items as sex and 
neuroticism (in the post-depressive interval). The 
single items on which we based our analyses are listed 
in Table II. The rating scores that we used were: 1 = 
item is answered in the affirmative; —1 = item is 
answered in the negative; 0 = answer is missing or 
inexact. 

As far as the listing of the items is concerned, each 
rater had to operate in keeping with the definition of 
the items. When in agreement with the patient's 
statement a score of 1 was given; when a clear contra- 
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TABLE I 
Signs and symptoms used 
L Symptomatology 


(a) Psychic symptoms 





Sadness Withdrawal 

Distinct quality of depressive mood Dependency/Attachment 
Pessimism/Hopelessness Feeling of loneliness 

Rumination Indecisiveness 

Guilt feelings/Self-blame Suicidal tendencies 

Disturbed self-esteem Hypochondriasis 

Anxiety Depressive delusions 

Irritability/Openly aggressive Not influenced by outside world/Non-reactivity 


(b) Psychophysical symptoms 


Inability to cry (despite wish) Easily fatigued 
Psychomotor retardation Loss of appetite 
Agitation Sexual disturbances 
Impulse inhibition Disturbance of vital feelings (vital depression) 
Initial insomnia Loss of weight 
Middle insomnia Vegetative disturbances in the narrow sense 
Delayed insomnia Digestive disturbances 
Ul. Characteristics of the course HI. Personality 
Depression worse in the morning Female 
Depression worse in the evening Neuroticism 
Onset before the age of 40 years | 
Sudden onset 


Length of depressive episode shorter than 1 year 
Previous depression(s) 





Some Definitions 
Most of the items are self explanatory. The following require further explanation. 


Sadness: Every appearance of depressive ill-humour with the exception of the distinct quality of depression which is 
surely present (code 1). 


Distinct quality of depressive mood: 'The depressive mood is perceived as distinctly different from the kind of feeling 
following the death of a loved one (cf. RDC*). 


Withdrawal: Withdrawal from social contact. 
Depressive delusions: Delusion of improverishment, delusion of sin, delusion of illness. 


Not influenced by outside world/Non-reactivity: The depressive does not feel any better, not even temporarily, when 
something good happens (cf. RDC*); this means there is no psychological influence possible. 


Disturbance of vital feelings (vital depression): 

(a) Impairment of vitality and body feelings, the ‘background feeling of the experience’ (P. Kielholz). What is subjectively 
experienced as feeling is the powerlessness, the heaviness, the lack of freshness or energy (not localized). 

(b) Localized bodily discomfort that impairs the sense of one’s own body and vitality, as for example: pressure on the 
breast, ring around the head etc. (preponderant meaning in our study). | 

Loss of weight: 3 kg and more during a depressive episode (6.6 Ibs). 


Vegetative disturbances in the narrow sense: Disturbance in breathing, circulation, taste, smell, menstruation, headaches, 
dizziness and outbreaks of sweating (with the exception of the digestive disturbances). 


Digestive disturbances: Vomiting, stomach ache, constipation, diarrhoea, bulimia. 

Sudden onset: Intensive setting in of the most recent depressive episode, within a few hours or a few days. 
Neuroticism: In the premorbid (or interval) personality. 

*(For RDC see Spitzer et al, 1978). 
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diction was indicated a score of —1 was given; in case 
of uncertainty the score of O (blank) was given, a 
possibility of which the raters often made use with 
certain items (for example, the distinct quality of the 
depressive mood in 65 per cent). With this blank score 
a certain pressure to decide in a definite direction was 
avoided (for example to a distinct diagnosis). 

For reliability, in order to set a control on a possible 
bias in the rater scoring, we applied the double check 
method: The same case was scored by two or more 
raters. Thus relatively few real (code 1 vs, code — 1) 
disagreements in judgement occurred (in approxi- 
mately 1 per cent of the items which were then sub- 
jected to a re-examination). 


Results 
A. Frequency of symptoms and sex 


Because depression occurs more frequently in 
women than in men—the exact statistics vary (Matus- 
sek et al, 1965; Weissman and Klerman, 1977; 
Funabiki et al, 1980) —we studied the relationship 
between the sex of the subjects and their symptoms. 
The nosological distribution of the males and females 
was similar. Males: 60 per cent endogenous, 27 per 
cent neurotic, 13 per cent unclassified. Females: 55 per 
cent endogenous, 30 per cent neurotic, 15 per cent 
unclassified. 

Males tended to show more psychological symp- 
toms than females, who tended to have largely 
somatic or psychosomatic symptoms. Males were 
significantly more openly aggressive, their insomnia 
was more of the delayed kind, and the depression 
began more often suddenly. Loss of weight stood in 
the foreground with females. Of the 37 symptoms, only 
4 differed significantly between the sexes. It appears 
that sex does not play a decisive role in the choice of 
symptoms. 


B. Frequency of symptoms in endogenous compared 
with neurotic depressives 


In order to have a cemparison with the results we 
obtained from the cluster analyses, we first deter- 
mined the frequency of the items found in the two 
groups of patients who were clinically diagnosed as 
either endogenous or neurotic depressives. Our 
hypothesis was that for some items the groups would 
show no differences, whereas for others there would be 
differences. Table III is set up so that the items are 
arranged in rank order, and the two ends stand in 
polar opposition, making the meaning visually clear, 

It shows above all that the conventionally identified 
endogenous syndrome is highly significantly related to 
the following: depression worse in the morning, non- 
reactivity, short duration, and distinct quality of the 


Taste HI 
Symptoms compared in endogenous and neurotic depressives 
MD P 

Depression worse in the morning .982 eD»nD  .000*** 
Length « 1 year . 898 i ,000*** 
Non-reactivity .621 M .000*** 
Distinct quality .464 - .000*** 
Psychomotor retardation 451 "T .001*** 
Indecisiveness .398 P .002** 
Sudden onset . 3350 is .005** 
Loss of appetite . 348 2 .013* 
Withdrawal .321 se .O11* 
Inability to cry .320 i .O17* 
Depressive delusions . 281 3 .004** 
Delayed insomnia .270 " .044* 
Loss of weight .263 - di .078 
Guilt feelings .256 "5 .104 
Impulse inhibition .239 A .002** 
Suicidal tendencies .236 - .185 
Previous depression(s) .221 i .185 
Sexual disturbances .134 i .015* 
Disturbed self-esteem .121 a .134 
Easily fatigued . 105 s .587 
Disturbance of the vital feelings .102 " .559 
Middle insomnia 067 M .585 
Pessimism/hopelessness .041 " .475 
Rumination .033 " 797 
Anxiety .013 a .953 
Onset before the age of 40 .047 nD»eD .504 
Loneliness . 066 - . 748 
Agitation .084 " :227 
Female 088 » .537 
Hypochondriasis .124 is .381 
Dependency .157 54 . 150 
Digestive disturbances .183 » .226 
Depression worse in the evening .219 5 .024* 
Irritability .228 s . 069 
Vegetative disturbances .262 x ,033* 
Initial insomnia 317 a .030* 
Neuroticism .443 A .003** 
Sadness .778 P .000*** 

Endogenous depressives, eD (N = 112) neurotic 


depressives, nD (N = 57). Difference between the means 
(MD) and the level of significance (P) of the items. Chi 
square test: *P <.05; **P <.01; ***P ..001, (Mean 
maximum -- 1, all patients answered yes; mean minimum 
— 1, all said no). 


depressive mood, psychomotor and impulse inhibition, 
indecisiveness, sudden onset and depressive delusions 
(similar results in Sandifer et a/, 1966). The items that 
were statistically significant for the neurotic depres- 
sives were far fewer in number. After sadness (no 
distinct quality), the results from the MMQ were the 
most imposing. These results derived from the clinical 
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diagnoses corresponded to the expectations of a Ger- 
man-oriented psychiatry. Because this orientation is 
not universal we ran two different cluster analyses 
that were independent of the clinical diagnoses. 


C. Grouping of the patients by cluster analysis 

We applied to our item list two monothetic divisive 
methods. The first method was described by Williams 
and Lambert (1959) under the title ‘Association 
Analysis'. In this method a chi-square coefficient (from 
the usual fourfold table) for each item is calculated in 
relation to every other item. The sample is then sub- 
divided into two groups according to the item for 
which the sum of all the chi-square coefficients is a 
maximum: one group containing all those who said 
yes to this item, the other the remainder or residual 
group. 

The second method is one that Lance and Williams 
(1965) recommended as an improvement on the first. 
In this the item chosen is the one where the sum of the 
correlation coefficients (absolute numbers are calcu- 
lated) with all the other items is a maximum. This 
change should prevent either an especially seldom or 
frequently appearing item from being chosen. We 
obtained very similar results with both methods. 

For the validation of these results we changed the 
item list, in particular the number of items, five times, 
applying both methods each time. We used the split- 
half method with each of the different item lists as a 
second validating procedure (Rand, 1971; Strauss et 
al, 1973). The best result with both methods was the 
item list set out in Table IV. The first half of the 
sample showed exactly the same results as the total 
sample, and the second half showed similar results. 

Although our results showed a relatively good 
corroboration, a method that classifies on the basis of 
one item alone can easily lead to a faulty decision. 
Therefore, one should use the so called 'sift and 
shift' method. The similarity between each person and 
the two clusters is calculated and, if need be, newly 
classified to improve the results. This method led in 
both cases to only a slight change in results from the 
first calculation. 

We arrived at the same results using four different 
kinds of measures of similarity: Tanimoto, corre- 
lation, cosine and dispersion coefficient. With the 
exception of the correlation coefficient, these measures 
of similarity take into greater consideration the scores 
of 1 than the 0 scores, which is appropriate to our 
data. 

The clinical relevance and interpretability of the 
progressively smaller sub-groups was very different. 
Therefore, we limited ourselves in this study to the 
consideration of the first partition. Here was shown, 
relating to our question, the decisive finding. In each 


of the 5 cluster analyses the smaller sub-groups were 
different, but the first group separated showed 
essentially the same characteristics. One can deduce 
from this information that the stability of this group of 
patients is not solely based on mathematical logic, but 
that its foundation lies in the existence of a ‘natural 
group' (Sokal and Sneath, 1963). 

We want to limit ourselves for the present time to 
the results of the first calculation from the cluster 
analyses, and consider the first cluster only. We used 
as a parameter the difference between the means of the 
items in the cluster and in the total sample (T), and in 
the residual group (R). We tested for a significant 
difference in each, using the chi-square test for good- 
ness of fit and the chi-square test (see Table IV). 

The item that showed the greatest differentiation 
(every person in the cluster, but no one in the residual 
group, answered in the affirmative) was the ‘distinct 
quality of the depressive mood'. The 'inability to cry', 
and the ‘length of the last depressive episode shorter 
than a year’ followed in significance. The ‘non- 
reactivity’ and ‘depression worse in the morning’ were 
also significant. ‘Withdrawal’, ‘delayed insomnia’, 
‘psychomotor retardation’ and ‘depressive delusions’ 
in comparison to the total sample merely showed a 
tendency towards significance, but in comparison to 
the residual group they were significant. 

There is little doubt that the patients with a typical 
endogenous depressive syndrome are recorded in this 
item catalogue. The present form of endogenous 
depression derived through this use of cluster analysis 
included 72 patients from the original 198 patients of 
the total sample. These patients were originally 
diagnosed as follows: 47 unipolar, 13 bipolar, 6 
neurotic, and 6 were unclassified (in clinical practice, 
the criteria for neurotic depression are far vaguer than 
those for endogenous depression). In the first cluster 
were thus two-thirds of all the patients (n = 112) 
considered endogenous depressive by the clinic 
doctors. A cautious interpretation is as follows: Out of 
every 3 endogenous depressive patients, 2 have the 
clinically easy to diagnose ‘Core-Syndrome’ (Alsen, 
1961), the ‘Pure Form’ (Mendels, 1965), or the ‘Proto- 
type’ (Cantor et al, 1980), whereas the remaining 
third is typologically less precise. 

‘Sadness’, ‘neuroticism’, and ‘initial insomnia’ 
stand most clearly opposed to the endogenous de- 
pressive syndrome. They are typical for a neurotic 
depression. 


D. Grouping of items by cluster analysis 

In consideration of the relatively small number of 
items we decided upon an agglomerate hierarchy 
method, and that was the method of ‘complete 
linkage’. It makes use of the correlation coefficients as 
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TABLE IV 
Cluster analysis of the persons 
MD P(T) P(R?) 

Distinct 917 CIL A1» T .000*** *** 
Length «1 year .281 25 ,015 *  ** 
Inability to cry .274 » 003 ** *** 
Depression worse in the 

morning .255 : 028 * ++ 
Non-reactivity .223 " 1022 *. "** 
Delayed insomnia .192 » .072 (s) * 
Psychomotor retardation .185 ^ .094 (s) 
Withdrawal .159 n .066 (s) , 
Suicidal tendencies .149 - .201 
Disturbance of the vital 

feelings .142 - .232 
Sudden onset .131 " .141 
Previous depression(s) .126 3 .247 
Indecisiveness . 105 :: .338 
Depressive delusions 069 i .096 (s) * 
Loss of appetite .068 » .393 
Loss of weight .067 P .539 
Loneliness .065 is .346 
Guilt feelings ,036 " .755 
Digestive disturbances .032 " .739 
Impulse inhibition .025 A .369 
Rumination .016 " .666 
Disturbed self-esteem .012 s . 897 
Pessimism/hopelessness .008 es .163 
Sexual disturbances .005 m . 881 
Easily fatigued .001 T»CIAI .784 
Agitation .015 5 .959 
Vegetative disturbances .017 S .776 
Female .021 Y . 846 
Dependency 047 : .594 
Onset before the age of 

40 .048 s .482 
Middle insomnia .071 - .438 
Depression worse in the 

evening .082 - .391 
Anxiety .088 is ,3085 
Hypochondriasis .106 : 475 
Itritability .123 " .230 
Ínitial insomnia .175 Y .075 (s) $ 
Neuroticism . 286 T .006 ** *** 
Sadness 1.170 " DOOTTP- e 


dent 


Difference between the means (MD) and the level of 
significance (P) of the items: Cluster Al (N = 72) vs. 
total sample, T (N = 198) and vs. remainder of sample, R 
{N = 126) Chi squares (Al v. T and Al v. R*): 

**pP < 001; **P «01; *P «.05; (s) P «.10. 


measures of similarity (Sokal and Sneath, 1963). In 
this method the items or clusters with the greatest 
similarity would be gradually grouped together. The 
similarity between the clusters was defined as the 
maximum of similarity between every two items. 

The partition into two sets of symptoms brought 
about a syndrome of 13 items (cluster B1) and one of 
25 (cluster B2). The first remained stable through 
further division into a four group structure, whereas 
the second was further partitioned (cluster B2 — 
cluster B3--cluster B4); (cluster B4 = cluster B54- 
cluster B6). 

We will consider closely only the first syndrome, 
because it more sharply defines in singular clearness 
the endogenous depressive syndrome. In the cluster 
analysis of the persons one can weight the single items 
in relation to the core of the endogenous depression, 
however, this is not possible in the cluster analysis of 
the items. One can view the results presented in Table 
V, column three, as the endogenous syndrome in a 
broad sense, in contrast to the core or typical syn- 
drome that we obtained in the cluster analysis of the 
persons. 


E. Comparison of significant items in the endogenous 
depressive group and in clusters Al and BI 


To determine the weight of an item for its ‘endo- 
genous quality' we made use of the level of significance 
and the frequency with which an item was indicated as 
meaningful in two or three of the methods (see 
Tables V and VI). 

The Tables show that 13 items are relevant for the 
endogenous depressive syndrome. The greatest weight 
(at least .05 significance level in cluster Al and in those 
as endogenous depressives clinically diagnosed and 
listed in cluster B1) is found in the 'distinct quality of 
the depressive mood’, ‘length of a depressive episode 
shorter than one year’, ‘depression worse in the 
morning', and 'inability to cry'. Following in im- 
portance (at least the .10 significance level in cluster 
Al and in the endogenous depressive group and listed 
in cluster B1) were ‘psychomotor retardation’, ‘de- 
pressive delusions’ and ‘withdrawal’. 

Non-reactivity is significant in cluster Al and in the 
endogenous depressive group. In the analysis of the 
items the ‘reactivity’ (item as listed) is to be found in 
cluster B2 (the opposite 'non-reactivity' belongs 
logically to cluster B1). ‘Delayed insomnia’ is signi- 
ficant in one of the groups and in the other almost 
reaches significance. 

Listed in cluster B1 and significant in the endo- 
genous depressive group were 'impulse inhibition', 
‘indecisiveness’, ‘sudden onset’, ‘loss of appetite’, and 
‘loss of weight’ (almost significant). 

As far as the premorbid or interval personality is 
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TABLE V 
Significant items in Cluster Al and in the endogenous depressive group with list of the items in Cluster Bl 


rrt e ar aA RUMP ira atre T ET Hera rir mrt oett HH Ht e ern Tuae tare TH aaaeaii 








Cluster A1 Endogenous depressives Cluster Bl 
Distinct quality «es Distinct quality Te Distinct quality 
Inability to cry se Depression worse in the morning *** Depression worse in the morning 
Length <1 year * Length « 1 year scri Length « 1 year 
Non-reactivity * Non-reactivity *** .  Pessimism/hopelessness 
Depression worse in the morning b Psychomotor retardation vts Psychomotor retardation 
Withdrawal (s) Indecisiveness t Impulse inhibition 
Delayed insomnia (s) Impulse inhibition vs Indecisiveness 
Psychomotor retardation (s) Depressive delusions ++ Depressive delusions 
Depressive delusions (s) Sudden onset sa Sudden onset 

Withdrawal iis Withdrawal 
Absence of neuroticism "x Loss of appetite = Loss of appetite 

Sexual disturbances Loss of weight 

Inability to cry Inability to cry 

Delayed insomnia 

Loss of weight (s) Non-reactivity 

Absence of neurotocism 


Absence of neuroticism bd 


***p < 001; **P —.01; *P «.05; (s) P «.10. 


concerned, it is clearly characterized as not neurotic 
(.01 significance level according to the MMQ scores) 
in cluster Al and in the endogenous depressive group. 
This agrees with the data from the studies by Astrup et 
al (1959), Rosenthal and Gudeman (1967), Kerr et al 
(1970), Paykel et al (1971), and Klerman (1972). The 
results support the traditional psychiatric view that 
endogenous depressives are (relatively) free from 
symptoms (‘synton’) in the interval. Matussek and Feil 
(1980) using comprehensive data from questionnaires 
have shown in elaboration of this view statistically 
verifiable differences not only between mono- and bi- 
polar depressives but also from neurotic depressives. 
The least neurotic during the interval were the bipolar 
depressives. 


F. Characteristics of the endogenous depressive 
syndrome 


When we combine the results from the clinical 
diagnoses and from both of the cluster analyses we 
obtain the following categories as being characteristic 
for the endogenous depressive syndrome: 


(1) Distinct quality of the experience: The patient 
senses something different, indescribable, that 
cannot be understood by others. 

(2) Loss of reactivity, or the impossibility of being 
influenced by the outside world: The patient no 
longer has a lively exchange with his environ- 
ment. This can favour delusional experiences. 

(3) Withdrawal from social contact. 

(4) Inhibition: Can affect different functional areas, 
e.g. cognition, motivation, emotion, movement. 





It is experienced as a general feeling of powerless- 
ness. 

(5) Disturbance of the circadian rhythm. 

(6) Physiological disturbances: e.g. loss of appetite or 
weight, sleep disturbances. 

(7) Typical characteristics of the course: e.g. sudden 
onset, relatively short duration, remission in the 
interval, 

(8) Absence of a precipitant: In three quarters (n — 
239) of all the depressive phases (n = 313) the 
endogenous depressives were able to report a 
precipitant of their depression, but the absence of 
a precipitant in the remaining quarter (n = 74) 
was so important that the difference from the 
neurotic depressives was highly significant (P 
«.001) The neurotic depressives reported a 
precipitant in 205 out of 207 depressive crises, and 
thus only twice was an absence of a precipitant 
indicated or the precipitant not remembered. The 
absence of a precipitant is not a necessary criter- 
ion for the diagnosis of endogenous depression — 
therefore we left it out of the item list —however, 
when no precipitant is indicated the meaning is 
very important. 


The impossibility of being influenced from the out- 
side world demands special attention (it discriminates 
at the .01 significance level). Early German and 
British psychiatry had differentiated the 'autonomous 
depression’ (or manic depressive insanity) from ‘re- 
active depression’ (Kraepelin, 1909 ff; Gillespie, 1929). 
Weitbrecht (1972) called the core group of the cyclo- 
thymic depressives the ‘Pragnanztyp (most typical 
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TasLE VI 
Rank order of the significant endogenous items 





(a) Significant (P <.05) in Cluster Al 
(b) Significant in the endogenous depressive group 
(c) In Cluster BI: 
Distinct quality of the depressive mood 
Length of depressive episode shorter than 1 year 
Depression worse in the morning 
Inability to cry 
Non-reactivity** 


(a) Almost significant (P <.10)in Cluster Al 
(b) Significant in the endogenous depressive group 
(c) In Cluster B1: 

Psychomotor retardation 

Depressive delusions 

Withdrawal 


(a) Significant in the endogenous depressive group 
(b) In Cluster B1: 

Impulse inhibition 

Indecisiveness 

Sudden onset 

Loss of appetite 


In the Interval 
(a) Significant in Cluster A1 
(b) Significant in the endogenous depressive group 
(c) In Cluster BI: 
Absence of neuroticism** 


** In the analysis ‘reactivity’ and ‘neuroticism’ were listed 
and these were grouped in Cluster B2. (Logically their 
opposites belong to Cluster B1). 


form) of the environmental stable endogenous . 
psychosis'. Hoff and Hofmann (1969) point out that 
the ‘Beharrungstendenz’ (persistency) is one of the 
"basic elements' of endogenous depression. In a factor 
analytical study done by Rosenthal and Gudeman 
(1967) on 100 cases the item with the greatest weight in 
endogenous quality was the ‘lack of reactivity to the 
environment', while in a study done by Kiloh and 
Garside (1963), ‘reactivity of depression’ stood at the 
neurotic pole of the bipolar factor. 

This characteristic of endogenous depression 
appears to be particularly meaningful. Environmental 
stability during a depressive episode can easily be 
associated with the greater importance of non- 
psychosocial factors that can precipitate an endo- 
genous depression. 


Discussion 


The question whether one can detect an endo- 
genous depressive syndrome by use of a mathematical 
statistical method (cluster analysis), appears according 
to the present study to be answered in the affirmative. 


We believe it is correct to speak of an independent 
‘category’ (disease entity) in accordance with genetic 
(Stenstedt, 1969; Zerbin-Riidin, 1969; Slater and 
Cowie, 1971) neurophysiological (Shagass et a/, 1956; 
Prange, 1973; Langer et al, 1976; Carroll, 1977; 
Beckmann, 1978; van Praag, 1978; Schildkraut et al, 
1978) and therapeutic data (Carney et a/, 1965; Sar- 
gant and Slater, 1972; Bielski and Friedel, 1976; 
Raskin and Crook, 1976; Klicpera et al, 1979; Paykel 
and Coppen, 1979). How the neurotic depression con- 
trasts must be left to a further study. Matussek and 
Luks (1981), using essentially more detailed items than 
those used in this study, have worked out clear 
differences in the two depressive disorders. 

If one examines the difference of the means from 
which the rank order of the items is established (endo- 
genous vs. neurotic depressives; cluster Al vs. T), one 
does not find homogeneous structures of symptoms 
that are separated from each other by a clear gap. The 
difference of the means continually decreases or in- 
creases on the other side, The rank order based on the 
significance level appears to be characterized as well by 
a fluid transition, although the first four items of the 
endogenous depressive group (from clinical diagnosis) 
are extremely significant (P « .000; see Table HT). This 
means that the endogenous syndrome is most purely 
characterized by central items such as fluctuation in 
the condition during the day, but it is not dependent 
upon the presence of certain single items or upon a 
complete syndrome with clear boundaries. 

As a result, one can only correctly assume an endo- 
genous component of a depressive syndrome when a 
certain sum score from the differently weighted items 
is added together. In other cases one can believe that in 
all probability an endogenous factor is present but 
cannot proceed on this assumption with complete 
confidence (Spitzer et al, 1978 in RDC). Practical 
clinical experience shows as well that some cases are 
clearly endogenous, others clearly not, and that 
between these two groups there is a third, by no means 
a small one, in which even after considering many 
factors one cannot reach a clear decision about the 
diagnosis. We could not decide upon a distinct diag- 
nosis in 29 cases (14 per cent) (Garside et al, 1971 in 
15 per cent) and labelled them for this reason ‘un- 
classified’. It is thus better to speak of an endogenous 
component that has different levels of strength and 
that can leave even upon a depressive neurosis an 
endogenomorphic impression (Klein, 1974; cf. Weit- 
brecht, 1972: 'endo-reaktive Dysthymie’). 

One can, as Spitzer et al (1978), Brown et al (1979), 
Paykel (1979) and others have suggested, move away 
from the earlier view advocated by some that endo- 
genous (psychotic) and reactive (neurotic) depression 
are incompatible and proceed towards a possible com- 
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bination of both (perhaps with more) components 
(Lewinsohn ef al, 1977). Nevertheless, a nosological 
classification is possible, from the moment one com- 
ponent alone is quantitatively so prominent that one 
can speak of a ‘turn towards the quality’. 

We do not believe that one can assume a major 
similarity between the two illnesses based on the 
continuum at the symptomatic level (Kendell, 1969). 
The multi-axial interpretation has shown that the 
differences are too large in too many dimensions for 
one to speak of similarity (Bojanovsky, 1969). A 
patient can nevertheless be a carrier of both disturb- 
ance components (Eysenck, 1970). The two dimensions 
reactivity and endogeneity stand orthogonally to one 
another. That an endogenous disturbance is always 
accompanied by a neurotic disturbance, as Foulds and 
Bedford (1975) indicate, appears not to be true, as 
shown by the large number of depressives with pure 
endogenous symptoms during their depressive episode 
(cluster Al: 72 persons). These patients also show a 
low level of neuroticism in the remission interval. 

The comparison of our results with those of other 
multivariate statistical methods shows an amazing 
similarity. All the highly weighted endogenous items 
from the classical factor analysis of the Newcastle 
group (Kiloh and Garside, 1963) also appear in our 
final results (with the exception of ‘severity of the 
depression’, an item that we did not include). The 
comparative study done by Kiloh et al (1972) in 
Sydney brought similar results. Our data are also in 
large agreement with the results from the seven factor 
analyses compiled by Mendels and Cochrane (1968). 
We can support the four hypotheses of endogenous 
depression that Klerman (1972) listed (special clinical 
syndrome, precipitant more often absent, stable pre- 
morbid personality, autonomous course). 

As far as the method of cluster analysis is concerned, 
Paykel (1971) used it for the same purpose as we did. 
He also attempted to classify depression with this 
method. The first division brought him the groups ‘old 
severe' and 'young mild', these had little similarity 
with our first cluster. The next partition showed a 
‘psychotic’ group that included many patients who 
suffered from delusions. During the illness phase they 
were the most severe depressives, they had a distinct 
quality of depressive mood, they suffered from 
feelings of guilt and from anorexia, showed re- 
tardation and delayed insomnia. In the interval they 
had a low neuroticism score. The similarity with our 
endogenous cluster is clear. Contrary to Paykel, we 
have not as yet succeeded in our first partition in 
establishing one or more neurotic clusters in oppo- 
sition to an endogenous one. Pilowsky et a/ (1969) and 
Byrne (1978) arrived at a similar result (definite 
endogenous cluster, no neurotic cluster) and Akiskal 


et al (1978) and Klerman et a/ (1979) are in favour 
of the complete abolition of the concept of neurotic 
depression in diagnosis. 

If the results from a mathematical-statistical study 
alone on the syndrome and course properties of 
clinical endogenous depression do not allow one to 
make a statement about the categorical distinction 
from neurotic depression (one must then take into 
consideration all the relevant ‘axes’), the present study, 
based only on the symptoms and course properties, 
has shown that the widely propagated scepticism 
towards the diagnosis of endogenous depression is not 
valid. Independent. of clinical diagnosis, our cluster 
analyses provided a clearly defined syndrome which 
essentially agreed with the characteristics of what is 
called endogenous depression or manic-depressive 
insanity or cyclothymia by both the traditional 
German-speaking psychiatry (Kraepelin, 1909 ff; 
Bleuler, 1930; Schneider, 1950; Kielholz, 1971) and 
the present Newcastle school (Kiloh and Garside, 
1973; Carney et a/, 1965; Roth et al, 1974) and which 
is labelled ‘melancholy’ in the DSM III. However, 
what is more difficult is the classification of neurotic 
depression, Hitherto, different studies making use 
of either clinical or statistical methods have not 
brought about such clear results as for the endo- 
genous depressive syndrome. 
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duction of Aldosterone 


S sive Sera 


M. J. O'BRIEN and K. J. TOUMBA 


Summary : Serum samples from pavichianic patients. . were. added to 
incubations of rat adrenal cortical cells synthesizing aldosterone. A high pro- 
portion of sera from patients with bipolar manic-depressive psychosis inhibited 
aldosterone production, but chronic in-patients without affective disorders gave 
few inhibitory sera. Inhibition was greatest in depression, lowest during normal 
affect. in one patient studied through 11 affective cycles the inhibitor score 
increased during transitions from mania to depression, showing a significant 
regression on time. The possible relationship of this /n vitro phenomenon to the 
defect of aldosterone regulation in manic-depressive psychosis is discussed. 


Descriptions of altered sodium and water meta- 
bolism.in patients with affective disorders led us to 
examine the possible role of aldosterone in manic- 
depressive psychosis (Levell et a], 1971; Allsopp et al, 
1972). Although most values of aldosterone excretion 
are within accepted normal ranges (Murphy et al, 
1969; Aranoff et al, 1970), the relationships between 
aldosterone production and factors that normally 
regulate it were not normal (Allsopp et al, 1972; 
Hullin et al, 1977), suggesting that in manic-depres- 
sives there was another, hitherto unrecognized, factor 
operating. We tested this hypothesis by setting up an 
in vitro test system using cells of the rat adrenal cortex. 
We found that some sera from manic-depressives 
inhibited aldosterone biosynthesis by these cells, 
whereas sera from healthy individuals or from non- 
psychiatric in-patients did not inhibit (O'Brien et al, 
1979). We have now examined sera from several 
further groups of patients in order to test the specifi- 
city of this inhibitory phenomenon. 


Methods 


Aldosterone inhibitor was measured as described by 
O'Brien et al (1979) except that the incubation volume 
was lower and latterly ACTH was replaced by tetraco- 
sactrin. In outline, rat adrenal capsules were treated 
with collagenase to produce suspensions of largely 
zona glomerulosa cells. Portions of cell suspension 
were incubated with ACTH, and either the serum 
under test or a control (pooled normal) serum. 
Aldosterone production by the cells in the presence of 
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the test serum was expressed as a percentage of pro- 
duction in the presence of control serum. O'Brien et al 
(1979) defined a reference range (based on healthy 
normals and non-psychiatric in-patients) of 76-113 
per cent, the variance of which was largely due to the 
analytical errors (analytical SD 7 per cent). 

In thís paper the data have been normalized so that 
the mean of the reference range becomes zero and its 
standard deviation. 1.0 (of which 0.8 is accounted for 
by analytical error). The reference range thus becomes 
—2 to +2 (negative values indicating inhibition). Sera 
yielding scores below —2 are referred to as inhibitory. 


Sources of sera 


All blood samples were taken by the same person 
from patients at a single psychiatric hospital. All 
samples were processed and transmitted to the endo- 
crinology laboratory in the same way. Sera were classi- 
fied into six groups: 

Group. A: ‘Twenty-one sera from 15 males and 6 
females aged 25-84 years (mean 50.1) who were 
chronic in-patients; none of whom was suffering from 
an affective disorder. 

Group B: Thirteen sera from a chronic in-patient 
(M, 56) with manic-depressive psychosis (MDP) who 
had had no episodes of abnormal affect for 5 years but 
lived on the metabolic ward. These data have been 
published previously (O'Brien et al, 1979). 

Group C: One hundred and twenty-three sera from 
5 chronic in-patients with MDP (1 male, 4 female; 
aged 46—70), living on the metabolic ward. These data 
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- have been published —Ü (O'Brien et al, 1979). 
More recent. samples- from the same patients are 
designated Group CË, 

Group D: Twenty-one sera from 4 further chronic 
in-patients with MDP (4 female, aged 32-74). 
. Group E: Eleven sera. from 4 patients (2 male, 2 
female; aged 18-67) with ` MDP of many years’ dur- 
ation, normally treated as out-patients, but who had 
been admitted for investigation. 

Group F: Fifty-four sera from 51 out-patients (14 
mile. 37 female; aged 18-76), with MDP. 

— The diagnoses of MDP were made according to the 
criteria of the International Classification of Diseases 
-= 296.1/2/3. The mood of in-patients was assessed and 

charted twice daily as described by Rees et al (1974). 
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The drugs being taken by any patient i in each of the 
six groups are listed with maximum. daily dose in 
Table I. Similar information for. patients having 
inhibitory sera are also given, ^ . 


| . Results — 

Table II summarises for each group the mean and 
range of the inhibitor scores and the percentage of 
samples classified as inhibitory, ie. lying below the 
95 per cent reference range of —2to +2. 

The results from Groups C!, D and E confirm the 
earlier findings (Group C shown here to facilitate 
comparison) that a substantial proportion of the 
samples from in-patients with MDP show inhibition. 
The proportion of inhibitory samples from the out- 


TABLE I 
Drugs prescribed to any patient in each of Groups A-F (maximum daily dose) and to any patient showing inhibitory sera 








All sera Inhibitory sera 
. Daily dose up ` Daily dose up 
Group No. Drugs to mg. No. Drugs to mg. 
A 21 Trifluoperazine 2 2 Chlorpromazine | 75 
"Procyclidine 15 Benzhexol | 06 
- "Phenobarbitone 120 *Fiuphenazine decanoate 25 
: "Phenytoin | 300 Diazepam: 60 
Chlorpromazine 600 Glyceryl trinitrate 5.2 
Amitriptyline 150 Paracetamol | 500 
Haloperidol 40 Flurazepam | 30 
Thioridazine 300 
Diazepam 30 
*Flupenthixol decanoate 40 
 Orphenadrine 150 
Pimozide 4 
Ibuprofen 1200 
Trimipramine 50 
Benztropine mesylate 2 
Chlormethiazole 1000 
-. Ferrous sulphate 650 
 Nitrazepam | 10 
. Disulfiram | 200 
.. Bendrofluazide _ | ; 49 
. Potassiumchloride — 1260 
*Fluphen azine decanoate 100 
*By injection every 2 or 3 weeks 
B 1 Lithium carbonate i 800 ] Lithium carbonate. 800 
C - Lithium carbonate . 1000 5 Lithium carbonate | 1000 . 
Nitrazepam l m | 10 o Nitrazepam | 10 
C 5 Lithium carbonate | 1000 3 Lithium carbonate 1000 
`- Nitrazepam | | 10 Ferrous gluconate - E 300 
Chlorpromazine 225 P 
300 


(^ Ferrous Pee 





^^^ These were sera from patients resident in th 
hospital (and in the case of Group B, the same 
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One of the patients in Groups C and C! was studied 

a period of 790 days. During this time, she 
] 10 substantial episodes of depression used to 
ine 10 affective cycles ranging from 48 to 110 days 
duration (Fig d I, V, IX, and X showed 


patients (Group F) was much lower. Since in-pat 
and out-patients differed in severity of illness.as 
place of residence, comparisons were made to: 
tinguish these two factors. le 
Groups A and B provide environmental co 





"They showed a low proportion of inhibitory samp es. 
Results from Groups C'-E were pooled and re- | transi E 
classified according to the patients’ affect at the time — Measurements of f addoiteroié inhibitor (Fig 1) were . 

blood was taken (Table III). The earlier observation )upe 
(Group C) that inhibition was associated with ab- The most striking change was seen in the transition 
normal affect, and particularly. with depression, is — from. mania to depression. In Fig: 2 inhibitor scores are 
confirmed. Of the patients in Group F, only 6showed plotted asa function of days away from the first day of 














abnormal affect: two of these gave inhibitory sera. each depressive episode, using values up to half-way 
TABLE I 
Continued 
Allseta : Inhibitory sera 
| Daily dose up Daily dose up 
Group No. Drugs to mg. No. Drugs to mg. 
D 4  .Lithiumcarbonate . 1400 2... Lithium carbonate... 1250 
! Chlorpromazine 200 . 
Amitriptyline 100 
Nitrazepam |. ]98 
E 4 Lithium carbonate - 1250 2 Lithium carbonate 1250 
| Nitrazepam 5 Nitrazepam 5 
Chlorpromazine = 300 Chlorpromazine — 150 
F S8 Lithium carbonate 1600 6 . Lithiumcarbonate 1400 
nitas Nitrazepam nc 10 l-thyroxine > 0.1 
l-thyroxine 0.1 Nitrazepam - 10 
Diazepam 15 Chlorpromazine 150 
Propranalol | 30 Amitriptyline 100 
Butobarbitonesodium — . 200  . .. Diazepam | | 15. 
Phenylbutazone i . .300 | E | I 
Paracetamol | 25. . 1500 
-Ferrous sulphate un 450 
Dothiepin - ANE «$80 
Imipramine — toe $i 150 
Flurazepam 15 
Amitriptyline 100 
Thioridazine sio ag San ged 
l-Tryptophan — | . 6000 
Phenelzine 9  . s hus OD 
Digoxin | 7o 0.2 
Frusemide 5 | 1L 60 
Potassium chloride |... 780 
Trimipramine | =- 100 
Piperazine oestrone sulphate : Perg 


aul dat ! .' . 300 





ed. according to the phase of the affective cycle. — ! 
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| | E TABLE H : 
Summary ofin inhibitor s scores. Full d details of patients are given in the text. Groups B and € are data j 
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rina al (1979) 











7 Number of P 
B es ME See D below - - Difference from 
Group : 7 Patients : Pts Sera Mean sem Range E Ss qum EE Group A 
^A. Nondfletive - 2 2 00 03 -23134 10. 

B Stable MDP in-patient l 13 —0.16 0.36 —2.6 to 2.8 B g ] 

C MDP in-patients 5 123 -1.54 0.16 -46t02.0 39 «0.001 

Ce inei 5 95 —1.74 0.17 -5.7 to 3.8 | 42 . «0.001 

D MDP in-patients 4 21-098 0.7  -39t01.5 19 0.05 

MDP acute in-patients 4 i1 —1.40 0.76 —3.8 to 4.4 45 0.1 
F MDP out-patients 51 54 —0.33 0.17 —2.8 to 2.3 il >Q.1 
TABLE III 


New data on manic-depressive in-patients (Groups C'\-E) compared with the data of O'Brien et al (1979) (Group C) 











Normal Manic Depressed 
n meantsem “%I n meantsem %]I n meantsem “%I 
Group C $3 —0.80 23 39 —1.90 44 31 — 2.33 65 
+0.25 +0.29 +0.22 
Group C'-E 30 0.93 27 49 —1.44 37 48 — 2.13 48 
+0.32 +0.24 +0.24 
ZI = percentage of sera giving inhibitor scores of less than —2.0. Normal, Manic and Depressed refer to the patients’ 


affect at the time the samples were taken. 


through the episode and from half-way since the end 
of the previous depressive episode. The values show a 
progressive fall from within the reference range to out- 
Side it. The regression on time is highly significant (r = 
0.62, P = <0.001), and the residual variance about 
the regression line is 1.42 to which analytical variance 
contributes almost one half. 

Inhibitor scores were analysed in relation to the 
drugs being received (Table I). Each patient of Group 
A was on several drugs, but the two patients giving 
inhibitory sera had no drug in common. Similarly, in 
Group F there was no association between particular 
drugs and inhibition (indeed, three of the six patients 
whose scores were less than —2 were receiving no 
drugs other than lithium). 

The results on the 250 sera from ill in-patients 


(Groups C-E) were analysed in relation to lithium 
therapy. When account was taken of the effect of 
mood (Table IV), there was no effect ascribable to 
lithium when the patients were manic or depressed, 
but a possible effect when their mood was normal. 


Discussion 

The assay system for aldosterone inhibitor was set 
up by O'Brien et al (1979) because of anomalies in the 
regulation of aldosterone in manic-depressive patients. 
Indirect assessment of mineralocorticoid activity had 
suggested low aldosterone values in depression 
(Grunebaum and Altschule, 1950) although later more 
sophisticated, indirect methods failed to support this 
suggestion (Peet, 1975). When measurement of aldo- 


 Sterone became feasible it was found that most values 
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were indeed within accepted normal ranges (Murphy 
. et al, 1969; Aranoff et al, 1970). However, when 
aldosterone was examined in relation to sodium and 
renin, factors believed to regulate its secretion in 
normal people, anomalies became apparent (Levell et 
al, 1971; Allsopp et al, 1972; Hullin et al, 1977). In 
particular, values in early depression were lower than 
expected. 

The present investigation aimed to clarify the asso- 
ciation between the in vitro aldosterone inhibitor and 
the disease by examining the inhibitor in different 


Inhibitor 





20 it 0 i0 20 


Day from first day of Depression 


Fig 2, —Inhibitor score as a function of days before or after 
the first day of each depressive period. Same data as in 
Fig 1. 


groups of patients. It seemed particularly important to 
exclude any possibility of artefacts or trivial explan- 
ations related to environmental factors. To this end 
most of the blood samples were taken by one person 
and the initial processing (separation of serum, stor- 
age, and transport) was not systematically different for 
any of the groups of samples. B 

The low proportion of inhibited samples i in Groups 
A and B makes it unlikely that inhibition is related to 
specimen handling, to features of the hospital environ- 
ment (such as diet or microorganisms), or to the effects 
of hospitalization. The age and sex matching of these 
two groups to the patients of Groups C, D and E 
(MDP with sometimes abnormal affect) was not very 
close, nevertheless it was sufficient to exclude the 
possibility of inhibition being related to a particular 
sex or age group. A simple association with a parti- 
cular drug is also excluded by these data, 

Further support for inhibition not being an en- 
vironmental effect comes from Group E who were 
acute admissions, but who showed inhibitor scores 
comparable with those of the chronic in-patients 
(Groups C and D). 

The strongest evidence for inhibition being related 
to the disease is its association with the patients' 
affect. This is seen in two ways. The proportions of 
inhibited specimens are highest during depression and 
lowest during normal affect. This observation, made 
by O'Brien et al (1979) on the basis of the data in 
Group C, is confirmed here by the additional data. 
Secondly, in the patient who was investigated over 
two years, a striking correlation of inhibitor score on 
time is seen when the time is calculated as days from 
the first day of depression. Inhibition appears to grow 
relatively. quickly during this period, to disappear 
more slowly and irregularly during the rest of the 
affective cycle. | 

Because of the association between mood and 
inhibitor score, it was necessary to take account of 


‘TABLE IV 


Data on manic-depressive in-patients (Groups C-E) classified according to lithium carbonate therapy and to the patient's mood 
at the time the blood was taken 


eem m t A A A SER | ME Im SA TH a m a at A RNA AS ASR ATi BAR RR a a Ea ea a a a e a tr AS PA) A Y TS TA RAY te M Pre ar RT HIE TAA TA Si tT T LIS e HP HT I PH P a e P SHIT LA a rt en I HP en HS A HA m IH n HH HH S em Sa RRA A IA Ra RIT e ea SE m Rr I e Ah 


Normal 
n  meancsem ^ 


Li therapy 27. 


—0.25* 19 

+0.35 
Noton Li 56 —1.14* 27 

+0.27 


Manic Depressed 
mean sem — "i n  meantsem — 

-1.00 4 39  -2233 59 

+0.27 -+0.20 

—1.60 38 40 < —2.19 50 

+0,23 : +0.27 


e x xe percentage of sera giving inhibitor scores of less than — 2.0. 


o^ * Difference of means: to = 2.01, P = 0.05. 
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mood when examining the in-patient data for drug 





effects. The only ine drug widely penes to the | | 


that this had no effect on "inhibitor score” when the 


patients were manic or depressed, but was associated. 
with less inhibition when the patients were judged ` 
normal. There are two possible interpretations of this. ` 
association (if it is real). Firstly, a bias would arise if a 
decision not to give a patient lithium was based onan 


incorrect clinical judgement that the patient was nor- 
mal. Thus the 'normal, no lithium' group would 
contain a few patients with abnormal mood and there- 
fore potentially greater inhibition. The alternative is 
that the lithium is affecting the inhibitor score in- 
dependently of mood. This would be consistent with 
the view that the inhibition seen in mania and de- 
pression was a consequence of the underlying bio- 
chemical lesion rather than a consequence of the altered 
mood. Indeed, it seems in any case unlikely that the 
inhibition would be caused by the behavioural changes 
since the behavioural abnormalities of mania and 
depression differ so markedly, yet both abnormal 
states show an increased proportion of inhibitory sera. 

What is the biochemical abnormality that the 
inhibitor score is measuring? 

The test system is very complex so that it cannot be 
concluded that a factor causing inhibition is neces- 
sarily a physiological regulatory factor or even that it 
causes inhibition in vivo. Nevertheless, there is evi- 
dence that aldosterone regulation in MDP is abnormal 
(Allsopp et al, 1972; Hullin et al, 1977) so that an in 
vivo role for the in vitro phenomenon described here is 
a possibility. Furthermore, there is growing evidence 
that the recognized regulatory factors—angiotensin, 
K*, and ACTH-—are unable to account fully for 
aldosterone regulation in other situations (Coghlan ef 
al, 1979). 

‘Could paradoxical aldosterone regulation con- 


tribute to the pathogenesis of MDP? Superficially, this 


seems unlikely; primary disorders of aldosterone 
regulation are among the few endocrine diseases not to 
be associated with psychoses. However, aldosterone 
production is increased by a number of amines, in- 
cluding 5-HT (Muller, 1970), and is decreased by 
dopamine (McKenna et al, 1979). Tyrosine hydroxy- 
lase, the rate-limiting enzyme on the pathway of 
catecholamine biosynthesis, is affected by the aldo- 
sterone agonist DOCA (Rylett et aj, 1975). An 
analogous reciprocal relationship exists with sodium; 
aldosterone production is altered by changes of body 


sodium and aldosterone stimulates sodium transport - 


(Ross, 1975). Thus, although aldosterone does not 
cause mental symptoms it may have a role in linking 
the two major areas of biochemical abnormality seen 


. in MDP—biogenic amines and sodium metabolism. 
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Some Familial and Clinical C 
‘Suicidal Psychiatric Patie 





By JOHNBIRTCHNELL — 


Summary: The study compares 72 female psychiatric patients who had a 
history of suicide attempt with 122 who had neither attempted nor contemplated 
suicide. Of these 194 women, 128 had experienced the death of their mothers ~ 
before the age of 11, but the proportions of early bereaved and not early 
bereaved who were suicidal were similar. Not even the events which followed 
bereavement affected suicidal behaviour, but the suicidal patients tended to 
come from larger sibships. Poor quality of the marriage and, for the early bereaved 
only, having three or more children related significantly to suicidal behaviour. 
The suicidal women were significantly more often described as dependent. 
-Suicidal behaviour was not differentiated on the endogenous/neurotic depressive 
dichotomy but it was significantly related to severity of depression. ^ 


- Of the many studies which have been concerned 
with investigating the characteristics of people who 
attempt suicide, the majority have been carried out on 
patients admitted to general hospitals or psychiatric 
departments shortly after the attempt. Their object 
has been to ascertain what causes individuals in the 
community to resort to suicidal behaviour. The present 
study is concerned with the question of why only some 
psychiatric patients make suicide attempts and 
involves two groups of female psychiatric patients, 
72 of whom had at some time attempted suicide and 
122 who had not. Unlike many studies, the present 
one does not focus upon a specific suicide attempt and 
identify precipitating events or circumstances, but 
assumes that a person who has made a suicide attempt 
represents a certain type of individual who resorts to 
this form of behaviour under stress. This view is 
supported by the fact that many of the patients in 
the present series had made more than one suicide 
attempt. However, a person who has made a single 
attempt under exceptional circumstances is less 
deserving of the appellation ‘suicidal’ than someone 
who does so repeatedly, and therefore all psychiatric 
patients who have attempted suicide should not be 
grouped together in the study of associated char- 
acteristics, | 
The data were collected as part of a research project 
concerning early parent death; 47 of the suicidal 
patients and 81 of the controls had experienced the 
early death of their mother. Since the original study 
was set up for purposes other than the examination of 
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factors contributing to attempted suicide it is unlikely 
that preconceived ideas affected the data. The purpose 
of collecting information about suicidal behaviour 
was to ascertain whether in female patients, early 
bereavement was associated with suicidal behaviour. 

Because of the method of data collection, the 
time relationship between the suicide attempt(s) and 
the marital and clinical characteristics considered was 
not taken into account. This should not detract from 
the validity of the findings, for since there is some 
justification for believing that patients who make 
suicide attempts represent a certain type of individual, 
it may be assumed that such individuals also tend to 
have certain kinds of marriages and present with 
certain forms of psychiatric illness. — Ye 

The present study has features in common with an 
earlier one in which a series of 500 admissions to the 
Crichton Royal Hospital, Dumfries were studied and 
it was shown that the death of a parent before the age 
of 10 had no effect upon the tendency to attempt 
suicide but that attempted suicide was significantly 
associated with severity of depression (Birtchnell, 
19702). Unlike the Crichton Royal study, the present 
one is restricted to women and is concerned only 
with the early death of the mother; furthermore about 
a third of the patients in the present study received 
only out-patient treatment. | di 

A study based upon case notes is, of course, 
dependent upon the recording of information in the 
notes; since the North East of Scotland psychiatric 
services are based upon the Department of Mental 
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Health of Aberdeen University, history taking is of a 
high standard and the majority of notes are type- 
written although inevitably there are gaps in the data 
available. Descriptions of patients’ marriages, for 
example, ranged from a few lines to several pages; 
it is possible that not all bad marriages have been 
identified but the recording of a bad marriage carries 
a high degree of certainty that this was in fact the 
case; some of the patients in the ‘not bad marriage’ 
category may have had marriages which were far 
from ideal and had these been eliminated the findings 
might have been. more clear cut. This principle is 
applicable to quality of relationship to the replacement 
mother and other variables. 

It would be naive to expect to find simple causal 
relationships. between certain experiences or circum- 
stances and suicidal behaviour. As has been previously 
pointed out (Birtchnell, 1973, 1974). even such specific 
events as early bereavement are likely to vary in their 
effect according to how adequately the deceased 
parent is replaced and the quality of the relationship 
with the surviving parent. It is the object of the 
present study to examine a number of possible 
factors which may contribute to suicidal behaviour, 
to ascertain to what extent such factors are inde- 
pendent of each other and have an enhancing effect 
in combination, The variables examined were early 
life experiences, marriage and child rearing, person- 
ality and psychiatric diagnosis. 


Method 

The source of the study samples was a series of 
6,795 referrals between the years, 1963-67 derived 
from the North East of Scotland Psychiatric Case 
Register (Birtchnell, 1973a). In order to examine the 
specific marital and clinical characteristics of early 
mother-bereaved women (e.g. Birtchnell, 1981) all 160 
women of this series whose mothers had died before 
the age of 11 were matched by decade of birth with a 
control sample of 80 women, randomly selected from 
the rest of the series, who were brought up by both 
natural parents, neither of whom had died before the 
patient was 26. Between 1974 and 1977 the original 
case records of these 240 patients were reviewed and, 
where appropriate, more up-to-date information was 
incorporated. Data on a wide range of items were 
coded. Since special note had been taken of whether, 
at any time in their life, patients had committed or 
attempted suicide, it was possible to use these samples 
to examine the familial and clinical characteristics of 
suicidal and non-suicidal patients. Attempted suicide 
is defined as the deliberate infliction of self-injury or 
excessive ingestion of drugs, at a moment of emotional 
disturbance, not necessarily with the object of self- 
destruction. 


As with the 1970 study, in order to increase the 
distinction between suicidal and non-suicidal patients 
the 32 early bereaved women (20.0 per cent) and the 
14 controls (17.5 per cent) who had only threatened or 
contemplated suicidal action were eliminated. This 
did not seriously affect the decade of birth matching 
between the early bereaved and control patients. No 
attempt was made to assess the seriousness of attempts. 
Six patients, three bereaved and three controls, 
eventually committed suicide—three after previous 
attempts—and it was decided to include these with 
the suicide attempters. For a number of com- 
parisons the relationship between the selected factor 
and suicidal behaviour was observed to apply equally 
to those patients who had, or had not, experienced 
early bereavement and therefore it was justified to 
combine these sub-samples to form two groups of 
72 suicidal and 122 non-suicidal patients. The age 
distributions of the two groups corresponded closely 
and there was no significant difference between them. 

The retrospective assessment of the quality of the 
patient's relationship to parents or parent substitutes 
is fraught with difficulties. Patients may recall occa- 
sional bad aspects of a relationship while disregarding 
the predominantly good aspects, or vice versa. They 
may proffer unrepresentative descriptions of parental 
behaviour as a way of gaining sympathy or of justify- 
ing their present undesirable behaviour. With these 
reservations in mind, some attempt was made to 
select patients who seemed to have had indisputably 
good or indisputably bad relationships with a parti- 
cular parent on the basis of examples given of child- 
hood experiences. 

The assessment of the quality of marital relation- 
ships is somewhat easier. Doctors, nurses or social 
workers may have witnessed the marital partners 
together or interviewed the husband and since the 
marriage exists in the present, descriptions of it are 
not subject to the distortion of recollection. 

Marriages were rated according to a wide range of 
characteristics of each partner and of the relationship 
itself. There were 45 possible negative characteristics 
and 12 possible positive ones. Areas covered included 
general attitude to men, length of courtship, quality of 
relationship to subject's and partner's own family, 
dependency, jealousy, intimacy, level of communi- 
cation, tolerance, concern, discord, time spent apart 
and extra marital relationships. A negative point was 
allocated for the reported presence of an undesirable 
characteristic, and a positive point was allowed for 
a desirable one. For patients who had been married 
more than once the marriage with the most extreme 
score was counted, (Details of the rating system are 
available from the author). 

For an indication of personality attributes it was 
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necessary to rely solely upon opinions expressed in th e 
patients’ case records by psychiatrists, social workers ~ 
and nurses. Such opinions may well have been soundly : 
based upon observations of behaviour but these were 


not always recorded. All cases were allocated.a Case 


Register diagnosis by the original clinicians. This was- 
the last one available in the case record at the time the | 


sample was accumulated and was coded according 
to the International Classification of Diseases (Seventh 
Revision); subsequently the diagnoses were classified 
into the six categories which were used in the present 
study. Psychiatric symptomatology was described in 
sufficient detail to permit independent diagnostic 
classification. Additional diagnostic assessments were 
made by a reader in psychiatry and a research psycho- 
logist, neither of whom was given information 
regarding the patient's age, early or current family 
circumstances. These assessors were asked to pay 
special attention to the division of the depressive 
disorders into neurotic and endogenous types and to 
grading them according to severity. The research 
psychologist also rated all cases, irrespective of 
diagnosis, on the depression scale used in the study of 
Birtchnell (1970c). 


Results 
Early life experiences 


Sibship size: There would appear to be some 
relationship between suicidal behaviour and original 
sibship size: 48 per cent of patients from sibships of 
six or more were suicidal compared with 32 per cent of 
patients from smaller sibships (y* = 4.03, P 0.05). 
It has been shown (Birtchnell, 1970b) that sibship 
size is related to decade of birth and parental social 
class. As already stated, the suicidal patients were no 
older than the non-suicidal ones. The suicidal be- 
haviour of patients from Social Class I and II, HI, 
and IV and V was 35, 34 and 45 per cent respectively. 
This slight, but not significant, excess in the lower two 
classes may help to explain the link with sibship size. 
Since their mothers died during childbearing years the 
early bereaved patients tended to come from smaller 
sibships; despite this tendency, the actual proportions 
of the early bereaved and not early bereaved women 
who came from sibships of six or more were not 
appreciably different, 29 per cent and 34 per cent, 
respectively. The association between sibship size and 
suicidal behaviour was, however, stronger for the 
non-bereaved patients. 

The proportions of early bereaved and not early 
bereaved women who were suicidal were 37 per cent 
and 38 per cent respectively (5? = 0, n.s.). Comparable 
figures from the Birtchnell (1970a) study were 44 per 
cent and 42 per cent, the slightly higher percentages 
may be related to the fact that all patients were in- 
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"patients. It has been proposed (Birtchnell, 1973b 
and 1974) that all cases of early bereavement should 
not be grouped together as though they represent the 
same experience. Before accepting this non-association 
.— between early bereavement and suicidal behaviour it 
would therefore. be desirable to consider various 


subdivisions of the. early bereaved group. Suicidal 
behaviour was slightly higher among the early 
bereaved women whose fathers died before the patient 
was 10 years old (46 per cent) or between the patients' 
age of 10 and 19 years (40 per cent). It was low 
(21 per cent) among those patients whose replacement 
mothers had died before the patient was 20. The 
remarriage of their fathers did not seriously affect 
them although the incidence of suicidal behaviour was 
higher among those who actually lived with their 
step-mothers (42 per cent) compared with those who 
did not 31 per cent) The quality of relationship 
either with their replacement mothers or with their 
fathers did not have a. significant effect, nor did the 
number of changes of maternal care. 

Even among the non-bereaved women there was 
no relationship between suicidal behaviour. and the 
quality of their relationship with either their fathers or 
mothers, Only three of the seven women whose 
mothers had committed suicide (six early bereaved 
and one not early bereaved) had themselves attempted 
suicide. 


Marriage and child rearing 


Of the 28 single women, 11 (39 per cent) were 
suicidal compared with 37 per cent of the married 
women, The incidence was twice as high in the non- 
bereaved single women (54 per cent) as in the bereaved 
(27 per cent) although these differences are not 
statistically significant, Among the early bereaved 
there was a suggestion that marriage before the age of 
20 carried a higher incidence of suicidal behaviour 
(57 per cent) compared with those who married at the 
age of 20 or later (33 per cent) but again the difference 
was not significant. There was no relationship between 
suicidal behaviour and social class of the husband or 
upward or downward social mobility. : 

As patients were .allocated both positive and 
negative marriage points it was possible to examine 
the effects of positive and negative points separately 
and in summation. From Table I it will be seen that 
only 21 patients (12.7 per cent) obtained three or more 
positive points. Ín comparison with the remainder of 
the sample these did not have a particularly low 
incidence of suicidal behaviour. There were 50 patients 
(30.1 per cent) who obtained five or more negative. 
points and the incidence of suicidal behaviour was 
higher in this group than in the remainder. In Table II, 
suicidal and non-suicidal patients are classified accord- 
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Tr 208 : TABLE I 
The e distribution n of patients with dias and bad marriages who were suicidal (percentage fies in brackets) 




















3 or more Less than 3 5 or more Less than 5 
positive points positive points negative points negative points 
o 0221) (n — 145) (n = 50) .ín = 116) 
Suicidal | 889 53 (37) 29 (58) 32 (28) 
G = 61) | | E 
Notieuicidal 13 (62) 92 (63) 21 (42) 84 (72) 
on == 105) 
x! = 0.01, d.f. = 1, NS y! = 12.63, d.f. = 1,P <.00! 
TABLE II 
Distribution of marriage points of suicidal and non-suicidal women (percentage figures i in brackets) 
—4 or less —3to —1 0 | | Positive 
Suicidal 30 (49) 8 (13) 7 2) 16 Q6 
(n = 61) | 
Non-suicidal 24 23) 28 (27) 24 (23) 29 (28) 


(n — 105) 





= 14.19, d.f. = 3, P < .01 





Tase IH 


Distribution of early bereaved and not early bereaved women, with and without three or more children, who were suicidal 
(percentage figures in brackets) 











Early bereaved Non-bereaved 
3--children Less than 3 children 3-rchildren Less than 3 children 
(n = 52) (n = 61) (n = 17) (n — 36) 
Suicidal 28 (54) 15 (25) 5 (29) 13 (36) B 
24 (46) 46 (75) 12 (71) 23 (64) 


Non-suicidal 





y? = 8.99, df. = 1, P < .01 


z? = 0.03, d.f. = 1, NS 





ing to the sum of their marriage points. Once again it 
will be seen that positive points were not protective 
but that large negative scores were significantly 
associated with suicidal behaviour. These findings 
applied. equally to the early bereaved and non-early 
bereaved women. Closer inspection of the marriages of 
the suicidal and non-suicidal patients revealed that the 
predominant characteristic of marriages in the suicidal 
group was hostility. In fact the single item ‘much 
quarrelling’ differentiated effectively between the two 
groups: 61 per cent of patients with this characteristic 
being suicidal compared. with 31 per cent of those 
without it (z? = 8,50, P « 01). In 30 per cent of the 


suicidal marriages compared with 9 per cent of the 
remainder one partner drank excessively Gt =x 10,93, 
P «0.001), and in 21 per cent of the marriages in the 
suicidal group compared with 9 per cent of the 
remainder the husband had had an extramarital 
relationship (y? = 4.40, P .<0.05). Despite the 
association between poor quality marriage and 
suicidal behaviour there was no association with 
divorce or marital separation. Of the suicidal patients 
9.9 per cent had been divorced or permanently 
separated and 7 per cent had been temporarily 
separated; the comparative proportions for the 
non-suicidal patients were 9.6 per cent and 3 per cent. 





- -. significant, whereas for the non-bereaved it was i 
^. reversed. How can this difference between the 


Suicidal behaviour appeared to be related to curi 
family size: patients with three or more children 
significantly more suicidal (y? = 5.45, P. «0.0 
From Table III it will be seen that, for the. 
bereaved patients, this trend was marked and : h 


bereaved and the non-bereaved be. explained? Fi 
because the early bereaved women tended to co 


from smaller sibships (31 per cent, compared with 
13 per cent, from sibships of two or less) and to have 


larger families (46 per cent, compared with 32 per cent, 
with three or more children), their current family size 
tended to be larger than their original sibship (26 per 
cent compared with 9. per cent) Secondly, they 
tended to have large families early (14 per cent 
compared with 4 per cent had three or. more children 
before the age of 26). Seventy-five per cent of those 
with three or more childrén before age 26 were 
suicidal (y? = 9.0, P «.01) Having three or more 
children was not significantly related to poor quality 
of the marriage so that the two factors tended to 
summate. From Table IV it will be seen that whereas 
65 per cent of early bereaved women with three or 













dum. -children plus poor quality marriages were 
| suicidal, only 20 per cent of those with less than three 


hildren and not poor marriages were. 


hose patients, for whom the following: person- 
traits. were entered in the case records the 


P portion who were suicidal were: dependent, 55 per 


cent (y? 10.82, P. «.01); immature, 57 per cent 


is um 4.61, P <.05); aggressive, 51 per cent (x? = 


4, 17, P <..05) and inadequate, 43 per cent (x? = 0.51, 

NS) The association with dependency was parti- 
cularly. striking and the relationship between. this 
personality trait and the quality of the marriage and 
family size was examined. There was no significant 
association between .poor quality marriage and 
dependency; 74 per cent of dependent: women with 
poor marriages were suicidal compared with 48 per 
cent of women who were not dependent but had poor 
marriages (Table V). The association between depen- 
dence and having three or more children was not 
strong: for the early bereaved women, 64 per cent of 
those who were dependent with three or more children 


TABLE IV 


Interrelationship between quality of marriage, number of children and suicidality in. early bereaved women (percentages of the 
column totals in brackets) 





Bad marriage and 





Bad marriage and Not bad marriage but Not bad marriage and 
more than 2 children more than 2 children less than 3 children less than 3 children - 
(n = 20) (n == 32) (n == 15) (n — 46) 
Suicidal 13 (65) 15 (47) 6 (40) 9 (20) 
(n = 43) 
Non-suicidal 7 (35) 17 (53) 9 (60) 37 (80) 
(n = 70) 





= 13.91, d.f. = 3, P «.01 





TABLE V 


fuermisnotin between dependence, quality of marriage and suicidality in the total married women (percentage of the column 
totals in brackets) 








Bad marriage Not bad marriage 
Dependent Not dependent Deponien à: dependant. 
(n = 19) (n = 31) (n = 33) (n — 83) 
Suicidal 14 (74) 15 (48) 14 (42) 18 (22) 
(n = 61) 
Non-suicidal 5 (26) 16 (52) 19 (58) 65 (78). 


(n = 105) 





x? = 21.52, d.f. = 3, P < .001 
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were suicidal compared with 47 per cent of those who 
were not. 


Psychiatric diagnosis 

Table VI presents the distribution of the original 
Case Register diagnosis for the suicidal and non- 
suicidal patients. Not surprisingly the two diagnostic 
categories. associated with suicidal behaviour were 
depression and alcoholism and few suicidal patients 
were in the neurosis category. This is borne out by the 
fact that only five (11 per cent) of the 47 cases diag- 
nosed by the independent psychiatrist as suffering 
from non-depressive. neurosis were in the suicidal 
category. From Table VH it will be seen that both 
independent. assessors found that suicidal behaviour 
was related to the severity of depression but not to 
the endogenous or neurotic classification. This result 
is in conformity with the authors own finding. 


Taking the entire sample, irrespective of overall 
diagnosis, the percentages of suicidal patients among 
those with severe, moderate and mild or no depressive 
symptoms were 59.6, 37.5 and 5.3 (y? = 27.80, 
d.f. = 2, P <0.001). Finally, when the independent 
psychologist rated all patients on the depression scale, 
72 per cent of patients scoring nine or more were 
suicidal compared with 27.2 per cent of those scoring 
less than nine (y? = 27.07, P <0.001). There is a 
section in this scale headed 'Future' which carries a 
maximum score of four. Suicidal acts and intent 
contribute to this score. As in the earlier study 
(Birtchnell, 1970c), it was possible to repeat the 
analysis excluding all points allocated to the ‘Future’ 
section; when this was done 60 per cent of patients 
with a score of five or more were suicidal compared 
with 22 per cent of those scoring less than five (y? = 
26.42, P «0.001). There were 44 patients who, 


TABLE VI 
Case register diagnosis of suicidal and non-suicidal patients (percentage figures in brackets) 


Neurosis Psychosis 
other than other than Personality 
Depression depressive depressive Alcoholism disorder Other 
Suicidal 50 (70) 4 (6 6 (8 4 (6 6 (8) 2 (3) 
m = 72) 
Non-suicidal 54 (44) 27 Q2) 17 (14) 1 (D 8 (D 15 (12) 
(n — 122) 
x? = 23.16, d.f. = 5, P < .001 
TABLE VII 


The relationship between suicidality and endogenous/neurotic depression and severe/not severe depression according to the 
assessments of the psychologist and the psychiatrist (percentage figures in brackets) 


Endogenous Neurotic Severe Not severe 
Psychologist 
Suicidal 23 (41) 33 (89) 40 (71) 16 (29) 
(n = 56) 
Non-suicidal 27 (40) 40 (60) 18 (27) 49 (73) 
(n = 67) 
y? 0.01, d. f. = 1, NS x? = 22.55, d.f. = 1, P «.001 
Psychiatrist 
“Suicidal 21 (4D 30 (59) 35 (69) 16 (3D 
(n = 51) 
Non-suicidal 17 28) 44 (72) 22 (36) 39 (64) 


(n = 61) 


2 — 1.64, df. = 1, NS x? = 10,52, d.f. = 1, P < .005 
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. irrespective of diagnosis, had expressed guilty feelings; - : 
Of these, 57 per cent were suicidal compared with 


31 per cent of the remainder (y? = 8.41, P < 0P) 


There was a considerable overlap between severity Us 
of depression, guilt and dependence, each being- 
. significantly related to the other two. Despite this, a —.. 

. degree of summation was also observable: 68 per. cent — 


of dependent patients with guilt feelings, 78 per cent 
of severely depressed patients with guilt feelings and 
85 per cent of severely depressed dependent patients 
fell into the suicidal category. Twelve out of the 14 
patients (86 per cent) with all three characteristics were 
suicidal. 


The relationship between marital and diagnostic ratings 


Since there were significant associations between 
suicidal behaviour and either marital or diagnostic 
characteristics it is important to know to what extent 
these two associations were related to each other. 
There was in fact no significant relationship between 
poor quality marriage and the author's assessment of 
severity of depression or a score of nine or more on 
the depression scale. 


Discussion 

Early experiences 

The present study provides little evidence that early 
life stress contributes to proneness to attempt suicide. 
The stress, it would seem, lies more in the current life 
situation. This finding is at variance with much 
psychiatric opinion and the results of previous studies. 
Waiton (1958) observed that parental deprivation 
during childhood was very significantly associated 
with suicidal behaviour in depressive illness but this 
term included repeated violence between parents with 
an ensuing ‘feeling of prolonged estrangement’ from 
one of them. In contrast, Kreitman and Schreiber 
(1979) recently concluded that permanent separation 
from mother and/or father was not a significant factor 


" in a series of young female suicide attempters. It would 


therefore seem that different loss experiences should 
not be grouped together until it has been established 
how they may differ in their long term effects. 
Focussing on the most specific experience, early 
death of the mother, the present negative conclusion 
corresponds with that of the author's previous study 
(Birtchnell, 1970a). Hill (1969) observed a slight but 
non-significant excess of early mother deaths in 236 
suicidal compared with 1,228 non-suicidal depressed 
patients. Crook and Raskin (1975) found that the 
incidence of parental death (sex unspecified) was 
nearly identical in 115 suicidal or 115 non-suicidal 
depressed patients matched by age and sex but there 
was a significant excess of parental loss resulting from 


_ divorce, desertion or separation in the suicidal group. 
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^A study by Greer et al (1966) in London reached 


different conclusions; both loss by death and loss by 


separation or divorce were significantly related to 
attempted suicide, but no less than 76 per cent of the 


. Suicide attempters and their controls had neurotic or 
personality disorders. Greer (1966) carried out a 
"comparable study in Perth, Australia, using similar 
` diagnostic groups, but this time only loss by separation 


or divorce was in significant excess. (In both Greer's 
studies it was necessary to carry out separate analyses 
on the published data, for tests of significance had not 
been carried out separately according to the various 
categories of loss. In neither study was the sex of the 
parent specified). 

Considering the period following bereavement, 
neither the death of the replacement mother nor that 
of the remaining father had any further effect and, 
perhaps more surprisingly, the quality of relationship 
with either the replacement mother or the father or 
the number of changes of care made no difference. 
Similarly among the non-bereaved patients, the 
quality of relationship to the natural parents had no 
effect upon suicidal behaviour. In a study by Crook 
et al (1975), the mothers of depressed patients who had 
attempted suicide were significantly less affectionate 
and more rejecting than those of non-suicidal de- 
pressed patients. There are no other previous studies 
with which to compare these findings, though Greer 
et al (1966) found no relationship to type, as opposed 
to quality of subsequent care, irrespective of the nature 
of the loss. 

The association of attempted suicide with large 
family size has not been previously reported. Koller 
and Castanos (1969) observed no such association. 


Marriage and child rearing 


The features of the poor marriages which most 
strikingly predisposed to suicidal behaviour were 
quarrelling and excessive drinking. Though there have 
been no previous studies comparable to the present 
one, many have listed marital disharmony among the 
most common precursors of suicide attempts. These 
include those of Kessel (1965), Smith and Davidson 
(1971), Jacobson and. Tribe. (1972), Morgan et al 
(1975), Cochrane and Robertson (1975), Werry and 
Pedder (1976) and Bancroft et al (1977). 

The finding that early bereaved women with three or 
more children carry a high risk of attempted suicide 
has not been previously reported. It is perhaps 
associated with the tendency for such women to have 
larger and earlier families than their own parents, 
which is against the trend for patients' families to be 
smaller than their original sibships. This finding may 
have something in common with that of Brown et al 
(1975) in that both the early death of a mother and 
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having three or more children aged under 14 living 
at home increase the chances of developing a psych- 
iatric disorder in the presence of a stressful life event 
or major. difficulty. Although Brown's work was not 
concerned with suicidal behaviour and it is by no 
means certain that the patients with three or more 
children had at any time three under the age of 14, 
the general principle may hold that, for early bereaved 
women, large young families may impose considerable 
strain. In the present study it was shown that, in 
poor quality marriages the incidence of suicidal 
behaviour rose from 40 to 65 per cent with the addition 
of three or more children. 


Personality 


Dependence emerged at a high level and immaturity 
and aggression at a low level of significance. In a study 
of a different subgroup of patients from the original 
North East of Scotland Psychiatric Case Register 
sample, Pallis and Birtchnell (1976), using the MMPI, 
observed that female suicide attempters, compared with 
female non-attempters scored significantly higher on 
the Dependency scale, as well as on certain others. 
This confirms the present finding since scores on the 
non-clinical scales, to which Dependency belongs, 
were not available to the clinicians. Other workers 
(Braaten and Darling, 1962; Iga, 1966 and Paykel 
and Dienelt, 1971) have also reported an association 
with dependency. Pallis et al (1975) observed that 
suicide attempters needed more emergency con- 
sultations and spent more days in hospital. They 
proposed that this may be a manifestation of their 
dependence and warned that psychiatrists may 
reinforce dependent behaviour in suicidal patients by 
over-protective responses to suicidal acts. 

It was surprising that the association with aggres- 
siveness was not stronger since this has been reported 
by other workers (Vinoda, 1966; Paykel and Dienelt, 
1971; Conte and Plutchik, 1974; and Sonneck er al, 
1976) and is also in accordance with the observed 
high incidence of hostility within marriage. 


Psychiatric diagnosis 

The majority of studies of attempted suicide have 
been carried out on patients admitted to the emergency 
departments of general hospitals, or to psychiatric 
units, shortly after an attempt. The diagnostic 
breakdown of such series of patients is likely to be 
different from that of the present sample of patients 
who have, at some time in their psychiatric histories, 
made a suicide attempt. For instance, in Kessel’s 
(1965) series of admissions to the Edinburgh Royal 
Infirmary, 58 per cent of the men and 36 per cent of 
the women were considered to have no psychiatric 
diagnosis or only personality disorder. All of the 


patients in the present series had legitimate psychiatric 
diagnoses and less than 10 per cent had predominantly 
personality disorders. 

In the present study the two diagnostic groups 
significantly related to attempted suicide were 
depression and alcoholism. Within the former 
category the distribution between endogenous and 
neurotic types of depression was the same as for the 
non-suicidal patients. This finding is similar to that of 
Walton (1958) whose study concerned all depressives 
admitted to the Maudsley and Bethlem Royal 
Hospitals in one year. It is therefore important to 
emphasize that, when all psychiatric patients are 
considered, attempted suicide has no specific asso- 
ciation with either neurotic or endogenous depression. 
This is in contrast to studies of patients admitted to 
general hospitals and other facilities (Urwin and 
Gibbons, 1979; Paykel and Dienelt, 1971) which show 
a preponderance of neurotic depressives. The pro- 
nounced association of suicidal behaviour with 
severity of depression, irrespective of type, is of some 
interest. This was apparent in both independent 
diagnostic assessments, the author’s own assessment 
and the independent psychologist’s depression rating 
using the author’s 1970 scale. The finding still stood 
when any possible points allocated on the basis of 
suicidal thoughts and acts were subtracted. This 
result is similar to that obtained in the study of 
Birtchnell (1970a) but is at variance with that of 
Crook and Raskin (1975). 

The possibility that suicidal inclinations influenced 
the assessors and the author to classify patients as 
severe cannot be discounted, although it is unlikely 
that trivial attempts would have had this effect. The 
association using corrected depression ratings is less 
easily discounted. Furthermore, significantly more of 
the patients expressing guilt, a symptom frequencly 
associated with severity of depression, were suicidal. 
There is therefore some justification in concluding that 
patients prone to severe depression are more inclined 
to attempt suicide. 

The association with alcoholism is in keeping with 
the observations of previous workers, notably 
Robins et a/ (1957), Kessel and Grossman (1961) and 
Achte and Ginman (1966). Even in non-alcoholics, 
alcohol is commonly imbibed at the time of the 
attempt (Morgan et a/, 1975; Kreitman and Schreiber, 
1979). It will be recalled too that excessive drinking 
by at least one partner was a feature of 29.5 per cent of 
the suicidal marriages. 

Very few of the patients with a dianao of neurosis 
other than depressive neurosis, attempted suicide. In 
the study of Woodruff et al (1972) only five of the 62 
cases of anxiety neurosis attempted suicide and Robins 
et al (1957) observed: "the probable absence of even a 
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The study has demonstrated that m psychiktrie : 


patients with and without a suicidal histor 
compared, the results are not the same as wh 
suicidal patients admitted to a general hospital. or 


clinic are compared with a series of non-suicidal 


psychiatric patients. In the latter type of study the 
suicidal patients tend to be younger (Paykel and 
Dienelt, 1971; Crook et al, 1975) and to have a 
preponderance of personality disorders and the 
neurotic form of depression. The present study may 
help to correct the misconception that attempted 
suicide is uncommon in endogenous depression. 
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SCOTT rT HEN! DERSON 


Summary: The effect of deficiencies in social relationships has been studied 
prospectively in a community sample. In the half who-were exposed to the higher 
level of adversity, these deficiencies explained 30 per cent of the variance in 
neurotic symptoms four months later. They explained only 4 per cent in those 
with lower adversity. Contrary to expectation, it was not the lack of relationships, 
but perception of these as being inadequate under adversity, which had by far 
the stronger predictive. power. This may mean that actual conditions in the 
immediate social environment are not important for neurosis. Instead, intrapsychic 
and personality factors may have a much stronger effect. 


In previous papers, the association between neurosis 
and deficiencies in social relationships was reported, 
firstly in a study of patients, then in a general popu- 
lation sample (Henderson et al, 1978a; 1978b; 1980). 
These investigations showed that persons with 
neurotic symptoms reported a deficiency in the 
availability and adequacy of social ties. This deficiency 
occurred both for close affectional bonds and for more 
diffuse relationships; it was observed both in persons 
seeking treatment and in a general population sample. 
Deficiencies in the social relationships of neurotics 
was therefore unlikely to be characteristic only of 
those who sought help, as Mechanic (1963; 1978) has 
cautioned. 

Lin et al (1979) reported similar findings in a study 
ofasmallsample of Chinese Americans in Washington, 
D.C. Silberfeld (1978) also found such an association 
in psychiatric outpatients. The association may hold 
for medical as well as psychiatric disorders (Cassel, 
1976). In an impressive study of mortality in Alameda 
County, California, Berkman and Syme (1979) used a 
prospective design and found a relative risk of 2.3 in 
men and 2.8 in women. who had low social support; 
they showed that this was not related to social class, 
health status at the initial interview, or to other 
variables such as bad health practices. There therefore 
is considerable evidence for a protective effect from 
social relationships. 

. Any study of neurosis and social bonds, if made at 
only one point in time, cannot establish the direction 
of causality: persons with already established neurotic 


b. s symptoms may report deficiencies in relationships 





'ecause of their affective state, because their symptoms 
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may have had an adverse effect on their personal 
networks, or because underlying variables such as 
personality attributes, may have rendered them 
vulnerable to neurosis and therefore less able to 
establish and: maintain mutually satisfying personal 
relationships (Foulds, 1965; 1976). From the cross- 
sectional study previously quoted (Henderson et al, 
1980), a subsample has been studied prospectively to 
examine the matter of causality. The associations 
between the variables are complex and the present 
paper is an attempt to discern the main effects which 
may beat work. 

The hypotheses being tested are: (a) that a lack of 
social relationships is a causal factor in the onset of 
neurosis and (b) that a deficiency in either attachment 
or in social integration is a causal factor in the 
subsequent onset of neurosis, independent of the load 
of adversity. That is, a lack of social relationships is 
postulated to be a causal factor in its own right and 
not to act only by inducing vulnerability, as has been 
proposed by Cassel (1976) for social ties in general, 
and by Brown and his colleagues for close confiding 
relationships (Brown et al, 1975; Brown and Harris, 
1978a). The investigation is a step towards assessing 
the therapeutic or Ereventive value of social support. 


. Method 


A psychiatric morbidity survey was carried out ona 
representative sample of residents i in Canberra in 1977 
(Henderson et al, 1978b; 1979; 1980; Duncan-Jones 
and Henderson, 1978). of the total sample who were 
interviewed in the cross-sectional stage of the survey 
(n = 756, or 85 per cent of those randomly chosen 
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from the electoral roll), a random subsample were 
interviewed again on three occasions at intervals of 
about four months. This is referred to as the Panel 
Study and the four waves of interviews will be 
described as Waves 1, 2, 3 and 4. Of an original 
subsample of 323 taken from Wave 1, 231 completed 
all four interviews a year later. Attrition of the sample 
between each of the three follow-up interviews was 
found to be unrelated to mental health status at the 
previous examination. Most interviews took place in 
the respondents homes. The interviewers were 
experienced professionals selected by us for this work 
and some of them had taken part in the pilot study 
(Henderson et a/,.1978b). Before embarking on the 
main study the interviewers were taught and rehearsed 
the use of the instruments and three further training 
sessions were held during the course of the study. 
Respondents were not examined more than once by 
the same interviewer and interviewers were not 
informed of the respondents’ previous performance. 
The interviewers were not informed of the hypotheses 
which were being tested. 

At each Wave, three instruments were administered : 

(1) The Interview. Schedule for Social Interaction 
(ISSI), an instrument for the systematic assessment of 
an individual's personal network. An account of its 
construction, reliability and validity, together with its 
performance in a general population sample, has been 
given by Henderson et al (1980). The ISSI explores 
both the respondent's close affectional bonds and his 
more diffuse ties, together with those provisions which 
may be derived from social relationships, as proposed 
by Weiss (1973; 1974). The interview lasts about an 
hour and yields the following indices of social re- 
lationships. These indices have been found to be 
reliable and strikingly stable over time; their validity 
has been fairly thoroughly explored, including the 
use of data from another informant, and has been 
shown to be satisfactory (Henderson et al, 1980). 


AVAT the availability of affectionally close 


relationships (attachments); 


ADAT % the perceived adequacy of what 
comprises these close relationships, 
expressed as a percentage of what is 
available; 

NONAT in those who lack close relationships, 


there might nevertheless be acceptance 
of this. The NONAT index is a 
measure of such satisfaction despite 
the absence of attachment. 


` ATTROWN the number of attachment persons 
* with whom the respondent has been 
having rows in the last month. 


AVSI the availability of more diffuse 
relationships, as with friends, work 
associates and acquaintances, here 
called social integration. 

ADSI the perceived adequacy of these more 


diffuse relationships. 


(2) The List of Recent Experiences (LRE) which 
is an interview to assess the respondent's exposure to 
adverse events or difficulties in the previous twelve 
months, and has been described elsewhere (Steele 
et al, 1980). A score is obtained for exposure to 
adverse experiences in the previous twelve months, or 
in the case of the panel interviews, in the four months 
since the previous one. It is a 71-item inventory, based 
on a list constructed for an Australian population by 
Tennant and Andrews (1976) and similar to the 
instruments of Holmes and Rahe (1967) and Paykel 
et al (1971). It differs from other instruments in that 
longstanding difficulties as well as temporally discrete 
events are identified. The distress caused by each 
nominated experience is scored according to criteria 
which are independent of the individual's report of 
his own affective response. These scores are summed 
to obtain a cumulative score for exposure to adverse 
experiences. The reliability of the instrument has been 
found to be satisfactory for cumulative scores but not 
for individual experiences (Steele etal, 1980). 

(3) The 30-item General Health Questionnaire 
(GHQ) (Goldberg, 1972; Goldberg et al, 1976) is an 
instrument for the detection of non-psychotic psych- 
iatric disorder. We had the choice of using the GHQ 
scores themselves or the estimated case rates on the 
Present State Examination (Wing et al, 1974) derived 
from them by a logit regression equation (Duncan- 
Jones and Henderson, 1978). We have used the former 
as a simpler and continuous measure of the dependent 
variable but we recognized that the morbidity ex- 
pressed by this may be different, either in its severity or 
duration from that encountered in psychiatric 
practice. One could not expect to have many new 
formal cases of neurosis appear in the present sample 
over the time period studied. | 


Results 


The first hypothesis. The correlations were examined 
between the GHQ scores in Waves 1, 2, 3 and 4 and 
the two independent variables, social relationships 
and adversity, as reported in Wave 1. These are shown 
in Table Ia, which provides some information on the 
relationship between. these variables and the GHQ 
scores at the same point ih time, then four, eight and 
twelve months later. Overall, there is a decline in the 
strength of tlie association between Wave 1 and 4. 
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But the reporting of social relationships and of 


adversity in Wave 1 would have been open to con- . 
tamination by the respondents’ affective state at that 


time; and the GHQ scores at increasing intervals 
could have been influenced by subsequent changes in 
social relationships and subsequent exposure to 
adversity; the longer the time, the greater the chance 


of this. We shall therefore focus our attention on 


associations between measures made in Waves 1 and 2. 
Further analyses will be required to allow all three 
sets of variables to be examined over all the Waves. 
Methods for this are being explored. 

A correlation matrix (Table Ib) for those who were 
psychiatrically well at the time of the Wave 1 examin- 
ation, was then examined. This has been done by 
excluding those respondents who had a GHQ score 
of more than 5 in Wave 1, leaving a cohort of 177, as 
shown in Table I(b). This cutting score is one point 
higher than recommended by Goldberg (1972) for 
recognition of a case. In the four months up to 
Wave 2, 12 of these 177 respondents developed 
symptoms leading to a GHQ score over 5. 

The indices most strongly associated with the 
subsequent. GHQ score were the two measures of 
perceived adequacy, social integration being slightly 
greater than attachment. When all of the Wave 1 
ISSI indices were combined in a multiple regression 
equation, they accounted for 12.7 per cent of the 
variance in GHQ score four months later. By contrast, 
adversity in Wave 1 explained only 4 per cent. If 
adversity reported for the four months between 
Waves 1 and 2 was allowed into the calculation, it 
accounted on its own for 3.4 per cent of the variance 
in fresh neurotic symptoms at Wave 2; and when it 
was combined with the adversity measure reported 
for the previous year, when all the sample were still 
well at Wave 1, 5.2 per cent of the variance in Wave 2 
GHQ was explained. Because persons with symptoms 
may report an excess of recent adversity for reasons 
other than a direct causal effect from the latter (Brown 
et al, 1973a; 1973b), such an observation must remain 
of limited value. It is therefore preferable to consider 
the effect of predictor variables measured only in 
persons who are as yet well. This means forfeiting 
information about adversity or social relationships 
which may have been obtained closer in time to the 
onset of symptoms, such as for the present Wave 2 
indices, but it is methodologically safer to accept this. 

These findings strongly suggest that deficiencies in 
social relationships, and particularly their perceived 
adequacy, had an effect on the early development of 
neurotic symptoms and that collectively this effect 
was stronger than the effect of adversity but they do 


not demonstrate that the lack of social relationships | 


had a direct causal effect. The evidence is consistent 


with the first hypothesis but does not prove it, as will 
be discussed below. 

The second hypothesis. To test the second hypothesis, 
that the effect of deficient social bonds in the onset of 
neurosis is independent of the load of adversity, the 
correlations have been calculated for the Wave 1 ISSI 
indices and the Wave 2 GHQ scores, but with the 177 
respondents who were well at Wave 1 divided into two 
groups: those with low and those with high exposure 
to adversity in the twelve months before the Wave 1 
interview, The adversity score was dichotomized at 
its mean of 89 (s.d. = 62.4, range 0 to 320), The 
results were striking (Table II). Deficient social bonds 
at Wave 1 were much more likely to be followed by 
the onset of neurotic symptoms in those persons who 
were also experiencing adversity. This effect was again 
strongest for the two adequacy indices. For those with 
low adversity before Wave 1, deficiencies in social 
relationships had little effect, only the ADSI index 
reaching the 5 per cent level of significance. By contrast, 
in those with the higher level of adversity, the reported 
adequacy of attachment accounted for 20.3 per cent 
(.45*) and the reported adequacy of social integration 
for 19.4 per cent (.44*) of the variance in GHQ score 
four months later. The evidence is therefore against 
the second hypothesis: a deficiency in social relation- 
ships is more strongly associated with subsequent 
symptoms if there is also high adversity. This is now 
examined further. 

Explained variance. Table III shows the results of a 
multiple regression equation in which all the ISSI 
indices in Table II have been entered in the sequence 
shown. This order has been imposed, and was based 
on the assumption that it followed a logical hierarchy, 
similar to that used in analysis of the cross-sectional 
data (Henderson ef al, 1980). The availability and 
then the adequacy of attachment is taken first, 
followed by the index of satisfaction when it is absent. 
The availability and adequacy of social integration 
follows, then finally the index of rows with close 
others. Together, the ISSI indices explain only 4.1 per 
cent of the variance in Wave 2 GHQ score for those 
exposed to low adversity at Wave 1, but 30.0 per cent 
in those with high adversity. These findings suggest 
that there may be an appreciable interaction effect 
between deficiencies in social relationships and 


| exposure to adversity. 


Discussion 
Prospective data of this type have not, to the 
writer's knowledge, been previously available for a 
general population sample. The closest to the present 
data are those of Hagnell (1966), although his variables 
were somewhat different and the period between 
observations much longer. The main strengths of the 
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: TABLE Il 
Testing hypothesis 2: The effect of adversity 

Cohort well at time 1. Correlation of ISSI indices at time 1: 
with Wave 2 GHQ, by adversity at Time 1 ; 


Low High oo 

MN adversity adversity , 
... ASST Index (n = 115) (n = 62) 

AVAT 07 sd 

ADAT% | 04 — .45t 

NONAT - 07 —,26* 

AVSI .06 — ,29* 

ADSI — i4 — 44t 

ATIROWN — 04 — .16 

* P «085. 

t P«.001. 

Taste Ill 


Cohort well at Wave 1. Cumulative variance (%) in Wave 2 
GHQ explained by all ISSI indices‘ at Wave 1 


Low High 

adversity adversity 

(n = 115) (n = 62) 
AVAT 0 2.7 
ADAT, 0.5 13.0 
NONAT 0.5 19.4 
AVSI 0.7 23.0 
ADSI 4.0 28.7 
ATTROWN 4.1 30.0 


present study are that it was conducted on a repre- 
sentative sample of a general population and it was 
conducted prospectively, so that the measures of 
social bonds and of adversity are less likely to be 
contaminated by already established neurotic. symp- 
toms. These are two features advocated by Paykel 
(1978) in his examination of the relative risk of 
neurosis caused by life events. The measure of adverse 
experiences was of demonstrated reliability and was 
appropriate for an enquiry in which the principal 
independent variable was social relationships. While 
it is more comprehensive than other life event inven- 
tories, it is still methodologically less sound than the 
alternative method developed by Brown and his 
colleagues, where contextual factors are taken into 
account in determining the severity of each adverse 
experience (Brown and Harris, 1978a). In the present 
study such contextual factors, which might be 
connected with social relationships, would have 


SU introduced a further source of contamination between 


the independent variables unless steps were taken 
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specifically to avoid this in rating sessions. Thirdly, 


." this study has employed a newly developed method for. 


systematically examining an individual’s range of 
social relationships and their consequences. 

"The main deficiency of the study is the measure of 
the outcome variable, neurosis. A standardized 
clinical interview, such-as the Present State Examin- 
ation, given to: all respondents, would have provided 
a much more secure and diagnostically differentiated 
estimate of this, We shall present evidence in a later 
paper that the symptomatic states which developed 
over the whole 12 months were fairly short-lived 
episodes. It cannot be claimed in the present study 
that the dependent variable was neurosis in the clinical 
sense of the term; it was neurotic symptoms as detected 
by the GHQ. It would not have been practicable for 
the Unit to undertake 231 PSE's in both Wave 1 and 2. 
In the GHQ, three of the thirty items refer to social 
performance. To exclude such contamination by the 
independent variable, the analyses were re-run with 
these three masked out. The results were unaffected. 

A second. deficiency is the sample size, which 
naturally yielded only a very modest inception rate of 
morbidity in four months, although this was sufficient 
to give results of high statistical significance. Methods 
are now being developed to examine the three sets of 
variable over the whole twelve months. 

Interpretation: The findings are in keeping with the 
first hypothesis, that a lack of social relationships is a 
causal factor in the onset of neurosis; they are against 
the second hypothesis, that this effect is independent of 
the load of adversity, Other interpretations have to be 
considered. First, it is conceivable that the real reason 
for the increased morbidity in those with high adver- 
sity at Wave 1 might have been that they had more 
subsequent adversity during:the four months between 
Waves 1 and 2. The measure of adversity at Wave 2 
is, of course, open to contamination by the symptoms 
which had developed in some by then. Nevertheless, 
the possibility has been checked by examining the 
mean adversity scores in Wave 2. Indeed, those who 
had high adversity at Wave 1 also had it at Wave 2;. 
but this applied as much to those with adequate as 
those with inadequate- social relationships. This 
interpretation can therefore be discounted. 

A second interpretation is that persons who were 
still well at Wave 1 contained a subgroup who had 
already damaged their personal relationships as part 
of a prodromal process, prior to developing a neurotic 
disorder by Wave 2. This would account for the 
present observations without the need to invoke a 
direct causal effect from the lack of social bonds. 
Such an interpretation is plausible but has not been 
investigated further on the present data. It would 
require- -a method for identifying latent neurotic 
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illness, which does not currently seem practicable in 
epidemiological studies. 

A third interpretation is that social relationships 
only postpone the effects of adversity, lengthening the 
incubation period before the onset of symptoms. This 
was tested by examining the mean GHQ scores in 
Waves 2, 3 and 4 for those with high adversity at 
Wave 1, but doing so separately for those with high 
and those with low levels of social relationships. The 
peak means were in Wave 2 for both these groups. The 
lag interpretation can therefore be discounted. 

A fourth interpretation is that both neurotic 
symptoms and the perception of social relationships as 
inadequate arise from a personality attribute and that 
the effect of this intervening variable is much stronger 
in the presence of adversity. That is, those who 
became symptomatic by Wave 2 may have been more 
vulnerable to adversity by virtue of their personality 
structure, which at the same time may have made them 
less competent in personal relationships. It is not all 
individuals who develop symptoms after exposure to 
adversity (Rabkin and Struening, 1976; Andrews and 
Tennant, 1978) and not much is known about those, 
possibly the majority, who do not succumb. Here, it is 
necessary to postulate an association between vul- 
nerability attributes, such as neuroticism, and 
perceiving social relationships as inadequate. Both 
could be expressions of morbid dependency or anxious 
attachment, as described by Bowlby (1980). That is, 
unmet requirements for personal relationships may 
have been the primary pathogenic factor, activated by 
the presence of adversity, just as attachment theory 
predicts. 

Fifth, there is another attribute of the individual 
which might be invoked to explain the present 
findings. This is the tendency to complain and to be 
dissatisfied, described as the ‘plaintive set’ by Gruen- 
berg. It is the opposite of ‘pollyannaism’, as described 
by Scott and Peterson (1975). Whether it is seen as a 
trait or a state, such an attribute could lead to the 
reporting both of misfortune and a lack of satisfying 
personal relationships. Conceivably, it might be also 
associated with increased vulnerability to neurotic 
symptoms, or at least to positive responses to a 
questionnaire such as the GHQ. Plaintive set therefore 
remains a legitimate interpretation, the adequacy 
indices on the ISSI being a possible expression of it. 
Further investigation of this would require an 
instrument designed specifically to tap this construct. 

For the second hypothesis, the findings in Tables II 
and IHI appear at first to be in conflict with the results 
in Table Kb), when ADAT ^; and ADSI were found 
to correlate significantly with the Wave 2 GHQ. From 
that Table, it might be proposed that the ISSI indices 
have an effect in their own right on the later onset of 


symptoms, and not to require the simultaneous 
presence of adversity. This apparent conflict is likely 
to be due to the presence of respondents who had had 
high adversity in the sample on which these corre- 
lations are based. The total non-symptomatic sample 
of 177 included 62 who had an adversity score above 
the mean. It is they who would have contributed to 
these statistically significant correlations. The present 
findings, therefore, are evidence that a lack of social 
relationships is a causal factor in the onset of neurotic 
symptoms, but only when adversity is also present. 
The second hypothesis has to be rejected. 

The conclusion is that subjectively adequate social 
relationships, both affectional and more diffuse, are 
probably protective in the face of adversity. The 
significance of this observation is in advancing our 
understanding of some of the causes of neurosis. In 
studies of disasters and extreme environments (Killian, 
1952; Beach and Lucas, 1960; Henderson and Bostock, 
1977), the presence of others has been found to have a 
protective effect in the acute situation. This conclusion 
is in accord with the hypothesis advanced by Cassel 
(1976) on the contribution of the social environment to 
host resistance, though it is important to note that this 
referred principally to medical disorders. 

Brown and Harris (19782; 1978b) and Tennant and 
Bebbington (1978) have been examining the interaction 
of adversity and, inter alia, close affectional relation- 
ships, in the onset of depression. They have used 
categorical data in contingency tables, for which log 
linear analysis is appropriate (Everitt, 1977; Everitt 
and Smith, 1979). In the present study, the prospective 
data are continuous and to have imposed further 
dichotomies on the variables would have led to an 
unnecessary loss of information. More advanced 
statistical methods for studying interaction effects in 
continuous variables would have caused major 
problems in interpretation. Accordingly, the present 
analysis has not been taken further. 

The evidence is that, as a causal factor in neurosis, 
the crucial property of social relationships is not their 
availability, but how adequate they are perceived to 
be when the individual is under adversity. This level 
of adequacy clearly has two components which 
cannot be teased apart in the present form of the ISSI: 
an externally derived judgement of adequacy, taking 
the context into account; and the intrapsychic needs of. 
the respondent, in terms of dependency or anxious 
attachment, which would presumably be increased in 
the presence of adversity. If the former component 
were judged to be adequate, the present findings would 
be evidence against a social and in favour of a largely 
intrapsychic pathogenesis, in which the low adequacy 
scores are a manifestation of a strong need for 
supportive relationships. This would mean we had 


WICyC.ICs ne p tne depression, 
ut what are they doing 






=. -s öest 


to the heart? 


5S 


1 
> 


- Amitriptyline overdosage 
E feed 





tricular tachycardia in the last three complexes of the — FE 
ng...preceded by nodal rhythm and two ventricular ectopic 


à 
i 








" . I , 
; bereak 
í ' S $e 
" $- ae = 
E: 
; ; " 
s $. $ 
> > >> aai el 
' , : 
4 [3 1 
' ` ; 
i | 
- > — —————9 
: ] $ 
G * $ 
X (3 " 
-— , s.a . - 
à D [| 
| i . 
1 " : 
A -$ ; 
A ; 
i > 
7 t li% 
7 > 
, 
i —-—À- 
n 
. 
, 


While tricyclic antidepressants help relieve depression, they also 
have a number of unwanted side-effects and can be cardiotoxic even at 
- therapeutic dosage? Cardiac arrhythmia following tricyclic overdosage 
can be fatal?^ 
Norval is as effective as amitriptyline? but does not produce the 
adverse “tricyclic” cardiovascular effects? Therefore Norval may be 


given with confidence even to patients 


with pre-existing heart disease? 





RESCRIBING INFORMATION 
ications Endogenous depression 
Ctive depression and anxiety 
tation and insomnia where 
sociated with depressive illness 
wsage Treatment should be 
lated at 30mg. a day as a single 
aitime dose or m divided doses 
sage may be increased after the 
st week. The usual daily dosage lies 
ihe range of 30-60mg. although 
nded daily dosages up to 200mg 
2 well tolerated 
antra-Iindications, Warnings, Etc. 
rval rs not yet recommended for 


use m chidren or pregnancy. When 


treating patients with epdepsy, diabetes, 


hepatic or renal insufficency, the usual 
precautions should be exercised and 
the dosages of therapy kept under 


review. Care should be taken in patients 
with cardiac conditions, but cardiotoxk 


effects have not been seen im 
therapeutic dosage even in patients 
with pre-existing cardiac disease 
Sedation may occur during the first 
tew days of treatment and pabents 
should be warned to avoid alcohol and 
activities that demand constant 
alertness. Norval may interact with 


clonidine, but does not interact with 
bethanidine, guanethidine, propranolol, 
or Coumarin-type anticoagulants 
nevertheless, usual monitoring 
procedures should be followed 
Concurrent use of Norval with MAOS 
or tncyclic antidepressants i5 not 
recommended 

Side-effects Serious side-effects are 
very rarely encountered with Norval 
No drug related anticholinergic effects 
have been observed 

Overdosage There is no Specific 
antidote to Norval. Treatment is by 
gastnc lavage with appropriate 





supportive therapy. Symptoms of 
overdosage are normally confined to 
protonged sedation 

Availability and NHS price |Ome 
20mg.. and 30mg., mianserin 
hydrochionde tablets. Basic NHS cost 
per day (30mg. dosage) is 21p 

(Price correct at time of printing.) 
References 

|. Vohra, J. et al, (1975), Aust NZJ 
Med. 5, 7-11 

2. Vohra, J. et al. (1975), Excerpta 
Medica, 3/3, 219-227 

3 Barnes, R.J. et al, (1968), Brit. med 


799.992 
J 3. 222 223 


4. Freeman JW. et al, (1969], Brit 
med. J, 2, 610-611 

5. Wheatiey, D., (1975), Curr 

Ther. Res. 18, No. 5, 849-854 

6. Burgess, C.D. et al, (1978), Br. J 
clin, Pharmac., 5, 215-28S 

7. Hamer, A WF. et al. (1973), IRCS 
Med. Sci.: Cardiovascular System; 
Clinical Medicine; Clinical 
Pharmacology and Therapeutics; 
Drug Metabolism and Toxicology; 
Psychology and Psychatry, 7, 220 
8 Kopera, H, (1980), Curr Med. Res 
Opin.. 6, Suppl. 7, 36.44 


Norval 


'elieves depression but leaves the heart alone. 








© Bencar 


Further information on Norval 
imiansenn hydrochloride) is avada 
from Bencard, Great West Road, 
Brentford, Middlesex. TW8 98E 


Norval and the Bencard logo are 
trademarks 
PLOO38/0230, 0247, 0248 


December 1980, 13743 


- Ww 


The last thing 
she needs is 
a tricyclic hangover 


Merital patients don’t experience them. 


O Highly effective in depression 


O Keeps patients alert and active, free to 
return to a normal working life 


O Minimal risk of cardiotoxicity 


nomifensine tds. 


Relieves depression, maintains alertness 


esentation: Venta! 50 Ju. ta ng nomdiensne hydro 
mpanying anxiety Dosage and administration: Many depressed 
arty ihe eigerty wt ark wn i t y, 
$ 


ydrog eate Uses: Anbdepn 


hia! gosi mg inree imes ada í nal dq anc 
NSUMCENI expenenct e usi d (de Contra-indications, warnings, etc r p! 
y anao e the nypov ve eflect iic and adverse efects of ievodor dom 
haart e 


IN al gaty 
4 d . NI egna YONNY d Mere are pelit 
Merital ma xdrenerg eurone-blocking drugs and 1y DOlenhate therar Opam Rot e wilt yu bor 
1 wilt haer j Aie s Se Ot use l incio vit? noNoamine Hase NnNDtor Ariverse é facts hi ew Act ha pcp 4 
1USea, headache. dryness of the mouth and dizziness PL 0086/0053 (50mg capsuk PL ORE : 25mg capsule Ra N t Merita 
* i Sule Merita ^ tW GF Der uK) iD E Urner $ nat watane reg Hs] Hiat ] | M miod Phnar ICE t 1 y f * d | 
yd. Hounsiow Middlesex TW4 BJH | WMaarhct 
















produced epidemiological 


view their relationships as inadequate have an 


adversity. 


when individuals consider themselves deficient in care, 
concern and interest from others; and that the symp- 
toms themselves can appropriately be seen as care- 
eliciting behaviour. 
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Süniary: “The syitiptoms of ——nÜ syndrome should be rated daily, or 
at frequent intervals throughout the menstrual cycle, Self-rating is usually most 
feasible and separate rating of differing symptom ‘groups is important, as 
symptoms differ in their response to therapy. Daily scores should be analysed to 
assess periodicity, either by subdividing the cycle into phases or by using the 
least mean square method of fitting sine waves: Standardized scores enable data 
to be compared across cycles. In a clinical trial it is important to include an 
untreated cycle to assess whether the subject has premenstrual syndrome and 
as a baseline with which to compare treated cycles. Allowance should be made 
for a carry-over effect and for high placebo response. One solution is to use a 
change-over design balanced for carry-over effects. The criteria used to define a 








| patient should be stated. 


Premenstrual syndrome (PMS) is ‘a global term 
which implies changes in. mood, behaviour and 
physical symptoms in relation to the menstrual cycle, 
usually with an increase in intensity of symptoms 
premenstrually and a diminution in intensity with the 
onset. of menstruation. There are many definitions 
(Rees, 1953; Dalton, 1977) listing differing symptoms. 
These symptoms are primarily of irritability, depres- 
Sion, bust tenderness, bloating, and behavioural 


= - changes. The essence of any definition of premenstrual 


- syndrome is its periodicity. and the relationship 
between the symptoms and the time of onset of 
menstruation. There are, at present, no clear-cut 
endocrine. or physiological markers to distinguish 


^ women. with premenstrual syndrome from other 
menstruating women. 


There are many reasons for assessing: and recording 


the symptoms of premenstrual syndrome. In order to .. 
assess the existence, incidence and epidemiology of any ` 


disorder, it is important to have as accurate a definition 
of the disorder as possible. Although “rating scales 
only measure what rating scales record", the use of 


standardized rating scales in other disorders of affect . 


is well accepted arid considered essential by some. In 
aetiological studies of premenstrual syndrome it is, as 
Clare (1979a) stresses, as important to pay attention to 
the rating of premenstrual complaints as to the meas- 
urement of plasma and endometrial enzyme and 
hormone levels. To assess change of symptoms with 
time or response to therapy, or to compare one 
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patient with another, adequate recording of symptoms 
is essential. | 


A, When to record the symptoms 

(i) Retrospective rating 

. Work by Altman, Knowles and Bull (1941) and 
McCance, Luff and Widdowson (1937) points out the 
discrepancy between recalled data and information 
obtained daily throughout the menstrual cycle. May 
(1976) studied women throughout the menstrual cycle, 
recording mood in several ways, and.at a later inter- 
view obtained»a retrospective rating of physical dis- 
comfort and mood; he found no relation between a 
woman's interview report of her mood changes and 
those changes as actually reported at the differing 
phases of the menstrual cycle. Sampson in a recent 


unpublished study (1980) found that in only 60 per 


cent of cycles did daily self-rating and retrospective 
rating of symptoms agree. It has been suggested that 
retrospective symptom rating is affected by the mood 
of the subject on the day on which the rating is under- 
taken. If this is so, the menstrual cycle day on which 
the retrospective rating is completed will be signi- 
ficant. 


(ii) Recording at one fixed time in the menstrual cycle 

In some studies of premenstrual syndrome the 
svmptoms are assessed using a standardized measure 
administered at a predetermined time in the menstrual 
cycle. This time is usually in the premenstrual phase; 
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however, the unpredictability of menstruation can 
cause problems in estimating a consistent rating day in 
relation to the following menstrual bleeding: e.g., in a 
. 28-day cycle day 25 is day-4, but in a 35-day cycle it is 
-. day-1M. 

. Other workers (Graham eft al, 1978) do record 
symptoms over a period of several days, but only 
during one fixed period in the cycle. If symptoms are 
only recorded in the premenstrual phase there is no 
indication of any periodicity, ie. of variation in 
intensity of symptoms during the cycle. Fig 1 illustrates 
three possible ways in which a score of 100 might be 
obtained in the premenstrual phase, and also illus- 
trates how the score could be reduced to 50 after 
therapy. If there is no record of a patient's score in a 
non-premenstrual time of the cycle, it is impossible to 
assess whether the patient's symptoms reflect pattern 
A, Bor C. 


(iii) Recording at several fixed times in the cycle 


Several studies record symptoms on certain fixed 
days in the cycle. Silbergeld, Brast and Noble (1971) 
tested subjects "within 24 hours of days 2, 7, 12, 14, 16, 
19, 24, 26, 28 (and once a week thereafter in cases of 
longer cycles)". Other studies record symptoms once 
in the follicular phase of the cycle and then in the 
premenstrual phase, or at weekly intervals. 








(iv) Daily recording 

In order to ascertain periodicity of symptoms daily 
recording of symptoms or mood. would appear the 
most reliable method, as it does not rely on retro- 
spective accounts. As with all daily self-reports, one 
cannot avoid the possibility that some patients will 
record their symptoms as they feel they ‘should’ occur. 
Parlee (1974) implies that both men and women have 
stereotypic beliefs about the psychological con- 
comitants of menstruation which will affect the way in 
which they complete daily questionnaires. Some wor- 
kers have attempted to avoid this pitfall by not re- 
vealing that the study was assessing changes in re- 
lation to menstruation; however, in a treatment 
programme, patients will first have been pre-selected 
as complaining of premenstrual syndrome, and 
second will have had to give informed consent in order 
to be included in the programme, and thereafter it 
would be difficult to convince them that their pre- 
menstrual symptoms were not being assessed. 


B. How to record the symptoms 
(i) Observed behaviour 

There is a large literature concerned with relating 
specific observable events (such as suicide attempts, 
road accidents and child neglect) to menstruation. In 
assessing treatment, one would hope that the number 
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of such recordable events would be too small to use 
. any change in their incidence as an indication of | 


response to therapy. 

There are studies of untreated cycles in which 
measures of galvanic skin potential, flash threshold 
time, reaction time and arm-hand steadiness are made. 
There is no general agreement that such measures are 
directly related to the intensity of a patient's symp- 
toms, and they would thus seem an inadequate and 
inaccurate measure of any change in response to 
treatment. 





(i) Assessment by rater 


One of the earliest assessments of affective changes 
during the menstrual cycle was by psychoanalysis of 
dreams (Benedek and Rubenstein, 1939). Other 
methods which do not rely on enquiries about specific 
symptoms but on analysis of unstructured verbal 
material are the Gottschalk Verbal Anxiety Scale 
(Gottschalk, Kaplan, Gleser and Winget, 1962), used 
^ by Ivey and Bardwick (1968) and Paige (1971). 

Silbergeld and others (1971) used the Gottschalk- 
Gleser Free Association Test and a half-hour un- 
structured interview given by a trained rater, who 
rated, on a nine point scale, 14 categories of behaviour 
and affect (Interview Rating Test) The authors 
found only weak correlation between the Interview 
Rating Test. and self-rating, and no correlation 
between self-rating and the Gottschalk-Gleser Free 
Association Test. Another means of assessing by rater 
is to have a formal interview with specific questions. 
Andersch and others (1978) assessed patients by a 
psychiatric interview lasting for 45 minutes, which 
consisted of a formal rating of psychiatric symptoms 
according to selected items of the Comprehensive 
Psycho-Pathological Rating Scale (CPRS). 

Most trials have some kind of formal rating of 
. change in symptoms after each cycle; often, however, 

. these are global ratings, i.e. scored on a two or three- 
point scale and not recording changes in individual 
»-symptoms. Such formal ratings, when made once 
every cycle, are invariably retrospective and therefore 
subiect to all the problems of retrospective rating. 


(iii) Self-rating 

There are many methods by which an individual 
patient can rate her own symptoms, either retro- 
spectively or at the time of rating. Many treatment 
trials have individual check lists on which the indi- 
vidual records changes in symptoms either on a three 
or four point scale or a 10 cm line scale. Such check 
lists are usually designed for one trial and have not 
been validated on a larger population. 

Several scales which are used to measure anxiety or 


= depression in a general population have been used or 


adapted for use with premenstrual syndrome patients. 
Persky (1974) used scales from the Minnesota Multi- 
phasic Personality Inventory and the Beck Depression 
Scale. Beamont et al (1975) used a modified form of the 
Beck Scale previously used by Herzberg, Johnson and 
Brown (1970). Silbergeld et al (1971) used the Green- 
Nowliss Mood - ‘Adjective Check List (MACL) for 
daily rating. © 

The Moos N enstrual Distress Questionnaire 
(MDQ) was developed by Moos (1977) specifically to 
assess changes in relation to menstruation. It is a list of 
47 symptoms which are rated on a six-point scale. 
Moos factor-analysed these 47 symptoms to give eight 
symptom clusters reflecting empirically correlated 
symptoms. Moo's symptom clusters are pain, con- 
centration, behavioural change, autonomic reaction, 
water retention, negative affect, arousal and a control 
scale. Silbergeld ef al (1971) also factor-analysed 
scores they obtained using the MDQ, but moved some 
symptoms from one symptom cluster to another. 
Cullberg (1972) asked subjects to complete the 
MDQ, but then took answers to a few individual 
items and used these for analysis of premenstrual 
reaction patterns. The MDQ appears to be the most 
widely used of all self rating scales for PMS. Despite 
its 47 questions, we have found patients complete it 
quickly and easily. Its disadvantage is that it requires 
initial marking by hand to produce the eight symptom 
clusters. The advantage is that individual symptoms or 
symptom clusters can be assessed individually, rather 
than globally. Wilcoxon, Schrader and Sherif (1976) 
found no substantial evidence of instrument deterior- 
ation with the MDQ. 

Assessment of symptom severity along a 10 cm line 
is currently in vogue. The Premenstrual Mood Index 
described by O'Brien, Craven, Selby and Symonds 
(1979) is such a rating scale, 





C. The correlation of changes of symptoms with the 
menstrual cycle 


Frequent or daily scores measuring mood and other 
symptoms having been obtained, an assessment has to 
be made of periodicity of the symptoms. One has to 
assess first whether there are any significant changes in 
symptoms or symptom intensity with time, and 
second when in the cycle these changes occur. 1f all 
women had the same length of menstrual cycle, with 
no inter- or intra-personal variance, and if hormonal 
events proceeded in a known consistent pattern in 
every cycle, this would not be a problem. 

Many authors assess significant changes in symp- 
toms by subdividing the menstrual cycle into phases 
and adding the symptom scores for each phase to- 
gether; they then see whether there is any significant 
difference between phase scores and, if there is, note 
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its relationship. to menstruation. The definition of a 
phase is therefore important. O'Brien, Craven, Selby 
and Symonds (1979) subdivide the cycle into four 
phases; Beamont and others (1975) subdivide it into 
another four phases; Silbergeld et al (1971) subdivide 
it into six phases, whilst Dalton (1977) divides it into 
seven phases, Beamont ef al (1975) and Dalton do not 
give guidance for subdividing cycles not of 28 days. 
Sampson and Jenner (1977) found the average length 
of a menstrual cycle was 28.6 days, but with a range 
from 21 to 37 days, so that any means of dividing a 
cycle into phases must make allowances for variable 
cycle length. 

It is possible to plot the daily scores fom subjects, 
and in simple case studies this method is appropriate. 
However, in order to compare different cycles, a 
method has to be devised to give quantitative figures 
for the magnitude of the symptoms and the time of 
maximum complaining, and to assess whether this 
latter is in fact statistically singificant. The method 
also has to cope with variable cycle length. Sampson 
and Jenner (1977) describe a method using a least 
mean square method of fitting sine waves. This gives 
A, the amplitude of the best fit sine wave, which is a 
measure of the variation of complaining due to the 
menstrual cycle; C, a mesor, or mean, value of 
measures throughout the cycle; and q, the acrophase, 
which is the time of the maximum value of the best fit 
curve compared with the onset of menses. This timing 
can be given in radians or days for an individual. The 
tendency to complain irrespective of the menstrual 
cycle is best assessed from the average non-menstrual 
score, which is an average of the scores on each scale 
from day six to ovulation. 

Women with premenstrual symptoms are of course 
subject to the same stresses and strains as other 
women. Such stresses will affect mood and behaviour 
and cause random peaks of symptoms unrelated to the 
menstrual cycle. Statistics cannot distinguish between 
premenstrual and other, such as marital or work, 
stress, so one should expect. some statistically signi- 
ficant peaks not related to menstruation. 


D. Comparison between cycles 

Having obtained data from a single cycle one needs 
to.be able to compare it with consecutive cycles in the 
same patient, or with single cycles in other individuals. 

For any one individual it may be presumed that the 
baseline levels of symptoms is reasonably constant, 
and that she rates her symptoms consistently, e.g. a 
headache which is rated at 3 is worse than one rated at 
2. All rating methods scoring in ‘phases’ must presume 
that the ‘baseline symptom score’ in each phase is 
constant. : 

With differing individuals their ‘baseline symptom 


Score on M.D.O. 
e 


32 - 
28 
24 





12 16 20 24 2 D 


4 8 
9.13 1T 21-25. 5 


Day of menstrual cycle 


Fic 2.—Data showing the scores for the negative affect 

scale of the MDQ during one cycle. The least mean 

square fitted sine wave is also shown, and the significance 

of the various constants is illustrated. The sine wave is the 

one for which the sum of the squares of the deviation of 
the sine wave from the crude data is minimal. 


Real day no. 


score' and. the way they rate symptoms will differ. 
Several authors standardize scores to a scale with a 
mean of zero and a standard deviation of one. Moos 
(1977) transforms MDQ raw scores into standard 
scores with a mean of 50 and standard deviation of 10 
for each scale. This transformation makes it possible 
to compare scales with each other within one phase, to 
compare scales across different phases, to compare 
women with each other across scales and to draw 
menstrual cycle symptom profiles which graphically 
depict womens' symptom complaints. Moos feels one 
advantage of such ‘menstrual symptom profiles’ may 
be in helping. to subdivide women. with PMS into 
differing groups. 'Premenstrual syndrome' is an 
amorphous definition which may encompass several 
subgroups of women, with different clusters of symp- 
toms, who may respond to differing therapy regimes. 
Cullberg (1972) suggests there is only a small subgroup 
of women in whom premenstrual tension complaints 
are clearly hormone-dependent. Sampson (1979) 
found. that some groups of symptoms—water re- 
tention and autonomic reaction—did not show a 
placebo response, whilst other symptom groups, e.g. 
negative affect and pain, had marked placebo res- 
ponse. i 





E. Assessing response of symptoms ETUR 
There have been many reports of therapeutic success 
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in premenstrual syndrome since Frank described the 
syndrome in 1931. Many of the early reports were 
anecdotal records of single case studies. Uncontrolled 
studies of varying treatments claim a high success rate. 
The majority of double-blind controlled trials of 
differing treatments show a high placebo response 
(Jordheim, 1972; Mattsson and Schoultz, 1974; 


~~~ Sampson, 1979). This perhaps is not surprising, as 


many of the symptoms are of changes in affect and the 
high placebo response in trials of psychotropic drugs is 
well recorded (Jenner, 1977). In this situation there are 
statistical problems in assessing whether a treatment is 
better than placebo. 

It seems important to have a baseline untreated 
cycle recorded before assessing response to treatment. 
One reason for recording an untreated cycle is to en- 
sure that the subject really has premenstrual syndrome 
(by whatever definition is used), as many women 
seeking help may have other problems but because of 
current publicity diagnose themselves as having the 
syndrome. An untreated. cycle will act as a baseline 
with which to compare treated cycles: It would seem 
unwise. to use placebo: treated cycles as control or 
baseline cycles, as one would then expect the patients 
to show symptoms in cycles when the placebo was 
withdrawn. O’Brien, Craven; Selby and Symonds 
(1979) used placebo treated cycles, where subjects had 
no consistent premenstrual symptoms, as a control 
group. This group then showed an increase in symp- 
toms in actively treated cycles. |. 

A postal study of 2501 women in France (Inter- 
national Health Foundation, 1979) found that 77 per 
cent of menstruating women between the age of 15 and 
50 had current premenstrual problems, half of them 
every month, whilst a further 8 per cent had had 
problems in the past. This suggests that only 15 per 
cent of menstruating women do not have premen- 
strual symptoms. Less than half of the women with 
premenstrual problems had sought medical advice and 
the majority (74 per cent) considered it ‘normal’ to 
experience such problems. Not all women experiencing 
premenstrual changes would want to be, or should be, 
considered patients who require treatment. Women 
come for help with their premenstrual symptoms when 
their symptoms interfere with their personal, home, 
social or work life. Clare (1979b) found that women 
who had sought treatment in à special premenstrual 
syndrome clinic had a higher. score on a Modified 
Menstrual Distress Questionnaire than women with 
premenstrual symptoms in general practice. 

The definition of the premenstrual syndrome 
sufferer, on whom to. assess response to therapy, is 
difficult. Women attending premenstrual clinics are 
likely to be different in many variables from volun- 
teers and from women visiting their general practi- 


tioner. Clare (1979b) found that almost all women 


who manifest a degree of psychiatric morbidity in 
general practice will complain of some premenstrual 


disturbance, and he suggests that in studies to evaluate 


a biological treatment agent it might be appropriate to 
eliminate those premenstrual women with associated 


psychiatric and social disturbances. It seems import- 


ant that the status of the group of women on whom a 
treatment is assessed should be defined. | 
In any menstrual cycle study, there is a problem in 


*carrying over' the effects of treatment into the next 


cycle. If this is a. placebo or untreated cycle, the 
carry-over effects of a previous hormonal agent may 
alter symptoms. It has also been suggested that maxi- 
mum benefit from some hormonal treatments may not 
be achieved in the first treated cycle. To avoid any 
carry-over effect it has been suggested that a trial 
should have treatment-free months. The major 
problem in clinical studies of the menstrual cycle is the 
length of time patients have to be retained in a trial. 
Any study observing one untreated menstrual cycle 
and four treated cycles is likely to occupy nearly half a 
year of a woman's life—and is therefore going to be 
influenced by holidays, illnesses and other life crises. 
To extend this period to a year by alternating un- 
treated and treated cycles will increase the effect of 
external influencing factors, and is also likely to lead to 
reduced patient compliance. —— 

One solution is to use a cross-over design balanced 
for carry-over effects. In a cross-over design the effects 
of two treatments, active drug À and placebo P, may 
be compared by treating each patient with A and P an 
equal number of times. In this way differences between 
individual patients, which may be expected to be quite 
variable, are eliminated from the comparison of the 
average effects of the two treatments. For example, a 
patient could receive the sequence of treatments A, P, 
P, A in consecutive cycles following the initial un- 
treated cycle. 

If it is considered possible that the effect of one 
treatment will carry over into the following cycle, the 
cross-over design should be arranged so that these 
‘carry-over’ or ‘residual’ effects are balanced relative 
to the main treatment effects. For instance, the res- 
ponse in the second treated cycle for the individual 
receiving the sequence of treatments A, P, P, A is due 
to the main effect of the placebo given during that 
cycle and the residual effect of the active drug given 
during the preceding cycle. Suitably structuring the 
sequences of treatments for different patients will 
enable the main effects of the treatments to be esti- 
mated separately from their residual effects. 

Fig 3 is an example of a completely balanced design 
for two treatments, arranged so that the main effects of 
the treatments are orthogonal to the residual effects. It 





404 SYMPTOMS OF PREMENSTRUAL SYNDROME AND THEIR RESPONSE TO THERAPY 


| Patient 


treatment effects separately. 


is a cross-over design since each patient receives each 
treatment twice and each treatment is given the same 
number of times during each cycle. The basic design 
involves four patients, and it should be replicated 
using additional sets of four patients as many times as 
practicable. 

Use of such design has the advantage of reducing the 
duration of the trial for an individual patient to about 
six months but has the disadvantage of requiring a 
more complicated statistical analysis, particularly if 
some of the patients fail to complete the trial. 

No long-term prospective follow-up studies of the 
effectiveness of any therapy over a period of several 
months and years have as yet been reported. Studies 
will need to be undertaken to assess for how long 
women require therapy and to see what happens to 
their symptoms after treatment is stopped. 
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| Psychiatric Interviewing Techniques - 
II Naturalistic Study: Eliciting Feelings - 


K. HOPKINSON, A. COX and M. RUTTER 


Summary: 


A naturalistic study was undertaken of 36 video and audio-taped 


interviews undertaken by 7 different psychiatric trainees. The interviews studied 
were those conducted in the ordinary course of clinic work for diagnostic and 
therapeutic planning purposes by trainees when first seeing the parent or parents 
of a child newly referred to a psychiatric clinic. It was found that a variety of 
rather different interview techniques seemed to facilitate emotional expression. 
These included a low level of interview talk with few interruptions, a high rate 
of open rather than closed questions, direct requests for feelings, interpretations 
and expressions of sympathy. The issue of how far these associations reflected 


causal influences is discussed. 


An essential requirement in the initial interview with 
the parents of a child referred to a psychiatric clinic is 
that sufficient feelings, emotions and attitudes be 
expressed for the clinician to be able to assess the 
nature and quality of family relationships, to evaluate 
the parents' feelings about particular behaviours and 
happenings in the family, and to determine their 
attitudes to clinic referral and their response to the 
therapist (Rutter, 1975; Cox and Rutter, 1977). Quite 
subtle distinctions between different emotions may 
be needed and, of course, it is essential to differentiate 
the directions of expressed feelings in dyads (i.e. 
mother to father as well as father to mother); to 
differentiate between the several possible dyads (i.e. 
between the two parents as well as between parent and 
child); and to consider possible non-dyadic alliances 
and conflicts. In order to make these assessments it 
may often be desirable to interview the whole family 
together, as well as seeing individual members 
separately, so that those interactions may be observed 
as they occur. However, basic to all these interviews is 
the question of which interview styles or techniques 
are most likely to encourage informants to express 
their feelings freely. That is the issue tackled in the 
study reported here. Individuals vary in how many 
clues they give concerning their inner feelings so that 
it is important for interviewers to have in their 
repertoire a range of techniques to elicit emotions 
(Pope, 1979). Our purpose was to determine which 
techniques might serve that purpose. 


Methods 
The basic research strategy involved a naturalistic 
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study of interviews by psychiatric trainees with the 
parents of child patients at a psychiatric clinic (Rutter 
and Cox, 1981). By determining the statistical asso- 
ciations between various defined characteristics of 
interview techniques or methods and various interview 
‘outcome’ measures, it was possible to find out which 
features of clinical interviewing were linked with the 
more successful eliciting of feelings and emotions. A 
comparison paper (Cox et al, 1981 II) describes the 
findings with respect to the techniques associated with 
the more successful gathering of relevant factual 
information. 

All the interviews were conducted by psychiatric 
trainees with at least eighteen months psychiatric 
experience. The interviews were those conducted in the 
ordinary course of clinic work for diagnostic and 
therapeutic planning purposes by the trainees when 
first seeing the parent or parents of a child newly 
referred to the Maudsley Hospital psychiatric out- 
patients department. All interviews were video and 
audio-tape recorded in the same interview room (see 
Rutter and Cox, 1981 for details). 

Conjoint family interviews and interviews with 
either immigrant parents or parents who did not speak 
colloquial English at home were excluded. No other 
case selection was employed. The analysis was 
undertaken. with 36 interviews given by 7 different - 
psychiatrists. There were 25 joint interviews. with both 
parents together and 11 single interviews (9 with 
mothers and 2 with fathers). Two of the individual 
interviews were the mother and father of the same 
child and occurred sequentially on the same morning; 
they were treated as separate interviews. Most 
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analyses were based on the first 30 minutes of each 
interview in order to provide a comparable time base. 
The findings for joint and for individual interviews 
were always examined separately in the first instance 
and combined only when no differences between them 
were found. 

< The scoring of the interviews was undertaken by 
dither of two observers (A.C. and K.H.) who had been 
the raters in the reliability god Sonal and Cox, 
1981). 


. Results | 

In presenting the findings all expressions of feelings 
are considered together. The results are usually 
expressed just in terms of mothers. It seemed un- 
warranted to pool the. sexes because not only did 
mothers talk more than fathers (Cox et al, 1981 II) but 
also they expressed more feelings (mean score on first 
30 minutes 24.5 vs 12.9 for joint interviews; t — 4.39; 
df 24; P « 0,001). However, the results for fathers 
were always analysed in the same way and the pattern 
of associations found was generally. similar. Interest- 
ingly, although the two parents differed in terms of the 
feelings expressed, they did not differ. in levels of self- 
disclosure (mean score for 25 joint interviews: a 84 for 
mothers. compared with. 3.48 for fathers; t = 0.31; 
df 24; N.S.). 

The first question to be examined was how far the 
amount parents talked was related to- how much 
feeling they expressed. This was important because we 
. had already found that.the style of interviewing was 
associated with marked differences in the amount of 
talk by parents (Cox et al, 1981 ID. Table I shows a 
positive product-moment correlation of .66 in the 
joint interview and .46 in the individual interviews 
"^ between the amount of talk by mothers (measured in 


- © terms of lines of transcript in the first 30 minutes) and 


-the number of feelings expressed in the first 30 minutes. 
"Thus, the more mothers spoke, the more likely they 
- were to show emotions. The same applied to fathers. 





TABLET. 
Amount of talk and feelings expressed 
Feelings expressed. 

Amount parental talk r 
Amount of talk mother | 

(joint, n = 25) 4667 ** 
Amount of talk mother 

(indiv., n — 9) .46 
Duration of floorholding: mother 

(joint, n — 25) .47* 
Duration of floorholding: mother - | 

{indiv., n = 9) .48 





eR «02. 
|ow** P « 01. 





5 Clearly, there was a danger that any correlation 
-between amount of talk and expression of feelings 
could simply reflect. the fact that the more words 
spoken the greater the chance to express feelings, The 


method of scoring we used was designed to reduce this 
possibility. In order to avoid the chance of a single 
expression of feeling being scored several time 

simply because it was. manifest in a flood of words, 

the scoring rule was that only one type of feeling 
could be scored in a single floorholding. However, in 
that feelings could be either positive or negative and 
might be directed towards the spouse, the interviewer 
or any of the children, a long floorholding could give 
rise to several separate and different expressions of 
feeling. 

The strong correlation between informant: talka- 
tiveness and number of feelings expressed suggests 
that if the interviewer wishes to increase the expression 
of feelings, itis worthwhile to encourage the informant 
to talk for some time without undue interruptions. 

This implication is tested more directly in Tables H 
and III which provide the product-moment corre- 
lations between various. measures of interviewer 





Taare II 


Interviewer activity and feelings expressed 
(individual interviews with mother, n = 9) 





Number of 
feelings expressed 
Interviewer activity r | 
Amount of talk by interviewer — .69* 
7. interviewer talk — ,59 
No. of ffoorholdings ^ -.82 
No. of topics raised’ -—.31 
7s open questions .27 
Ratio open:closed questions. . .20 
*P< 02. 


TABLE LI 
Interviewer activity and feelings expressed 
(joint interviews with mothers, n = 25) 


Number of 





| | feelings expressed 
Interviewer activity r 
Amount of talk by interviewer — -—-.19 
% interviewer talk —.42 
^: No.offloorholdings — .23 
No. of topics raised — 22 
*% open questions .45** 
^. Ratioopen:closed questions .44*- 
* P 0.05. 
** P <0.02. 
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activity and the number of feelings expressed. The 
correlations are only moderate but the general trend is 
for less feelings to be expressed when interviewers 
intervene a great deal and for more feelings to be 
expressed when there is a high proportion of open 
questions. In general, it seems that the interviewer 
actions. associated with an increased amount of 
talking by informants are also those associated with 
more expression of feelings. 


Interviewer actions immediately followed by expression 
of feeling 

The variables considered in the above section 
mainly dealt with overall levels of interviewer activity 
and directiveness and the total number of feelings 
expressed. It was also necessary to examine the 
immediate parental responses which followed specific 
interviewer actions. This was done by noting the 
parental behaviour which occurred directly after 
various specific interviewer actions often thought to 
increase emotional expression. The proportion in 
which feelings were expressed were compared with 
the proportion found in parental responses to other 
sorts of interviewer action (see Table IV). A chi-square 
test with Yates correction was used. Four actions 
(direct requests for feelings, interpretations, expres- 
sions of sympathy and open questions) all elicited 
feelings in over two-fifths of the succeeding informant 
statements compared with about one fifth of state- 
ments following other interviewer actions. It appeared 
that these actions tended to encourage informants to 
respond with some kind of expression of emotional 
feeling. | 

However, before this could be concluded it was 
necessary to examine the context of the interviewer 
actions. It was possible, for example, that inter- 
pretations were often followed by expressed feelings 
simply because interpretations tended to be given at a 


time when informants were already showing their 
feelings. This possibility was. examined by repeating 
the same comparisons according to whether or not the 
informant had expressed feelings in the floorholding 
immediately preceding the specific interviewer action 
(Table V). If the variations in emotional expression 
were merely an artefact of context, it would follow 
that the proportions of informant responses which 
included some expression of feelings would not differ 
according to the preceding specific interviewer action, 
once the emotional context had been taken into 
account. A chi-square test with Yates correction was 
used. | ; 

In fact, as vertical comparisons down both columns 
of Table V indicate, this was not so. Thus, requests for 
feelings elicited further feelings in 45 per cent of cases 
when the informant's previous response had included 
feelings, in contrast to only 29 per cent of responses 
following closed questions. The contrast is even 
sharper when the interviewer action was not preceded 
by the informant's expression of feelings. In this 
circumstance, requests for feelings elicited feelings in 
61 per cent of the informant's next floorholding 
compared with only 18 per cent of responses following 
closed questions. The findings are clear-cut in showing 
that the effects of these specific interviewer actions 
were not an artefact of context. 

On the other hand, they do show (as comparisons 
across the rows in Table V indicate) that the various 
actions are influenced by context in different ways. 
Thus, direct requests for feelings are highly likely to 
elicit feelings irrespective of the nature of the in- 
formants preceding remark. In contrast, inter- 
pretations are highly likely to perpetuatethe expression 
of feelings, but they are much less likely to initiate 
such expressions. 

We made a differentiation between interpretations 
which simply reflected the informants' feelings (either 








TABLE IV 
Analysis of interviewer actions immediately followed by expression of feeling 
(Naturalistic study) 
Informant responses: 
To specified action— To any other action— 

Interviewer actions % with expression feeling % with expression feeling 
Requests for feelings 54.9*** (n = 51) 22.2 (n — 2624) 
Interpretations 44.0*** (n — 141) . 21.7 (n = 2534) 
Sympathetic statements 50.9*** (n — 98) 22.0 (n — 2567) 
Open question 39.1*** (n = 338) 21.1 (n = 2337) 
Any of above 39.6*** (n = 628) 


x* test with Yates correction: d.f. 1 in all instances. 
eee p < .001. 


17.7 (n = 2047) 


s 
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Interviewer actions 
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Context of interviewer: action: and j eelings expressed 
haana study) 
Informant TOPE 
Preceded by own Not preceded by own 
expression of feeling— expression of feeling— 
zi with cup 7s with feelings 


61.3(n — 31)*** 











Request for feelings (n = 51) 45. 0 (n = 20) 
Interpretations (n — 141) 73.6 (n =. 53)*** 26.1 (n — 88) 
Sympathetic statements (n = 98) 61.5(n = 39)*** 35.6 (n = §9)** 
Open questions (n = 338) - 44.7 (n = .94)* 36.9 (n = 244)*** 
Closed questions (n = 352) 29.0 (n — 100) 17.5 (n = 252) 
y? test with Yates correction: d.f. 1 in all instances. 
Comparison with closed questions: 
*P-.05. 
** P«c.01]. 
»** P < 001. 
TABLE VI 
Type of interpretation and feelings expressed 
Informant response: 
Preceded by own Not preceded by 
expression of feeling— expression of feeling— 
% with feelings ^5 with feelings 
Reflections (n — 103) 78.8 (n = 38) 24.6 (n — 65) 
Linkings (n — 39) 56.3 (n — 16) 30.4 (n = 23) 





y! test with Yates correction: d.f. 1 in all instances. 


Differences between Reflections and Linkings non-significant. 


> - inferred or overtly shown), and those which involved 
-  .. some kind of linking of emotions or suggestions about 
' their meaning. An example of the first would be: 


“that made you feel unwanted’; and an example of 
the second would be 'your feeling unwanted when 
your husband walked out like that.sounds the same 
as the way you felt asa child when your father left 
home'. The findings showed that both sorts were 
equally effective in eliciting feelings (Table VI). 


Interviewer actions immediately ia by self- 
disclosure 


The category of tacieaigclnauee was TE for 
emotionally laden factual information as it was 
thought that techniques effective in evoking feelings 
might also be important in getting informants to 
describe events, happenings and activities of a painful 
or embarrassing nature, The supposition proved to be 
. correct. Table VII shows an analysis of inter- 


viewer actions and succeeding self-disclosures. The 
actions studied were those. previously found to be 
associated with. the. expression of feelings. Inter- 
pretations, expressions of sympathy, open questions 
and requests for feelings were each followed by self- 
disclosures in some 5 to-18 per cent of instances. 
When these actions were combined it was found, on 
average, that self-disclosures were evident in 7 per cent 
of the parents’ next floorholdings. In sharp contrast, _ 
this was so for only 1.5 per cent of informant responses 
to other types of interviewer action. Again, it appear 
that the particular. techniques used by the interviewer 
wereimportant, . 

As with expressions of feeling, it seemed likely that 
the interviewer’s: response to self-disclosures might 
also be influential. This was examined by determining 
whether the interviewer had at least once immediately 
picked up any feelings which were implicit or explicit 
in a self-disclosing statement in the first 30 minutes of 
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TaBLe VII 


Sequential analysis of interviewer actions and self-disclosure 
(Naturalistic study) 


Interviewer actions 


To specified action— 
% with self-disclosure 


lomani response: 


To any other action— 
°/ with self-disclosure - 





8.5*** (n 











Interpretations - — 141) 2.5 (n — 2521) 
Sympathetic statements. 8.3** (n= 96) 2.7 (n 2566) © 
Open questions 5.8*** (n — 441) 2.3 (n = 2221) 
Requests for feelings 18.0*** (n = 50) 22.5 (n = 2612) 
Any of above 7.0*** (n — 669) 1.5 (n = 1993) 
y? test with Yates correction: d.f. 1 in all instances. | | 
** P <0.01. 
*** P <0 001. 
TABLE VIII 
Interviewer pick up of cues and self disclosure 
Interviewer pick up of Self-disclosures (in first 30 minutes) 
emotional cues : Total No. 
(in self-disclosures) «3 z3 interviews 
None 21 6 27 
At least once l 8 9 
Total No. interviews 22 14 36 





== 9,97: 1 d.f. P «0.01. 


the interview (Table VIIT). In a quarter of the inter- 
views, the interviewer had picked up some emotional 
cues at least once. In the 9 interviews in which he had 
done so, all but one provided 3 or more self- 
disclosures in the first half an hour. In comparison, in 
those interviews in which emotional cues were not 
picked up, only 6 out. of 27 provided as many as 
3 self-disclosures in the first 30 minutes of the inter- 
view. The implication is that when interviewers were 
responsive to the emotional overtones of self-disclosing 
statements, further self-disclosures were more likely to 
occur. 


Interviewers! aini style.. | | 
© Several different aspects of the interviewers’ overall 





affective style were assessed in terms of their possible 


influence on the informants’ expression of feelings. 
An overall rating of his expressed warmth (using a 
5-point scale) was based on tone of voice, positive 
remarks said warmly, reciprocal warmth, accepting 
smiles and leaning forward in a context of warmth or 
understanding. A 5-point rating of sympathy shown 
to the informant was also based on tone of voice, 





content of remarks, and general attentiveness. A count 
was also made of the number of listening responses 
(e.g. 'Àmmm") and head nods made by the interviewer 
while the informant was talking. Finally, the question- 
ing style was assessed in terms of the ratio of open to 
closed questions and the number of interpretations, 
expressions of sympathy, and requests for feelings 
used. - 
Table IX shows that there was little association. 
between overall interviewer warmth and sympathy 
and thé informant's expression of feelings. Table X 
indicates that these non-verbal measures of interviewer 
behaviour also did not correlate significantly with the 
number of self-disclosures in the joint interview. In the 
individual interviews, there was the apparently 
paradoxical finding that high warmth and sympathy 
tended to be associated with fewer self-disclosures. 
But the sample size of individual interviews was only. 
9, and with this number correlations as high as 0.59 
could have arisen by chance. ! 

There was a nearly significant relationship between 
the number of listening responses and head nods and 
the parents' expression of feelings in the joint inter- 





TABLE IX 
Interviewer style and expression of feelings 


$ 


Correlation with mothers 
expression of feelings 





Joint Individual 

| ! (n = 25)t (n = 9) 
Interviewer measures ro r 
Warmth rating 07. | -—-.17 
Sympathy rating .19 —.17 
No. listening responses/ 

head nods .35 — ,02 
Ratio open: closed 

questions .44* .20 
No. interpretations — .08.. —.29 
No. expressions of 

sympathy -— 10 -— .17 
No, requests for feelings . 06 — .29 





* P «0.05; all other correlations non-significant. 
tn = 24 for correlations with Warmth, with Sympathy, 
and with No. listening responses/head nods. 


TABLE X 
Interviewer style and self-disclosure 





Correlation with 


self-disclosures 
Joint Individual 
(n = 25)f (n = 9) 
Interviewer measures f r 
Warmth rating — 02 — .49 
Sympathy rating .19 —.52 
No. listening responses/ | E 
head nods | | sH .46 
Ratio open:closed 0n 
questions | | .26 . .18 
No. interpretations — .07 45 
. No. expressions of 
^sympathy - f E i 2 M: 
No. requests for feelings 08 me ies 





(All correlations statistically non-signifigeit) 
+ n == 24 for first three items. hes Table ed 


view, but this association was not found i in individuat 
interviews, There is evidence from other research 
(Greenspoon, 1962) that such vocal and non-verbal 
encouragements may increase productivity in some 
people, but the HAARE: show considerable variability 
in effects. 

A high ratio of open to dosa siGestiods was found 
to be associated with a. greater expression of feelings 
in the joint interviews, but the correlation was in- 
significant in the individual interviews. However, the 
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— mumber of interpretations and expressions of sym- 

. pathy.used by the interviewer bore no significant 
relationship with the overall number of feelings 
expressed by the parent, and was associated with the 


number of self-disclosures only in individual inter- 
views. 


Consistency of differences bebes interviewers — 


The discussion so far has assumed that. it is the 
interviewers’ style which influenced the informants’ 
response, rather than the other way round. This 
assumption was tested in the experimental study 
(Rutter et al, 1981; Cox et al, 1981 V; Cox er al, 
1981 VI) but it was tested indirectly by determining the 
extent to which differences in style between 
interviewers remained ‘consistent across different 
informants. Of course interviewers modified their 
style according to individual needs but it was possible, 


using one-way analysis of variance, to determine 


whether variations in style between interviewers was 
greater than the variation within interviewers (Table 
XI) In contrast to the findings with respect to 
consistency of interviewer differences on techniques 
to elicit factual information, where consistency was 
high (Cox et al, 1981 ID, few of the techniques 
showed significant between-interviewer differences. 
This was not because interviewer means on these 
techniques were similar (which they were not), but 
rather it was because within-interviewer variability 
was high, especially for those interviewers who used 
rather more feeling-oriented techniques. 


Informant questionnaire responses 


The informants’. responses to the questionnaire 
administered after their interviews showed no sig- 
nificant: differences according to any aspect of inter- 
view style or according to interview. The range of 
responses... obtained: was quite narrow, and most 
parents expressed ‘conventional positive comments 
Hrespective ofthe type ofi interview they had just had. 


Discussion and Conclusions 

The findings suggest that a rather wide range of 
interview techniques may all be effective in eliciting 
the expression of emotions. Firstly; it appeared helpful | 
to use an interview style which encouraged informants 
to talk freely and extensively. Parents who spoke at 
greater length tended to express more feelings, and 
techniques which encouraged . talkativeness also 
tended. to encourage emotional: expression. Inter- 
viewers who used a high proportion of open questions, 
and who were not unduly talkative themselves, 
seemed most effective in this connection: 

The finding is not. unexpected, of course. A highly 
structured, clipped, interview style with most questions 
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TABLE XI 
Interviewer consistency on style of approach 























: Analysis of variance Significance 
Interviewer variable F d.f. | P 
No. expressions of Sympa 1.47 4,24 NS 
No. interpretations 2.50 4,24 NS 
No. requests for feelings _ 1.15 4,24 NS 
No. any of above 1.26 4,23 NS 
Ratio open:closed questions 2.61 4,24 NS 
Mother response variable 

Feelings expressed - 1.28 4,23 NS 

Negative feelings expressed 0.88 4,23 NS 

Self disclosures 0.82 4,24 NS 

TABLE XII 
Interviewer use of specific feeling-oriented techniques 
Interviewers 
A B C D E 

Use of interpretations, Expressions of 
sympathy and Requests for feelings 

Mean 7.4 4.0 9.2 6.0 4.5 

SD 3.9 1.6 6.9 3.7 4.5 





expecting only a 'yes' or 'no' answer is scarcely 
likely to induce informants to expand freely in 
talking about their inner feelings. Nevertheless, it 
should be noted that on the whole only rather modest 
correlations were obtained and it cannot be assumed 
that an extremely non-directive or non-talkative style 
would be most effective. Observations suggested that 
informants varied in how far they were at ease with 
different degrees of structure and talkativeness. 
Some seemed to become rather reticent and unforth- 
coming if they were not initially supported and guided 
by a relatively high rate of interviewer questions. On 
the other hand, the tendency of some trainees to resort 
to a series of closed questions when faced with an 
unforthcoming *informant .may not be helpful in 
encouraging free emotional expression. 

~The non-verbal components of interview style 
seemed less important. Neither the degree of inter- 
viewer warmth or sympathy, nor the rate of listener 
responses or head nods, correlated significantly with 
the amount of emotional expression by the mothers 
during the interviews. It. may be relevant that the 
range on these non-verbal variables was limited ; none 
of the doctors were very effusive and none were very 


cool. Accordingly, it could be that greater extremes 
would have a greater influence. Nevertheless, the 
findings from other research (e.g. Heller et al, 1966; 
Siegman and Pope, 1972) are contradictory, and it may 
well be that markedly high levels of warmth and 
sympathy are not facilitatory for emotional expres- 
sion. Perhaps a moderate rather than maximal level is 
optimal. 

Quite apart from these general aspects of overall 
style, the analysis of interviewer actions immediately 
followed by expressions of feelings suggested that a 
number of specific interview techniques were effective 
in promoting emotional expression. However, these 
included a range of apparently rather diverse 
approaches. Thus, a straightforward request that the 
informants say something about their feelings 
appeared rather successful in getting the informant to 
do just that. When the parent was not already 
expressing feelings, this direct approach proved to be 
the most effective means of inducing them to do so. 
On the other hand, if the informant was already 
discussing his emotions or feelings, a direct request for 
him to say more about them was less effective in 
encouraging him to continue than the more indirect 
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techniques of interpretations and expressions of. 
sympathy. Perhaps a direct request in this context 


appears rédundant or even insensitive. 
Open questions were also quite likely to be followed 
by the expression of feelings. Probably they were 


effective largely because they encourage an extended . 
reply which implies that the interviewer is interested - 


in how the parent perceives the situation as a whole. 
Closed questions, in contrast, may inhibit emotional 


expression not only because they suggest a very brief 
factual reply but also because they suggest that the 


interviewer has already decided what is and what is not 
important and relevant. The question is specific and 
focussing, and by implication it carries the message 
that there is a lack of interest in whatever facets are 
not included in the inquiry, ` 

Interpretations and expressions of sympathy, on 
the other hand, constitute responses by the inter- 
viewer. Both, by definition, directly refer to what the 
informant has just said. They explicitly indicate the 
interviewer's interest and attention with respect to 
emotions, feelings and attitudes. Expressions of 
sympathy are also likely to be reinforcing in that 
sympathetic tone and direct statements of concern 
show that the interviewer cares. When such caring 
responses follow the expression of emotions or 
feelings the informant is likely to be encouraged to go 
on showing his feelings. Many interpretations carry 
the same message.* Hence, the most striking effect of 
both these interviewer actions was when they followed 
the informant's expression of feelings in the immedi- 
ately preceding floorholding. On the other hand, their 
effect. was not necessarily entirely. confined to that 
situation because if appropriately made the actions 


E -referred to feelings which were implicit even if not 


A overt. In some instances, interpretations might serve 
to draw the informants' attention to feelings which 


= e ha d been below the surface of their full awareness. 


At first sight it may seem surprising that inter- 
i . pretations. which involved emotional linkings were as 


s effective as reflections of feeling in inducing emotional 


"expression, since such linkings could be considered a 
form of confrontation. Other workers have suggested 


that confrontations which are too dissonant, or which 


provoke too strong an émotional response, may 
inhibit the display of emotion (Pope and Siegman, 
1965; Bierman, 1969). This may well be the case, but 
scarcely any of those used in the diagnostic interviews 
studied were sufficiently ‘confronting’ to have this 


* Nearly all coding categories were mutually exclusive but 
expressions of sympathy were an exception to this rule. 
.Sympathy could be double coded with other categories 

- where this was appropriate. In practice many inter- 
|. pretations were also rated as sympathetic. | 
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"i effect. Most simply indicated an understanding of the 
- parents” feelings and hence were very different from 


the interpretations given in some types of psycho- 


therapy. (e. g. Garduk and Haggard, 1972). It was also 
 feund in one study with acute mental hospital 
D patients (Anderson, 1968) that confrontations given by 
warm, empathic interviewers increased self-explora- 
tion, whereas this was not the effect with interviewers 
Who lacked these: qualities. We did not have a suffi- 
ciently large sample of interviewers who varied in 


these qualities to examine the issue but clearly the 
context of the relationship between. interviewer and 
informant is likely to influence the manner in which 
confronting interpretations are received. 

Although -the analysis -of interviewer actions 
immediately followed by -expressions of feeling 
strongly indicated that open questions, interpretations. 
and. expressions of sympathy, were effective in 
promoting emotional expression, the interviewers’ 
overall rate of use of these techniques across interviews 
as a whole was not significantly associated with the 
amount of emotional expression by. the informants. 
This appears contradictory and surprising, but there 
are several rather different. reasons why these two 
methods of analysis Should: give rise to inconsistent 
findings. 

Firstly, the use of overall. interviewer measures (as 
in the latter type of analysis), unlike the analysis: of 
interviewer actions immediately. followed by- expres- 
sions of feeling presupposes that. interviewers show 
some consistency in style with. respect to these 
interview techniques. But in fact this was not found. 
To the.contrary, psychiatric trainees varied greatly 
from interview to interview in their use of different 
techniques. This was very dilferent to their use of 
fact-oriented techniques where considerable inter- 
viewer consistency. was found (Cox et al, 1981 ID. 
The causes and effects of this variability in feeling- 
oriented. techniques. remain: to be» determined. It 
could -be that. the variability reflected a lack of 
understanding :by the. trainees regarding the tech- 
niques needed to elicit the emotions, so that they 
varied in their usage in a non-systematic and unhelpful 
way. On the other hand it could be that the trainees 
skilfully varied their use of specific techniques 
according to the needs of each different interview. 
Some informants spontaneously express a great deal 
of emotions and feelings and there is no point in 
using methods designed to increase emotional 
expression still further. Indeed, if : an adequate factual 
account is to be o tained it may be desirable to 
somewhat stem the flow. It is with more reticent 
informants that it is particularly important to use. 
techniques to ‘draw out’ feelings, and it could be that 
it was in these circumstances that interviewers tended. 
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to use more interpretations and expressions of 
sympathy. This possibility could not be tested within 
the design of the present study. 

A second, less optimistic, alternative is that little 
overall effect of these feeling-oriented techniques was 
evident simply because their level of usage fell below 
the threshold of effectiveness. Certainly, it was clear 
that most of these relatively inexperienced inter- 
viewers made rather little use of interpretations and 
expressions of sympathy, but it seems doubtful 
whether this consistuted an important factor. 

A third alternative is that there are so many 
different ways of eliciting emotions that it is unusual 
for any interviewer to fall short on all of them. This 
could not account for the observation that some 
informants expressed very little in the way of feelings 
or emotions; either the trainees did not use the most 
appropriate techniques with them or the techniques 
were ineffective. On the other hand, it is probable 
that there is a good deal in the suggestion. Certainly, a 
range of quite disparate techniques appeared effective 
in eliciting emotions, These included both the active 
and directive (e.g. straightforward requests for 
feelings) and the passive and non-directive (a low 
rate of interviewer talk with few interruptions), as well 
as some (such as interpretations and expressions of 
sympathy) which could be used with either a directive 
or a non-directive style. 

Finally, it could be suggested that the sequential 
findings were an artefact, reflecting an effect of the 
informant on the interviewer rather than the other 
way round. This possibility was examined by looking 
at the context of interviewer actions with respect to 
the preceding informant floorholding. The results 
effectively: ruled out. the possibility of a context 
artefact and provided a strong inference of a sequential 
effect from interviewer to informant (although they 
could not directly test such a causal hypothesis). An 
experimental design was needed to examine this 
possibility further; such a study is reported in Rutter 
et al (1981) and Cox et al (1981 V and VI). 


Acknowledgements 


The research reported in this series of papers was sup- 
ported by a grant from the Social Science Research Coun- 
cil. The papers were prepared while Michael Rutter was a 
Fellow at the Center for Advanced Study in the Behavioral 
Sciences; financial support was provided by the William T. 
Grant ‘Foundation, The Foundation for Child Develop- 
ment, The Spencer Foundation and The National Science 
Foundation (BNS 78-24671). 

"Fhe study would not have been possible without the 
active collaboration and support of members of the 


Children's Department of the Maudsley Hospital. Parti- 
cular thanks are due to those registrars who allowed them- 
selves to be filmed during the first two stages of the study. 


References 


ANDERSON, S. C. (1968) Effects of confrontation by high- 
and-low functioning therapists. Journal of Counseling 
Psychology, 15,411- 16. 


BIERMAN, R. (1969) Dimensions of interpersonal facili- 
tation in psychotherapy and child development. 
Psychological Bulletin, 72, 338-52. 


Cox, A., HoigRook, D. & Rutter, M. (1981) Psych- 
iatric interviewing techniques: VL Experimental 
study; eliciting feelings. British Journal of Psychiatry, 
in press. 


—— Hopkinson, K. & Rutter, M. (1981) Psychiatric 
interviewing techniques: II. Naturalistic study; 
eliciting factual information. British Journal of Psych- 
iatry, 138, 283-91. 


— — & RUTTER, M. (1977) Diagnostic appraisal and inter- 
viewing. In Child Psychiatry: Modern Approaches, 
(eds. M. Rutter and L. Hersov). Oxford: Blackwell 
Scientific. 


— ——— & HorsnRookK, D. (1981) Psychiatric inter- 
viewing techniques: V. Experimental study; eliciting 
factual information. British Journal of Psychiatry, 
in press. 


GARDUK, E. L. & HAGGARD, E, A. (1972) Immediate effects 
on patients of psychoanalytic interpretations. Psycho- 
logical Issues. Vol. VITI, No. 4, Monograph 28. 


GREENSPOON, J. (1962) Verbal conditioning and clinical 
psychology. Experimental Foundations of Clinical 
Psychology, (ed. A. J. Bachrach). New York: Basic 
Books. 


HELLER, K., Davis, J. & Myers, R. A. (1966) The effects of 
interviewer style in a standardised interview. Journal 
of Consulting Psychology, 30, 501-8. 


Pope, B. (1979) The Mental Health Interview: Research and 
Application. New York: Oxford University Press. 


— — & SiEGMAN, A. W. (1965) Interviewer specificity and 
topical focus in relation to interviewer productivity. 
Journal of Verbal Learning: and Verbal Behaviour, 4, 
188-92. 


Rutrer, M. (1975) Helping Troubled Children. Harmonds- 
worth: Penguin. 


— — & Cox, A. (1981) Psychiatric interviewing techniques: 
I. Methods and Measures, British Journal of Psych- 
iatry, 138, 273-82. 














| A.W. Pos, B. (eds.) (1972) Studies i in Dd 
mmunication, New York: Pergamon. 


K. HOPKINS 








— oe EGERT, S., EverrrT, B. & HOLBROOK, D. 
Psychiatric interviewing techniques: IV. Experi 
study; four contrasting styles. British Journi 
Psychiatry, 138, in press. : 















] opkinson, BA. ons. 5), c/o Th Coverdale Organisation, 3L Logan Place 


Antony Cox, M.Phil, MR. CP, F F.R.C.Psych., Consultant Psychiatrist, The. A al 4, Denmark Hill, London 
SES 8AZ. jr mn m : M i e 


Michael Rutter. MD, ERCP, F RC. Piych., Professor of Child Pje iu 


ment. tof chia and Adolescent T 
Psychiatry, Institute of. Psychiatry; 3 De Crespigny Park, Camberwe L pr. e 





(Rae os soit January 1981) 





Brit. J. Psychiat. (1981), 138, 416-422 


The Incidence of Cognitive Disabilities in the 
Siblings of Autistic Children 


GERALD J. AUGUST, MARK A. STEWART and LUKE TSAI 


Summary: Individual components of cognitive disability were assessed in the 
siblings of 41 autistic probands and compared with similar measures from a 
control group of siblings of Down's syndrome individuals. The results showed a 
significant familial clustering of cognitive disabilities in the siblings of autistic 
probands. These cognitive impairments included disturbances in expressive and 
receptive language, specific learning disabilities, and varying degrees of mental 


subnormality. 


The low incidence of about 2 per cent of autism 
among the siblings of autistic children (Rutter, 1968) 
appears to rule out a genetic component in the 
development of the disorder. This line of reasoning is 
based on the implicit assumption that the alleged 
genetic factor pertains only to autism. Yet it is well 
known that the constellation of symptoms which are 
included. within the diagnosis of autism represents a 
complicated structure of many variables. It may well 
be, as Spence (1976) has suggested, that only some of 
the symptoms of autism are inherited. 

Folstein and Rutter (1977) have raised the possi- 
bility that it is not autism as such which is inherited, 
but rather a pervasive cognitive deficit of which 
autism is one part, In a study of 21 same-sex twin 
pairs they found four of 11 sets of monozygotic (MZ) 
twins concordant for autism, while none of the 10 
dizygotic (DZ) twin pairs were concordant (P = 
.055). Interestingly, all 25 autistic children met at least 
two of four criteria for cognitive-linguistic impair- 
ments. The most intriguing finding, however, was the 
high concordance of cognitive-linguistic impairments 
in the MZ twin pairs. Nine of the 11 MZ twin pairs 
were concordant for at least one criterion, generally 
involving delays or disorders in language acquisition, 
and this included five cases where the co-twin was not 
autistic. In contrast, in only one of the 10 DZ twin 
pairs were the cognitive impairments present in both 
individuals (P = .0015). 

. Ultimately, the phenotype ‘autism’ may not prove 
to be the most useful for genetic analysis, even if it is 
objectively and reliably defined. More appropriate 
may be a wider concept of genetic expression which 
includes a broad range of cognitive and linguistic 
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disabilities which are operative in, but not restricted to 
autism. 

Basic questions remain concerning the validity of 
this proposed spectrum of genetically determined 
types of autistic disturbance. For example, if the 
cognitive components of autism are genetic in origin, 
can similar but milder disabilities be identified in the 
biological relatives of autistic children? As a practical 
matter, this would exclude from consideration the 
possibility of a complex genetic aetiology, induced 
early enough during pregnancy to produce observable 
similarities in MZ twins but not in first degree rela- 
tives. Furthermore, if such disabilities do exist, are 
they confined to disorders of speech and language, or 
do they extend to include other components of cogni- 
tion, such as intelligence and learning ability ? Finally, 
if a subtype of autism can be identified on the basis of a 
family history of cognitive-linguistic impairments, will 
the probands of such a group be clinically distin- 
guishable from those probands with a negative family 
history ? ol 

To investigate the range of possible expressions of 
autism, a systematic, psychometric assessment of the 
biological siblings of autistic children. was planned. 
With this as the major goal, objective criteria were 
developed for diagnosing a broad range of cognitive 
disabilities that might be linked in some way to 
autism. Since the frequencies of individual cognitive 
disabilities are relatively high in the general popu- 
lation, it was important to compare the degree of 
familiai clustering observed in the autistic group with a 
comparison group that was closely matched for sex, 
race, and socio-economic status. We selected children 
with Down’s syndrome as our control group, and 
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examined the incidence of cognitive Sabuni 
siblings of this group. ie 


Subjects: From Jane 1974: to December 1979; 
children (78 boys and 24 girls) received a diagn 
autism and were admitted to the autism progra 


+ ÉD 


detailed scrutiny was made of each child's clin 


record in order to ensure that the child met Rutter's Da 
1977) for autism. These criteria in- 


criteria (1971; 
cluded (i) a serious impairment in the development of 
social relations, involving poor social responsiveness, 
impaired selective bonding, limited eye-to-eye con- 
tact, and a relative failure to go to parents for com- 
fort; (ii) delayed and deviant language development, 
generally involving poor language comprehension, 
echolalia, pronominal reversal, little use of gesture and 
social communication; (iii) stereotyped, repetitive or 
ritualistic play and interests, as indicated by an 
abnormal attachment to objects, marked resistance to 
change, unusual preoccupations and restricted interest 
patterns; and (iv) the age of onset occurring before the 
age of three. Any child whose autism was associated 
with à known diagnosable neurological condition 
(such as tuberous sclerosis). was not eligible for in- 
clusion in this study. .All 102 cases originally con- 
sidered met the diagnostic criteria. 

Because the. major focus of this study. involved a 
psychometric evaluation of the natural siblings of the 
autistic as well as the control children, only. those 
index cases having at least one biological sibling 
ranging in age from four to 16 years were eligible for 
further. consideration. This reduced the pool of 
autistic probands to 71 from whom 50 were randomly 


<- selected for study. For each case a letter was sent to 


the parents briefly describing the nature of the study 


and requesting their cooperation. A subsequent phone 


call was made for their decision and to set a date for a 
personal visit, There were four cases where parents 
refused to participate and. five in which the families 
could not be personally contacted. due to unknown 
residence. This left us with a final sample of 41 pro- 
bands, 30 boys and 11 girls, a sex ratio which closely 
approximates the three to one ratio generally cited in 
the literature and noted in our original group of 102 
autistic children. This index group yielded a total of 71 
siblings (36 boys and 35 girls), none of whom were 


twins. 


Our choice for a control group was a sample of 
Down's syndrome children for several reasons. 

First, we wanted a control group that closely 
resembled the autistic group in early age of onset and 
in the presence of a diagnosable condition of mental 
deficiency linked to CNS pathology. — 





3 than parents of comparison groups of children (Mc- 
.. Adoo and. DeMyer, 1977), both our original pool of 
7102 and final sample of 41 autistic families showed a 
^normal distribution for social class according to. the 
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^ Second, because we were searching for a spectrum 


> condition involving linguistic, intellectual, and learn- 
3 ing disabilities and these problems tend to aggregate in 


lower social class families, it was imperative that we 
ect a control group with parental characteristics 
uch as socio-economic status and educational back- 
und closely resembling those of the autistic group. 
Although most recent studies suggest that parents of 





utistic children are more affluent and better educated 


modified Hollingshead and Redlich scale (using family 
occupations and level of educational attainment as 
criteria). Thus we wanted the parents of our control 
group to be normally distributed for socioeconomic 
status, and indeed, this was the case for our sample of 
Down's syndrome families. 

Finally, because this was a genetic study, it was 

important to:select a-control group whose condition 
was not due to genetic defect transmitted from parents 
to offspring which might also yield a spectrum of mild 
cognitive disabilities in the first degree relatives. 
. Thus a list. of children diagnosed as Down's syn- 
drome during the period 1976-1979 was obtained from 
records at the cytogenetic clinic, University of Iowa 
Hospitals. The choice of cases was based on chromo- 
somal analysis, with only those subjects shown to be 
standard trisomy for the 21st chromosome accepted. 
As was true for the selection of the autistic sample, 
only those Down’s: children having at least one 
sibling ranging from four to 16 years of age were 
eligible for participation in ¿the study. This. last 
stipulation made. the search for appropriate cases 
difficult, since Down's syndrome children are usually 
born to older mothers with children exceeding the 
upper age limit of the study. From an original pool of 
5] names, 25 were left following a search for sibs 
within the appropriate age range. Of these, two re- 
fused to participate, and eight could not be located, 
leaving a final control sample of 15 cases of Down's 
syndrome, nine boys and six girls. A total of 38 siblings 
(20 girls and 18 boys) were tested from this group. 

Data collection: In all cases a personal visit was 
made to the homes of the autistic and the control 
families. A parental interview was utilized to collect 
information concerning the development of each child 
involved in the study: Topics covered by the parental 
interview included a systematic account of the child's 
language development, including age at which phrase 
speech was first observed, the presence of any severe 
articulation and/or language disorders, and the 
subsequent need for speech and/or language therapy. 
Information was also requested concerning the child's 
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academic progress, specifically regarding the need for 
any special remedial education. In addition, parents 
were asked if the child had any noticeable emotional or 
behavioural disturbance which had required psycho- 
logical evaluation or special counselling. 

Following the parental interview, each sibling was 
administered a short battery of psychological meas- 
ures. These included tests of verbal and nonverbal 
intelligence and tests of academic achievement in the 
areas of reading, spelling, and arithmetic. The Wech- 
sler Intelligence Scale for Children —Revised (WISC- 
R) was administered to children between the ages of 
six and 16, while the Wechsler Preschool and Primary 
Scale of Intelligence (WPPSI) was used for children 
ranging in age from four to six years. Academic 
achievement was assessed with the Wide Range 
Achievement Test (WRAT). 

Diagnosis of autism and/or cognitive disability in the 
sibling groups: Autism was diagnosed on the basis of 
the clinical criteria already outlined. Both siblings who 
met criteria for autism had been evaluated for the 
condition and had received a psychiatric diagnosis of 
the condition. A separate diagnosis of cognitive dis- 
ability was made on the basis of at least one of the 
following: (i) delay in spoken language persisting 
beyond the age of 30 months; (ii) gross abnormality in 
language (either expressive or receptive); (iii) verbal, 
nonverbal, or full scale IQ score less than 80; (iv) 
specific learning disability in the areas of reading, 
spelling, or arithmetic as assessed by a standard score 
of less than 80 on the WRAT; (v) scholastic per- 
formance of. such severity to require special educa- 
tional remediation. 

One criterion omitted from our diagnosis of cog- 
nitive disability but included in the Folstein and 
Rutter (1977) criteria for cognitive-linguistic impair- 
ments is a grossly abnormal articulation problem 
persisting to age five. We had several reservations 
about the inclusion of this feature. First, Folstein and 
Rutter included several cases in which the non- 
autistic co-twin had a mild articulation problem, and 
the frequency of such individual mild problems is high 
in the general population. Moreover, we did not feel 
that we could obtain an objective evaluation of such a 
characteristic, since in many instances the child has 
outgrown the problem and parents’ retrospective 
reports concerning the severity of such problems are 
most likely unreliable. More important, we wanted to 
focus specifically on cognitive disabilities, and articu- 
lation problems alone do not constitute a cognitive 
disability. Nevertheless, we thought it would be of 
interest to collect data on this variable using parents' 
historical reports. 

Ten of the 71 (14 per cent) sibs from the autistic 
group required speech therapy in the past for an 


articulation problem, as did five of the 38 (13 per cent) 
control siblings. With the exception of two young 
children, there was no evidence of any articulation 
problems during the personal interviews. Furthermore, 
none of the children with a previous history of articu- 
lation problems showed evidence of a cognitive dis- 
ability. 


Results 

Sibling characteristics: Eleven of the 71 siblings of 
the autistic group met at least one criterion of cog- 
nitive disability, whereas this was true for only one of 
the 38 control group siblings. Thus, the incidence of 
cognitive disabilities in the autistic group was 15.5 per 
cent, which is significantly higher than the figure of 
nearly 3 per cent observed in the control group (y? — 
4.15, P « .05). Two of 11 sibs from the autistic group 
who demonstrated some form of cognitive disability 
also met criteria for autism. 

The incidence of autism in our sample of biological 
siblings of autistic children was just under 3 per cent, a 
somewhat higher figure than the 2 per cent estimate 
frequently cited in the literature, Sex of the proband 
had no effect on the incidence of cognitive disabilities 
in the sibs. Three of 19 (16 per cent) sibs of female 
autistic children and eight of 52 (15 per cent) sibs of 
male autistic children had a cognitive disability, 

The 11 cognitively disabled sibs came from eight of 
the 41 total families comprising the autistic group, 
yielding a family incidence rate of 19.5 per cent. For 
the control group there was one of 15 families who had 
a cognitively disabled child and thus the family 
incidence rate was nearly 7 per cent. The difference in 
family incidence rate between the two groups failed to 
reach a level of statistical significance, There were a 
total of 16 children (not including probands) in these 
eight families, 11 of whom received a diagnosis of 
autism and/or cognitive disability. Thus, the prevalence 
of such problems in the total subset of eight families 
was a relatively high 69 per cent. 

Table I presents a descriptive listing of the sibships 
(including probands) in each of the eight families with 
a positive history for autism and/or cognitive dis- 
ability. Four of the 11 siblings with a cognitive dis- 
ability showed a gross disturbance in language 
acquisition. In two of these cases there was a total 
absence of any speech, while in the other two the 
children spoke words and occasional phrases, but did 
not use language for communicative purposes. Nine 
children of the 11 had measured intelligence quotients 
of less than 80. Of these, seven were receiving special 
educational remediation for the mentally disabled. An 
additional two sibs demonstrated a specific learning 
disability in reading and were in classes for children 
with learning problems. The one control sib with a 
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Sibships with two or more 


Sibship 
status 
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cognitive disability had a full scale IQ of 70 and was in 
a class for the educable mentally disabled. 

Proband characteristics: We thought it would be of 
interest to compare the eight probands with a positive 


family history of autism and/or cognitive disability | 


(FH 4-) with the 33 probands who showed no family 
history of these problems (FH —) to determine if there 






the two groups which might help differentiate a 
- genetic subtype of autism. Variables examined were 


were any clinical or demographic differences between 
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criteria were applied to subdivide the sample into the 
following categories: definite brain damage, probable 
brain damage, possible brain damage, and no evidence 
of brain damage. The distribution of FH -+ probands 
in these categories did not significantly differ from the 
distribution noted for the FH — probands. 

Intelligence was analysed from IQ data obtained 
during the initial evaluation of each proband at the 
time of admission to the autism programme. Due to 
the wide dispersal of IQ scores noted, we subdivided 
the sample into three main categories: IQ less than 50; 
IQ 50-69; and IQ 70 or greater. Seven of the eight 
FH-+ probands (88 per cent) had IQs of less than 50, 
with the remaining proband scoring in the IQ range of 
50—69. In contrast, the distribution of scores for the 
FH — probands was as follows: IQ less than 50: 14 
(42 per cent); IQ. 50-69: 14 (42 per cent); IQ 70 or 
greater: 5 (16 per cent) (y? = 5.37, .05 «P <.10). 
This suggested a trend for the FH -- probands to be 
lower in intelligence. 

Socioeconomic status ratings were based on the 
modified Hollingshead and Redlich scale (I as upper 
class, V as unemployed). The distribution of social 
class for the FH + probands was as follows: Class II: | 
(12.5 per cent); Class III: 4 (50 per cent); Class IV: 2 
(25 per cent); Class V: 1 (12.5 per cent), The distri- 
bution of social class for the FH — group was as 
follows: Class I1: 8 (24 per cent); Class III: 17 (51 per 
cent); Class IV: 7 (21 per cent); Class V: 1 (3 per cent). 
The difference in distributions between the two groups 
failed to reach a level of statistical significance. 

Perinatal factors: We examined data concerning the 
pre-, peri-, and neonatal development of each child in 
the subset of families with two or more cases of 
autism and/or cognitive disability. Four of eight 
autistic probands in this group had experienced at 
least one unfavourable obstetric complication (see 
Appendix) However, no unfavourable events were 
noted in any of the developmental histories of the 
siblings of these probands. 


Discussion 


The findings provide evidence for a familial con- 
centration of cognitive disabilities in a subset of 
families containing an autistic child. When the 
diagnostic spectrum was extended to include various 
cognitive disabilities occurring in the absence of other 
.autistic symptomatology, the incidence was 15.5 per 
cent in the biological siblings of autistic children, in 
contrast to less than 3 per cent in the Down's syn- 
drome siblings. 

"The cognitive disabilities in the autistic group were 
not limited to delays in language acquisition or to mild 
articulation problems as was the case in several of 
Folstein and Rutter's twins; Four of our siblings with 


cognitive disability demonstrated a gross disturbance 
in language with no speech, or a failure to use lan- 
guage in a socially appropriate manner. Nine of the 11 
cognitively disabled sibs, including the four with lan- 
guage abnormalities, had measured intelligence quot- 
ients of less than 80, and seven of these were receiving 
special educational remediation. The two remaining 
sibs showed a specific learning disability, which was 
consistent with their school placement in classes for 
the learning disabled. 

For the most part, the subset of autistic probands 
with a positive family history for cognitive disabilities 
was both clinically and demographically indistin- 
guishable from those autistic probands with negative 
family histories. For example, sex of the proband, 
central nervous system status of the proband, and 
socioeconomic status of the parents failed to differ- 
entiate the two groups. Level of intellectual function- 
ing, however, showed a marginal tendency to dis- 
criminate the probands. Seven of the eight autistic 
probands were functioning lower as defined by in- 
telligence testing at time of admission. In contrast, 
less than half of the probands with a negative family 
history were functioning lower in this way. 

It is important to note that the diagnostic spectrum 
here is based on a pattern of cognitive rather than 
affective disturbance. Traditionally, autism has been 
regarded as a condition primarily affecting social and 
emotional development, and the diagnosis made on 
the basis of a behavioural picture involving impair- 
ments in social relations and the presence of stereo- 
typed or ritualistic play patterns. Cognitive dis- 
abilities, such as language abnormalities and intel- 
lectual subnormality, were often considered by- 
products of a major motivational problem. Recently, 
there has been a growing awareness that autism is 
essentially a disorder of development involving severe 
cognitive deficiencies which probably have their 
origin in some form of organic brain dysfunction 
(Rutter, 1978). Although there is no consensus on the 
nature of the primary neuropsychological deficit that 
underlies the cognitive pathology, récent electro- 
physiologic evidence points to a defect in information 
storage (Novick, Kurtzberg and Vaughn, 1979), a de- 
fect which could not only impair cognitive information 
processing but affective processing as well. — 

Given that a cognitive deficit constitutes the primary 
handicap in autism, is there evidence to confirm the 
hypothesis that a familial predisposition to cognitive 
pathology exists in the autistic syndrome? Our data do 
not allow any firm conclusions to be drawn. The mere 
fact of a familial aggregation might suggest a common 
genetic influence and the variability in mode of ex- 
pression might suggest the additional contribution of 
modifying environmental factors. However, before 


Depression...disturbed 


brand of doxepin * Trade Mark 


lifts depression... 
promotes restful sleep 


E SEDATIVE ANTIDEPRESSANT 
E ONCE NIGHTLY DOSAGE 


indications: depression with or without anxiety. Contraindications: 
glaucoma. urinary retention, hypersensitivity to the drug. Side effects: 
dry mouth and drowsiness are most commonly reported. Precautions: 
Sinequan may potentiate other compounds -e.g. monoamine oxidase 
inhibitors; not recommended in pregnancy or children under 12 years 
age. Dosage: range 30 mg to 300 mg daily in divided doses. up to 100 mg 
may be given as a single dose at night. Packs and Basic N.H.S. Cost: 

10 mg capsules (PL 57/5032), pack of 100, £2.98; 25 mg capsules 

(PL 57/5033), pack of 100, £4.24: 50 mg capsules (PL 57/5034) pack ot 
100, £7.01; 75 mg capsules (PL 57/0133), pack of 60, £6.64 


Full information on request to the Company 


Ls * T 
Aet ges, prt: 


Pfizer Kari Yu» 





"d : Es x Pi. ing an 





© Out of the shadows of depression 
ENS and phobia with 
; TR CN b. Anafranil Geigy 


(clomipramine hydrochloride) 





>s 














:hioride). Depression - 30—50mg per day. In severe cases increase to 75mg or higher it necessary Phobic/Obsessional States - 
un, to 100-150mg per day Contra-indications: 1) Anafranil is contra-indicated in conjunction with, or within 14 days of treatment with i 
nhibilor 2) io existing live: damage. 3) In cardiacicirculatory failure ot following a recent myocardial infarction: Precautions: Caution is necessary i 
glaucome “and retention of unne Great Caution in patients with epilepsy. Anafranil may antagonise the action of certainantihypertensive drugs; ani 
ascule Moodphnarsecensint and adrenaline: Aswithothercdrugs, avord using Guring the first trimester of pregnancy if possible. Side effects; Dr 

i ; és arn by disturbance of micturition, tachycardia. Less commonty tremor, atakia; orthostatic hypotension and vertigc 

a. drawsine a and headache. Epiieptitorm seizures. ave occurred in.à small number of patients; Symptormles: 
ations are extremel "rir with séxual function, particularly ejadulation, may be encountered, Agranulocytosis has occasional!’ 
depressar SM e Wiaan ge advised during treatment with Anafranil. Availability: Two-tone yellow/caramel capsules of 10, 
Re caramel capsules of 25mg (PLOOO1/5000) £6.11 per 100 Two-tone blue/catamel capsules of Sona Looe £116: 

oured s Ond 257999 Anaiari v in 5ml A teers pe £5.55 per 150rni bottle: Full vicc. qi dud information is a van abe H 














GERALD J. AUGUST, MARK A, STEWART AND LUKE TSAI 421 


proposing a genetic hypothesis it is necessary to check - 


whether the familial clustering is explicable in terms of 
developmental disturbances associated with the birth 
process, A number of studies have shown an increase 
of unfavourable obstetric events in the histories of 
autistic children (e.g. Deykin and MacMahon, 1980; 
Finegan and Quarrington, 1979; Torrey, Hersh and 
McCabe, 1975). A mother prone to obstetric com- 
plications could be expected to demonstrate these in 
other pregnancies, and such potentially harmful 
events rather than a genetic factor could be the pri- 
mary cause of the familial clustering observed in the 
present study. 

In all likelihood, the familial clustering of autism 
and/or cognitive disability cannot be explained solely 
in terms of a maternal history of reproductive com- 
plications. 

In order to test the hypothesis of the familial 
relationship between autism and a milder subtype 
involving individual components of cognitive dis- 
ability, Spence (1976) has suggested the use of a 
*two-threshold' multifactorial model of inheritance. 
The multifactorial model assumes that all genetic and 
environmental factors relevant to the etiology may be 
combined into a normally distirbuted underlying 
variable called the liability. Everyone has some lia- 
bility, however small, but only those individuals whose 
liability is beyond a certain critical value called the 
threshold may be affected. In the case of our two 
familial subtypes, the liability to develop either 
manifestation of the disorder may be viewed as having 
two thresholds, defined by their respective population 
prevalences. Autistic children, by virtue of their lower 
population prevalence are presumed to be affected 
with the more aetiologically deviant form of the dis- 
order, are expected to be more severely ill, to have 
more affected relatives with any form of the con- 
dition, and to have a greater proportion of more 


d severely affected relatives. In order to test the goodness 


of fit of this model to observed data, it is necessary to 
have data on the prevalence of autism and/or cog- 


 nitive disabilities in the relatives of a representative 


sample of cognitively disabled individuals. Our design 
did not incorporate this feature, nor did it include data 
from different types of relatives e.g. parents, cousins, 
grandparents, et al. In the future it will be necessary to 
collect more extensive family data on measured 
cognitive variables where this type of analysis can be 
applied. 

In the past, genetic hypotheses pertaining to the 
origins of autism have been tested against the presence 
versus absence of autism. We encourage future studies 


. investigating genetic factors in autism to adopt a wider 


concept of the autistic phenotype, one that speci- 


fically includes impairments in cognitive and linguistic 


functioning. 
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Appendix 


One autistic proband, a male was born eight weeks 
premature with a birth weight of four pounds. The infant 
remained hospitalized for four weeks due to respiratory 














|i - distress. syndrome. The second case was a female autistic 
War proband, delivered by emergency caesarean section four 
70.7. "weeks premature. The birth weight of this infant was four 
- pounds five ounces and she was administered oxygen for 
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cyanosis. The third proband, a m" was d 
forceps from a breech position following ifficult 12-hour 
labour. The. fourth proband, a female, was born three 
weeks premature followinga difficult 16-hour labour. 
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Evaluation of Standardized Behavioural Treatment for Agoraphobic 
In-Patients Administered by Untrained Therapists 


SIDNEY BENJAMIN and JOHN KINCEY 


Summary: Using a standardized behavioural programme, nine in-patients with 
severe agoraphobia were treated by staff who had minimal training in the theory 
and practice of behaviour therapy. With one exception patients showed marked 
reduction in subjective fear and avoidance, both following treatment and at 
follow-up. The indications for such treatment are considered and compared with 
those for alternative behavioural approaches that have recently been advocated. 


Behaviour therapy has been established as the 
treatment of choice for agoraphobia and usually 
provides better results than either insight psycho- 
therapy or drug treatment. Of the behavioural 
procedures that have proved to be successful, de- 
sensitization, with various modifications, is probably 
the most commonly used. A wealth of research aimed 
at clarifying the essential components of desensitiz- 
ation has failed to support the early learning theory 
model of reciprocal inhibition, and probably the only 
essential component of desensitization is exposure 
in vivo in the absence of avoidance. Other successful 
behavioural treatments e.g. modelling and flooding, 
Share this feature, but it is possible that exposure, 
although sufficient, is not essential, and that teaching 
coping strategies may also be effective (Jannoun et al, 
1980). 

Despite the availability of an effective treatment, it 
seems likely that agoraphobia remains a common 
condition and that it is often not effectively treated. 
Predominant amongst the reasons for this is likely to 
- be a shortage of psychiatrists, clinical psychologists 
and nurse therapists who have received specific 
training in the use of behavioural assessment and 
treatment. In the light of research suggesting that 
some aspects of desensitization such as relaxation 
(Benjamin et al, 1972; Gillan and Rachman, 1974), 
and a carefully ordered hierarchy specific to the 
patient are in fact unnecessary we have developed and 
assessed the use of a standardized treatment that is 
consistent with current learning theory and that can be 
applied by untrained therapists. 


Method 
Subjects 
= We have limited our subjects to the most severe 


3 . agoraphobies normally encountered in clinical prac- 
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tice, and we consider that this provides a stringent 
test of the effectiveness of the treatment. We restricted 
ourselves to those few patients with agoraphobia who 
required in-patient admission (plus one treated as a 
day patient) rather than including the majority of 
referrals who received treatment as out-patients. 
Reasons for admission included failure of the patient 
to respond to out-patient behaviour therapy, asso- 
ciated problems of drug dependence and, due to the 
severity of symptoms, inability to travel the con- 
siderable distance (up to 30 miles) that some patients 
lived from the hospital. 

Potential subjects for the study were a consecutive 
series of patients admitted during the course of the 
investigation and who were found to be suffering 
from severe agoraphobia in the absence of a primary 
affective disorder. The patients concerned were all 
female. Of eleven subjects one discharged herself 
before treatment as she expressed no wish to change 
but had accepted admission on the recommendation of 
her general practitioner. A second discharged herself 
one week after treatment began. These have been 
excluded, leaving nine subjects whose characteristics 
are shown in Table i | 

Severe agoraphobic symptoms had been present for 
a mean of 30 months with a range of 12 months to 
five years, although several patients had had chronic 
and fluctuating symptoms for up to 25 years. In all 
cases their social, domestic and occupational function 
was grossly disrupted. Most showed mild mood 
disturbance together with multiple somatic complaints 
and hypochondriacal preoccupations. 

At the time of admission seven subjects were on 
sedatives of the benzodiazepine group, which were 
stopped in five and reduced in two prior to the start 
of the behavioural regime. One subject was admitted 
in a state of amphetamine psychosis, the drug having 
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TABLE I 


Agoraphobic subject characteristics 


(N=) 


Age (years) 

Age at first onset (years) 

Duration acute episode/deterioration (months) 
Length of follow-up (months) 

Length of treatment (days) 


been initially prescribed 18 years before as treatment 
for affective disorder in which agoraphobic symptoms 
were present, and she required phenothiazines to 
control psychotic symptoms. Another subject had 
recently been dependent on alcohol and was addicted 
to chlormethiazole, which was withdrawn prior to 
treatment for agoraphobia. Thus, as a group they 
showed gross disability, considerably in excess of 
patients commonly included in experimental studies 
of treatment for agoraphobia. 

Wherever possible psychotropic drugs were stopped 
before the beginning of the behavioural programme. 
Of nine subjects, one remained on thioridazine during 
the course of treatment and follow-up, and two 
subjects remained on small doses of drugs of the 
benzodiazepine group. 


Treatment 


The behavioural treatment programme formed the 
central feature of the management of these subjects. 
It consisted of exposure in vivo through three hier- 
archies or ‘modules’, each of which dealt with one 
aspect of the situations commonly feared by ago- 
raphobics. These were: (1) Walking, out of doors; 
(2) Travelling by bus; (3) Shopping. 

Each module was arranged into a hierarchy of 12 
items (Appendix). Only those modules were used 
that were clinically relevant to the patient, so that any 
particular patient might be treated with only one 
module, with two or with all three. Each module was 
graded in the usual way but was not based on the 
individual needs of the patient; each patient had the 
same hierarchy. The individual items of the modules 
specified a range of different settings within the 
environment of the unit, In an attempt to produce 
generalization of treatment effects. Successive items 
were of increasing complexity and duration of 
exposure. The task to be completed by the patient 
and the therapist was defined precisely in order so far 
as possible to avoid misinterpretation of the task to 
be carried out. Therapists and patients had copies of 
the treatment modules. Prior to treatment, explanation 
was given by the medical staff to the patient and to a 
key relative, usually the husband, who was encouraged 


Mean Range SD 
44.0 22-62 13.1 
35.6 12-57 13.8 
29.6 12-60 20.5 
19.6 3-41 15.9 
47.7 22-73 16.9 


to participate appropriately in the patient's programme 
of treatment, particularly when the patient visited 
home at weekends and following discharge. The 
patient was provided with a single page of explanation 
about the treatment and instructions for the procedure. 

A specially designed record sheet was kept by the 
therapist and patient, and each item of each module 
was recorded after it had been practised. The patient 
rated on a four-point scale the anxiety experienced 
whilst completing each item, each point on the scale 
being defined on the patient's instruction sheet as 
follows: (1) Easy; (2) Difficult but possible; (3) Very 
difficult ; (4) Impossible. 

Initial items in each module could be omitted if the 
patient estimated that they could be accomplished 
easily. Subsequent progress through the modules 
depended on the anxiety rating for each item practised. 
If the patient rated the item as either one or two 
she proceeded to the next item. Ratings of three 
carried the mandatory instruction to repeat that item 
before proceeding, and ratings of four carried the 
instruction to return to the preceding item. If a rating 
of one or two was not made after four attempts at an 
item, then the problem was referred back to the 
clinical psychologist or psychiatrist concerned. In 
practice this occurred on only one occasion. Patients 
were expected to take considerable responsibility for 
their progress through the treatment programme and 
to make two attempts at treatment each day if 
practicable. To complete a module, the patient was 
required to practise the final item successfully three 
times to provide some degree of overlearning. 

Although the behavioural programme described 
formed the central focus of treatment, the same 
eclectic and multidisciplinary approach was adopted 
as for other patients in the department. They attended 
group meetings with other in-patients and staff twice 
weekly, and had the opportunity to discuss problems 
related to treatment, to hospitalization or inter- 
personal difficulties, if they so wished. Patients were 
able to attend relaxation training sessions but were 
not required to do so and were not instructed to make 
use of relaxation when carrying out their behavioural 
programme. 









BRITISH JOURNAL O |, MAY 1981 XXi 





The Priory Hosp ;pital 


Roehampton London S.W.15 
COMPREHENSIVE PSYCHIATRIC CARE 


The Priory is a private hospital offering the highest. standards of treatment 
for emergency, acute and general psychiatric patients. It is the largest, longest- 
established private psychiatric hospital in the Greater London Arca. 


Medical Staff include 4 full-time An emergency 24-hour. consultation 
Consultant Psychiatrists, 2 Senior and out-patient service is provided 
Registrars and 6 Visiting Consultants. and patients can usually be admitted 
Other Consultants are welcome to to the Hospital without delay. 


continue to treat their own patients, 
during and after their in-patient stay. 


Patients with alcoholism and drink-related problems can also be 
treated at Galsworthy House, which is nearby, overlooking Richmond 
Park. The Programme consists of an intensive four week residential 
course, followed by out-patient care tailored to suit individual needs. 


The professional staff includes physicians, 
therapists and qualified counsellors, and has 
. the support of The Priory’s psychiatric staff 
and facilities. An essential contribution to 
rehabilitation is made by recovered 
alcoholics. 






: Li ; worthy 


FURTHER INFORMATION: THE MEDICAL DIRECTOR, THE PRIORY HOSPITAL, 
- PRIORY LANE, ROEHAMPTON, LONDON, SW15 5]J. TEL: 01-876 8261 








BRITISH JOURNAL OF PSYCHIATRY, MAY 1981 


Prothiaden works beneath the disguises 


(DOTHIEPIN 
HYDROCHLORIDE B.P) 


The disguises of depression and the 
patients brave face may fool everyone but his 
doctor To a growing number of doctors 
the benefits of Prothiaden are also 


obvious. In trials, Prothiaden 
has shown supenority to 
amitriptyline and with less 
side effects!*° In a group 


be tired and confused the 


.. With a new Calendar Pack to increase patient compliance 


Abbreviated Prescribing Information 
Presentation Prothiaden is dothiepin 
hydrochloride, an anti-depressant of the 
tricyhc group. It is available as 25 mg 
capsules and 75 mg tablets 

Dosage Prothiaden should be given in a 
dosage of 75 to 150 mg daily, based on 
response and severity. This may be taken as 
a single evening dose. In certain circumstances, 
ie in hospital use, Prothiaden has been given 
in dosages up to 225 mg daily 


of depression 


Prothiaden 75mg 


Precautions and Contra-indications 
Prothiaden has anticholinergic properties 
therefore, it may precipitate urinary retention 
in SuSceptible individuals and its use should 
be avoided in patients with existing or 
potential urinary retention. Prothiaden should 
not be used in patients with closed-angie 
glaucoma. Caution is advised when treating 
epeptic patients and those with cardiovascular 
disorders. Prothiaden should not be used 
with MAO inhibitors 










new Calendar Pack gives your patients every 


assistance to comply with your 
instructions. 


References: 
I. Rees] A. & Cryec P C, Curr Med 
Res. Opin, 1976, 4, 416 
2.Lambourn |.& Rees. ]. A..] Int Med 


Res, 1974,2,210 
3. Lipsedge, M.S. Linford Rees, W. & Pike, D.J. 
Psychopharmacologia (Beri) 1971,19,153 


asimple, evening dosage regimen treats the underlying depressive illness 


Side Effects | hese are usually mild and 
normally controlled by reducing the dosage 
The following have been reported: dryness of 
mouth, constipation, disturbed accommodation, 
yrthostatic hypotension, palpitations, 
somnolence, tremor, headache 
Basic NHS. Price 28 x 75 mg £1 39 
Product Licence Numbers PL 0014/5941, 


PL 0014/0209 
Full information is available on request € 
The Boots Company Ltd., Nottingham, England 











Pixs see 





Members of the family were seen by the medical 
staff and/or a psychiatric social worker to help them... 
to relate to the patient as a coping person rather than a. — 


sick person. Attitudes of husbands towards their 
wives’ disorder and treatment ranged from overt 
hostility and resentment to gross over-protectiveness, 
and in several cases it was difficult to elicit appropriate 
participation from relatives, despite prolonged ex- 
planation. One husband avoided any involvement in 
treatment and it emerged that he was probably also 
agoraphobic, but he declined offers of help. Another 
was openly hostile to treatment (probably due to 
involvement in seeking compensation on the patient's 
behalf, for an assault after which phobic symptoms 
had occurred for the first time) and actively encouraged 
the patient to discharge herself. It seems likely that the 
inferred disturbances in interpersonal relationships 
were important in the onset, persistence and severity 
of the symptoms concerned. Although attempts were 
made to offer joint marital therapy in several cases, 
this was declined by one or both partners. 


Therapists 


Therapists involved in providing treatment included 
registered and enrolled nurses, student nurses who 
were on a general nurse training course, and also 
medical students. None of them had received any 
specific training in behaviour therapy. The therapist 
was provided with a single page of explanation and 


instructions for the treatment procedure. Therapists 


were not assigned individually to patients but were 
involved from day to day on an ad hoc basis, so that 
each patient had several therapists during the course of 
treatment. 

Therapists did not receive any form of supervision 
directed to the behavioural treatment. Discussion at 
routine weekly conferences was limited to checking 
that patients were continuing to progress with the 


programme of treatment or to decisions about whether 


the patient was ready to have a week-end at home or 


. fo be discharged. On these occasions patients were 


given explicit instructions to perform tasks from their 
own homes equivalent to the stage reached in hospital 
treatment in order to encourage generalization. 
Achievement was then checked on return to hospital. 
It was emphasized that maintenance of improvement 
following discharge was dependent on continued 
practice. 


Assessment 

An assessment of change was made on a nine-point 
rating scale immediately preceding treatment, follow- 
ing treatment and at follow-up. Ratings were made 
independently both by the patient and by an in- 
dependent assessor who was a clinical psychologist. 
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-= Ratings were made separately for fear and for avoid- 

.ance for each of the modules used in treatment. The 

behaviour chosen for rating in each case was based on 
the final item in the module concerned. 


The rating scale used was similar to the scales 
commonly used in other published research on the 
treatment of phobias so that the effectiveness of this 
treatment could be compared with others used 
experimentally (Watson and Marks, 1971). Although 
the standard ‘Fear Questionnaire’ advocated by 
Marks and Mathews (1979) was not available at the 
onset of this investigation, the scales used for ratings of 
avoidance are virtually identical. No attempt was 
made to carry out blind ratings as only one treatment 
procedure was used, and patients were well aware of 
the nature of treatment. 


Follow-up 


The duration of the follow-up period ranged from 
three months to nearly three and a half years with a 
mean of 20 months (Table I). 


Comparison of treatment with traditional desensitization 


The main differences may be summarized as 
follows: 

(1) The therapists did not receive special training, 
only a brief set of written instructions. 

(2) The patient shared with the therapists respon- 
sibility for progress in treatment. 

(3) Relaxation was not used in contiguity with the 
hierarchy. 

(4) The hierarchy was not designed individually for 
each patient, 

(5) Exposure to items within the hierarchy did not 
proceed to total extinction of anxiety. 


Results 


Of nine subjects, one received treatment with only 
one module, two subjects received treatment with two 
modules, and the remainder were treated with all 
three. This in part accounts for the considerable 
range in the duration of treatment from 22 to 73 days. 
The longest period was determined by treatment which 
involved travelling on buses and shopping in large 
stores and was disrupted by occasions when these 
facilities closed down. at public holidays and during 
strikes. One patient was treated for a phobia of using 
lifts which was additional to the standardized treat- 
ment. 

The correlation between ratings by patient and 
independent assessor for anxiety was 0.82 (Pearson) 
and for avoidance was 0.92 and no systematic bias in 
the independent ratings was observed. In view of this 
high level of agreement only results based on patient 
ratings are presented. 
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TABLE H 
Change in agoraphobic patients’ self-rating of fear 


ramen I CN tN m mne ire nin I I RN TH e a 





Post-treatment 





Pre-treatment Follow-up 
(n = 9) (n — 7) (n = 9) 
Rating scale 0-8 Mean SD Mean SD Mean SD 
Walking 5.0 1.73 0.86* Er: 2.00* 2.45 
Bus travel 5.67 2.45 1.14* 0.90 1.56* 2.19 
Crowded store 6.67 2.24 2.00* 2.65 





* Reduction in mean fear from pre-treatment rating, P « .05 (Wilcoxon). 


Following treatment there was a marked improve- 
ment for fear experienced whilst walking out of doors 
in the open street, whilst shopping and whilst travelling 
on buses (Table II). A slight deterioration on follow-up 
was almost entirely due to one patient who showed 
severe relapse, the other eight subjects showing almost 
total retention of their improvement. 

The subjects’ mean ratings for avoidance showed 
similar improvement from pre-treatment to post- 
treatment which persisted at follow-up (Table III). 
It can be seen how grossly handicapped subjects were 
prior to treatment when they showed almost total 
avoidance, whereas subsequent to treatment and at 
follow-up avoidance was rare. 

Improvement in fear and in avoidance for the three 
aspects of agoraphobia was statistically significant 
from pre-treatment to post-treatment and between 
pre-treatment and follow-up, but the difference 
between post-treatment and follow-up is not sig- 
nificant (Tables H and III). 

There was also some evidence of improvement in 
other aspects of the patients' functions, although 
standardized assessments were not used. Three 
subjects were in open employment at the time of 
follow-up, and one was involved in regular voluntary 
work. Hypochondriacal complaints and inappropriate 
requests for investigations or treatment of somatic 
symptoms did not occur. 


15.29" 0.95 





The marital status of patients remained unchanged 
and there was no evidence of either improvement or 
deterioration in any of the marriages. 

Only one subject received additional treatment for 
agoraphobia during the follow-up period. A mild 
relapse occurred when she discovered her neighbour 
was responsible for a much publicized murder, but 
she improved rapidly after three out-patient sessions 
at which she received advice and encouragement to 
reinstitute the previously learned behavioural strate- 
gies. 

It is difficult to specify the reasons for deterioration 
in the one patient who showed severe relapse. She had 
returned to a social environment which provided 
inappropriate and inconsistent reinforcement, prob- 
ably encouraging avoidance rather than behavioural 
treatment practice. Attempts to modify this environ- 
ment during treatment were not successful. It appeared 
that she might have failed to acquire the sense of 
autonomy and control demonstrated by other patients 
by the end of treatment. It may also be relevant that 
she was the patient with the earliest age of onset and 
the only one with a first-degree relative (mother) 
suffering from prolonged and severe agoraphobia. 


Discussion 


The treatment programme was characterized by the 
standardized self-exposure of patients to the feared 


TABLE III 
Change in patients’ self-rating of avoidance 





Pre-treatment Post-treatment Follow-up 
(n = 9) (n 7) (n = 9) 
Rating scale 0-8 Mean SD Mean SD Mean SD 
eet nner MM none pt 
Walking . | 6.22 1.79 1.29* 2.21 2.89* 3.48 
Bus travel 7.67 0.71 1.57* 0.79 1.78* 2.73 
Crowded store 7.58 0.88 2.00* 2.00 








* Reduction in mean avoidance from pre-treatment rating, P < ,05 (Wilcoxon). 





2.00* — 2.65 
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situation on a graded im vivo basis. The exposure 
programme was carried out by staff who were virtually 
untrained in the practice of behavioural treatment 
and who had very limited knowledge of the theoretical 
bases of the approach. | 

The results of this study have been definitely 
encouraging. The highly significant clinical improve- 
ment achieved at the end of treatment was in all but 
one case maintained at follow-up. This effect is 
particularly striking in view of the severity of ago- 
raphobia and other symptoms and failure to respond 
to previous treatments. 

Our findings are consistent with a sequence of 
studies which in recent years have demonstrated the 
success of behavioural treatments carried out by 
relatively untrained therapists including behaviourally 
trained nurses (Marks et al, 1977; Bird et al, 1979), 
supervised medical students (Stern, 1975) and post- 
graduate psychiatric trainees (Boulougouris and 
Rabavilas, personal communication). However, there 
has been no previous evaluation of a totally stand- 
ardized behavioural treatment for agoraphobic 
patients. The present study demonstrates that, 
apparently with few exceptions, virtually no training 
or supervision is necessary for the therapist in the 
behavioural treatment of severe agoraphobic in- 
patients, provided that treatment is standardized. To 
carry out this treatment it is necessary to have available 
one person who is experienced in the clinical appli- 
cation of learning theory who will initially adapt the 
modules for use in the particular locality of the unit 
concerned. He or she will also need to be available for 
consultation should treatment not proceed satis- 
factorily. Our findings also confirm that relaxation is 
not a necessary part of treatment. 

Certain skills not restricted to behaviour therapy 
are likely to have been important in the treatment of 
these patients. The diagnosis of agoraphobia was 
made by both a psychiatrist and a clinical psycho- 
logist. Explanation was provided to the patient, and to 
members of her family, to try to encourage them to 
take an appropriate active part in treatment. The 
skills necessary to motivate patients to accept and 
persist with treatment may well have been important. 
As yet we know little about the effects on compliance 
and outcome of patient’s satisfaction with treatment. 

The treatment took place in an environment which 
probably contained a number of other therapeutic 
ingredients. These included inter alia the presence of 
various group meetings at which patients could 
discuss their progress or lack of it, but these were not 
concerned specifically with the behavioural pro- 
gramme. It may also be important that treatment took 
place in a relatively controlled environment away from 
the patient’s home. Within the design of the present 


study it is not possible to identify which of these 
components may have contributed to the progress 
achieved and maintained by the patients. Although it 
seems very likely that repeated exposure to feared 
situations was the major component in producing 
behavioural and subjective change, these other factors 
may also have played an important or even necessary 
part. 

It was not clinically feasible in this study to evaluate 
the effects of the programme by use of a controlled 
trial, but in view of our results this might be of 
considerable value in comparing the costs and effects 
with those of other treatments recently advocated. 
Domiciliary based treatments (Johnston, 1977; 
Mathews et al, 1977) in which relatives participate as 
therapists, are preferable as they are obviously 
cheaper, but it is questionable whether they would be 
as effective for the patients treated in this study. 
Although the counseling of key relatives may 
increase the effects of in vivo exposure (Jones et al, 
1980), some of our patients' relatives showed extremely 
negative attitudes towards the patients' treatment and 
refused to be involved. Treatment costs are complex 
and difficult to evaluate (Ginsberg and Marks, 1977). 
In the long term the treatment described here would 
not necessarily be more expensive than the alter- 
natives, and might be more effective in the manage- 
ment of patients with such severe disorders. 

In view of the questions which this study has raised 
and the positive findings achieved, it is suggested that 
this treatment approach merits further investigation. 
As a strategy for patients with severe agoraphobia, 
particularly if they have failed to make progress using 
other treatment approaches, or if trained behaviour 
therapists are not available, it should be a serious 
contender for clinical use. Replication of the findings 
and controlled trial evaluation should represent the 
next steps in this field. | 
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Appendix 


Graded Practice ‘in vivo’ Programme 
for Phobic Patients* 


All distances and times are approximate and vary with 
speed of walking, time waiting for buses, etc. 


Module 1— Walking 

1. Accompanied by the nurse, the patient walks to the 
corner of Plymouth Grove (150 m) and back to 
Gaskell House (150 m). (Total 300 metres: 5 minutes.) 

2. The patient and nurse walk together to the corner of 
Plymouth Grove (150 m) The patient then walks 
alone up Plymouth Grove alongside the playground to 
the next street corner (75 m) and then back to the 
nurse. Both then return to Gaskell House. (Total 450 
metres: 7 minutes.) 


* For the sake of brevity only module | is shown. The 
authors will be happy to provide details of module 2 
(travelling) and module 3 (shopping) on request. 


10. 


Ek. 


12. 


AGORAPHOBIA TREATED BY THE UNTRAINED 
3. 


Accompanied by the nurse, the patient walks to 
Plymouth Grove, turns right, and both walk together 
round the playground square and back to Gaskell 
House. (Total 550 metres: 8 minutes.) 

With the nurse standing on the corner of Swinton 
Grove, the patient walks up Plymouth Grove, turns 
right and walks round the playground and back to 
Gaskell House alone, watched by the nurse. (As 3 
above.) 

Repeat 4, but with the nurse watching from the win- 
dows of Gaskell House. (As 3 above.) 


Accompanied by the nurse, the patient walks along 


Upper Brook Street, across the pedestrian crossing to 
the post-box opposite 'Spirit of the Times' (250 m) and 
back to Gaskell House by the same route. (Total 500 
metres: 8 minutes.) 

The nurse accompanies the patient to the post-box 
opposite 'Spirit of the Times', then walks back to the 
corner of Swinton Grove. The patient then walks back 
alone to rejoin the nurse there. (As 6 above.) 

The nurse stands on the corner of Swinton Grove, 
while the patient walks to the post-box, as in 7, and 
back alone. (As 6 above.) 

Accompanied by the nurse, the patient walks on to 
Plymouth Grove, turns left and walks down to the 
junction with Nelson Street, turns left onto Upper 
Brook Street and back to Gaskell House. (Total 800 
metres: about 15 minutes.) 

The nurse waits at the junction of Nelson Street and 
Upper Brook Street while the patient walks alone from 
Gaskell House down Plymouth Grove to join her 
(500 m). Both cross on the pedestrian crossing, walk 
down Nelson Street together and cross over Oxford 
Road to the bus stop into the city centre on the 
opposite side of Oxford Road (300 m). The patient 
then returns to Gaskell House via Nelson Street and 
Upper Brook Street, with the nurse following approxi- 
mately 20 yards behind (500 m). Total 1300 metres: 
about 30 minutes.) 

As in 10, except that the nurse waits for the patient at 
the bus stop on Oxford Road rather than at Nelson 
Street. (As 10 above.) 

As in 10 except that the patient does the whole journey 
unaccompanied. (As 10 above.) 


To complete this module, the patient must carry out 
step 12 three times consecutively and successfully. 
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The following Courses will commence in October, 1981. Additionally, during June and July, the Institute of 
Family Therapy will be offering Day/Evening Workshops as detailed below: 


introductory Course in Family and Marital Therapy, 1981/82 

This one year multi-disciplinary course runs for 30 sessions on Tuesday afternoons, and is open to all practi- 
tioners who wish to learn about families and family systems. The course examines in detail practical issues 
facing those beginning Family Therapy and will take particular account of the structure and function of 
members’ agency settings. Learning takes place in large and small groups using lectures, video tape illustra- 
tion, exercises and role play skills rehearsal. 


Observation Seminars of Family Work 


Members of this ongoing observation group observe an experienced therapist working with families and 
have the opportunity for subsequent group discussion. 


Continuation Family and Marital Course, 1981/82 

This course runs for 30 two-hour weekly sessions and is intended for those whe have done an appropriate 
introductory Course. It concentrates further on teaching different techniques of intervention, using video 
tape, role play and reading. Members are encouraged to develop their own personal style and to relate their 
own family experience to their chosen way of working. 


Clinical Workshops 

These Workshops run for 20 weekly sessions of 24 hours. The focus is on the development of clinical skills, 
using current cases in the participants’ work settings. Members bring audio and video tape of their work and 
invite client families to the Workshop for live consultation. 


Day & Evening Workshops, June and July, 1981 


Saturday 6th June, 
-DAVID CAMPBELL/ROS DRAPER 


INTERVIEWING. TECHNIQUES hassa on: a systemic view of the family, circular dussuenind and 
paradoxical interventions (with reference to the Milan Method): 


Thursday 18th June (Evening) 
DORA BLACK, MB., FRCPsych., DPM. 
ADOLESCENT OVERDOSERS—A FAMILY APPROACH 


Thursday/Friday 16/17th July 
LUIGI BOSCOLO, MD—GIANFRANCO CECCHIN, MD. Centre for the Study of the Family, Milan 
DEVELOPING CIRCULARITY AND NEUTRALITY IN FAMILY THERAPY. nm 


For further details of these Courses and Workshops please apply to. the [ ores Secretary, Institute of 
Family Therapy, 5 Tavistock Place, London WC1—enclosing a large stamped addressed envelope. 
(Telephone: 01 388 3872). 
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Call for papers 
British Journal of Clinical Psychology 


The November 1982 issue of the British Journal of Clinical Psychology will be a special issue 
devoted entirely to papers on behavioural medicine and related applications of paychology to 
health and disease. Papers are invited on any area of psychology with implications for aetiology, 
prevention, management or treatment of physical disorders, Preference will be given to original 
research reports not previously published, although programmatic reviews will also be considered, 
The special issue will also be published as a separate volume. Papers for the special issue 
should be sent directly to the Guest Editors, Professor Andrew Mathews and Dr Andrew Steptoe, 
Department of Psychology, St George's Hospital Medical School, London SW17 ORE. 


The deadline for submission of papers to this special issue is 31 January 1982. 


The British Journal of Clinical Psychology, Edited by Dr David A. Shapiro, MRC/SSRC Social 
and Applied Psychology Unit, University of Sheffield, UK, is published quarterly in February, 
June, September and November. 


Volume 20 (1981) price £45.00 (US$108.00) 


Orders to: 


The British Psychological Society 
The Distribution Centre, Blackhorse Road, Letchworth, Herts SG6 1HN 


THE WOMEN'S PROJECT IN FAMILY THERAPY 
presents 
ELIZABETH CARTER 
OLGA SILVERSTEIN 
PEGGY PAPP 
MARIANNE WALTERS 


on 


THE DILEMMA OF 


WOMEN IN FAMILIES 
IMPLICATIONS FOR FAMILY THERAPY 


To be held on: Friday and Saturday June 
26 and 27, 1981 


This two-day conference (held annually in the 


THIS IS A SPECIAL MESSAGE 
ADDRESSED TO WORKERS IN 
PROBATION AND SOCIAL 
SERVICES AND TO THE MEDICAL 
PROFESSION 


USA) is to be held for the first time in London, 
providing a unique opportunity for professionals 
in the field of family therapy and related dis- 
ciplines, to see four of the leading women family 
therapists, present their work on the conference 
theme as reflected in their current clinical 
practice. 

Video excerpts will be used to illustrate various 
approaches and alternatives in Family Therapy. 
The insights to be gained will be as valuable to 
men as to women. 

Further details and application forms from: P. 
Sutcliffe and J. Lovell, The Family Therapy 
Practice Centre London, 198 Sylvan Road, 
London SE19. Tel: 01-653 6395. 


THE RICHMOND FELLOWSHIP 


provides a network of Therapeutic Communities 
throughout the United Kingdom offering a supportive 
environment to adults and young people as well as 
catering for emotionally disturbed and developmentally 
handicapped children. 


If. you know of anyone who would benefit from our 
rehabilitation programme please write to: 


The Admissions Officer, The Richmond Fellowship, 
8 Addison Road, London W14 SDL, 
or telephone 01-603 5373. 


1959-1981: TWENTY-TWO YEARS OF CARING 
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Psychiatry in Traditional Chinese Medicine 


XIEHE LIU 


Psychiatry in traditional Chinese medicine had a 
long evolution, but is now under re-evaluation. 
Modern psychiatry in China is based on Western 
psychiatry, and has a history of less than one hundred 
years since the first lunatic asylum was set up in 
Guangzhou (Canton) in 1898 (1, 2, 3) and the first 
generation of Chinese psychiatrists was trained by an 
American psychiatrist, Dr Lyman, in Peking Union 
Medical College, in the 1930s. The present paper is a 
brief introduction to psychiatry in traditional Chinese 
medicine. 


Ancient Records of Psychiatric Hiness 

Records mentioning psychiatric illness can be traced 
back to the very beginning of Chinese history. The 
word Kuang (mania, psychosis with excitation) first 
appeared in 1100 BC, in Shangshu (The Book of 
Historical Documents) (4), which is one of the famous 
Five Classics of ancient China. One paragraph of this 
book describes how the uncle of the last emperor of 
the Ying dynasty worried about the decline of the 
royal family and said "T shall become a maniac". But 
there was no description of what a ‘maniac’ was like. 

The word Dian (psychosis without excitation or 
epilepsy) first appeared between 781-771 BC in Shi 
(The Book of Songs) (5), another book of the Five 
Classics: there was no description of the symptoms of 
Dian either, and this word can be explained in different 
ways. 

A number of ancient books between 1100 BC and 
300 BC recorded psychiatric symptoms, such as in 
Shi, “I was frequently in a confused state” (6); in Yi, 
“If going, he would suffer from a sickness of sus- 
picion" (7); in Zuozhuan, “Gloom and obscurity 
facilitate the occurrence of paranoid illness" (8); in 
Xunzi, "Walking in twilight, someone would see a big 
stone as a sitting tiger, because darkness reduced his 
vision"; "If someone claimed that he had seen a 
ghost, it was when he was in a susceptible and 
suspicious condition”; "A drunkard walked across a 
river a hundred feet wide as if across a small stream, 
and went through the gate of a town with his head 
bowed as if passing the small door of a bedroom, 
because his mind was disturbed by wine" (9). Xunzi 
(313-238 BC) even recognized that the mentally 
handicapped man with limited intelligence would, 
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under psychological stress, get psychotic symptoms 
(10). 

Other authors also emphasized that psychological 
stress or emotional stress was the cause of mental 
disorders (11, 12). There were three famous cases of 
psychotic malingerers in ancient China, Jizi, Jieyu and 
Sunbin. The earliest one, Jizi, occurred at the end of 
the Ying dynasty (1100 BC) (13). Several hundred 
years later, Hanfeizi (280-233 BC) said, ""Psychotics 
cannot escape from punishment according to law" 
(11). This is the first record of the responsibility of 
psychotic patients in ancient Chinese history. 

There are many ancient books, such as Laozi (in the 
sixth century BC) and Zhuangzi (in the third century 
BC), which put great emphasis on mental health 
(14, 15). People in those times recognized that the 
elimination of psychological factors facilitated the 
remission of psychogenic illness. For example, a 
love-sick lady was asked in a verse in The Book of 
Songs (16): | 

“The gentleman you have already seen, 
Your illness why not in remission ?" 

There was an interesting case described in a history 
book Lu’s Chungiu. A king of Qi in the third 
century BC fell ill and could not be cured by drugs. 
A famous doctor, Wenzhi, visited him and made him 
angry deliberately. To everyone's surprise the king 
promptly recovered from his illness (17). This may be 
the earliest case in history treated with special psycho- 


therapy! 


Descriptions of Psychiatric IlIness in 

Medical Classics | 
During this early period (before 300 AD) knowledge 
of medicine, including psychiatry, was not yet 
systematized, and psychiatry was not a distinct 
specialty. The first medical book Neijing (The Canon 
of Internal Medicine) was compiled between 300 BC 
and 100 BC. There began, however, to be a number 
of famous doctors, and many experiences in medical 
practice were recorded, not only in Neijing, but in 
Nanjing (The Book of Inquiring), Shanghanlun (On 
Suffering from Cold), and Jinkuiyaolue (A Sketchbook 
in a Golden Box), which have been outstanding 

medical classics ever since. 

The first two books were compiled by a number of 
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unknown authors, but the last two books were 
written by a famous doctor, Zhang Zhongjing—the 
Hippocrates of China, in the third century. In these 
classics, more concepts of psychiatric illness, such as 
febrile delirium and puerperal psychosis, were 
mentioned and various psychiatric symptoms were 
described in detail. He described "a woman suffering 
from 'cold'; her consciousness was clear during the 
daytime, but delirious in the evening, as if seeing 
ghosts" (18). The aetiology and psychopathology of 
mental disorders were discussed following the 
principles of general medicine. 

Psychoses were divided into two major categories: 
"Kuang' and ‘Dian’. The basic mechanism of psychosis 
was considered to be imbalance of functions in human 
bodies. ‘Kuang’ was considered to be due to hyper- 
function, and ‘Dian’ was the opposite. The primary 
causes of psychiatric illness were suggested to be 
vicious air, abnormal weather, and emotional stress. 
Some symptoms, such as sleeplessness and emotional 
lability, were attributed to somatic disorders (19, 20). 
The term ‘delirium’ first appeared in The Canon of 
Internal Medicine, and it was related to febrile illness. 
The severity of disturbance of consciousness was used 
as an indicator of prognosis for these patients (19). 

In The Canon of Internal Medicine we find an 
interesting description of a typical manic state as 
follows: “Before the appearance of Kuang, the 
patient grieves on his own at first . . . At the beginning 
of Kuang, the patient sleeps less and feels no hunger. 
He is in a state of self-praise and self-importance, a 
self-proclaimed genius. He curses day and night . . ." 
(19). 

There were clear descriptions of epileptic seizures in 
the same book. Epilepsy was considered to be a 
disease of the head, and its cause might be due to 
congenital factors. Its natural history, psychiatric 
complications and memory impairment were also 
mentioned (19). 

In The Book of Inquiring, headache was differenti- 
ated into two main groups: one related to infectious 
disease and another due to brain disease (20). This 
was important in clinical practice, 

Some hysterical manifestations were described in 
diflerent terms in the Chinese medical classics. 
Corresponding to the wandering womb, a running pig 
was imagined within the patient's abdominal cavity 
as giving rise to feelings the patient experienced 
during an episode: the term 'Bentum' (the running 
pig) was used as the name of this disease. The possessed 
state was first described under the term ‘Zangzao’ (the 
restless viscera) in Zhang Zhongjing’s A Sketchbook 
in a Golden Box. The pathogenesis of acute aphonia 
due to psychological stress was discussed, and this 
condition was suggested to be treated with acupuncture 


at a point beneath the patient's chin in The Canon of 
Internal Medicine. Globus hystericus was described 
by Zhang Zhongjing in his Sketchbook as ‘a lady feels 
a bit of roast pork staying in her throat’. A prescription 
with four herbs was suggested for this condition. 

Zhang Zhongjing devoted a special chapter in his 
Sketchbook to discussing the manifestations and 
treatment of puerperal psychosis. Infections were 
related to this condition. 

In The Canon of Internal Medicine and The Book of 
Inquiring the treatment for psychoses was rather 
simple. Fasting and acupunture were recommended. 
The only drug used for mania was a drink of water 
with fresh iron flakes (19, 20). But in Zhang Zhong- 
jing's two classic books, a number of prescriptions of 
Chinese herbal drugs were introduced for various 
psychiatric illnesses (18). Some of these, such as 
Ganmaidazaotang, Taorenchenggitang etc., are still 
used by Chinese-style doctors. 


Classification, Diagnosis and Treatment 


In the seventh century Chao Yuanfang's Aetiology 
and Symptomatology of Diseases appeared. In this 
book 1739 symptoms of various diseases were 
classified under 64 categories according to presumed 
aetiology. Among these, more than 40 psychiatric 
symptoms were classified into different syndromes 
under different items. Descriptions of schizophrenia- 
like symptoms, manic state, depressive state, in- 
fectious psychosis, food intoxication, drunkenness, 
psychosis associated with injuries in wars, puerperal 
psychosis, asthenic state associated with somatic 
disease, mental disturbances due to nutritional 
deficiency (such as beriberi), neurotic behaviour of 
children, mental retardation, hysterical manifesta- 
tions, stuttering and stammering can be found. The 
causes of psychiatric illness were respectively attri- 
buted to ghosts and evil winds, infection, intoxication, 
injuries, somatic illness, nutritional deficiency, and 
congenital factors (21). Since then ‘wind’ entering the 
human body in wrong ways was greatly emphasized as 
an important cause of psychoses. At that time, 
‘Kuang’ and ‘Dian’ were still maintained to be the 
two major categories, mainly differentiated from 
symptomatic psychosis. | 

A more complicated classification of psychiatric 
illness was suggested by Wang Kentang in 1602-1607 
as follows (22): 

Dian, Kuang and Xian 

Dian (psychoses without excitation) 
Kuang (psychoses with excitation) 
Xian (epilepsy) 

Fanzao (restlnessness) 

Fan (fidgetiness) 
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Zao (agitation) 
Delirium 
Confusion 
Persistant Elation and Laughing 
Anger 
Frequent Sighing 
Grief 

Jing, Jiand Kong 
Jing (panic) 
Ji (uneasiness) 
Kong (phobia) 
Forgetfulness 
Sleeplessness 


This classification can be seen today to be primitive, 
incomplete and poorly structured, but it is the earliest 
attempt to put a large number of psychiatric illnesses 
into a systematized classification. Similar conditions 
occurred in European psychiatry at the beginning 
of the seventeenth century, as in Felix Plater’s 
classification. Undoubtedly, both classifications were 
advances in psychiatry at that time. The difference is 
that, in European psychiatry, classifications of psych- 
iatric illness were modified and improved generation 
after generation, but in traditional Chinese medicine 
nobody modified the earlier classification and 
developed it further. Until the present day, Chinese- 
style doctors still use some of these primitive concepts 
of psychiatric illness in their practice. 

Diagnosis and treatment of psychiatric illness in 
traditional Chinese medicine followed the general 
principles of internal medicine, so called 'Bianzheng 
Lunzhi' (selection of treatment based on identification 
of symptom complex) In the long evolution of 
traditional medicine, several schemes were proposed 
for the identification of symptom complexes in 
various diseases. Among these, 'Bagang Bianzheng' 
(identification of symptom complex according to 
Eight Outlines) is the basic one. 

Before diagnosis of psychiatric illness, the patients 
are investigated by four methods, ie. observing, 
hearing, inquiring, and feeling the pulse. Their 
behaviour, gesture, psychiatric manifestations, signs 
on the tongue, and appearance of the pulses are 
analysed and fitted to the following Eight Outlines 
(four dichotomies): 

Ying (negative) or Yang (positive) 

Exterior or Interior 

Cold or Hot 

Weakness or Fullness 


Usually, psychiatric symptoms are too complicated 
to be fitted to these Eight Outlines so other schemes of 
identification of symptom complexes can be used as 
complements. An acute psychotic patient with violent 
behaviour, high fever accompanied by chill a 


flushed face, a dry tongue coated with brown fur, 


and fast pulse, will usually be identified as a disease of 
Yang, Exterior, Hot and Fullness character. A 


corresponding prescription, such as Baihutang or 
Qingyintang, would be used for his treatment. 
Chronic patients, withdrawing from their environ- 
ment, with pale faces, slippery tongues and slower 
pulses, would be identified on the opposite side, and 
treated with quite different prescriptions such as 
Wendantang or Baijinwan, etc. 

Ín addition to these, several aetiological factors 
would be proposed in such cases according to general 
principles established in the previous two thousand 
years, especially between the twelfth and fourteenth 
century, such as. ‘gas’ or ‘blood’ in human bodies 
going in wrong ways, 'sputum' obstructing the orifices 
of the heart, the. functions of human bodies being 
disturbed by 'fire'. or ‘heat,’ etc. Then a diagnosis 
including aetiology, pathogenesis and symptomatology 
could be formulated, 

The major treatments for psychiatric illness since 
ancient times were Chinese herbal drugs and acu- 
puncture. More than a thousand prescriptions for 
psychoses were proposed and used. A special manual 
of prescriptions for psychoses was compiled before 
the first century (23), but it was lost. After this 
there were no special books for psychiatry, no special 
facilities for psychotic patients, no specialist majoring 
in psychiatry until the end. of the last century. In 
traditional Chinese medicine, psychiatry was one 
integral part of general medicine and was practised 
by general doctors. | 

According to the identification of symptom 
complexes, a number of general rules of prescriptions 
for psychiatric illness were formulated, as follows :— 

Qingre Xiehuo (clearing the ‘heat’ and eliminating 
the ‘fire’); usually, laxatives such as Rheum officinale, 
or Mirabilite (mainly Na,SO,) might be used to purge 
and quieten the acute psychotic. 

Ditan Kaigiao (expelling ‘sputum’ and re-opening 
the obstructed orifices}: herbal drugs such as Veratrum 
nigrum or Croton tiglium might be used to make 
perplexed patients vomit. 

Liqi Huoxue (regulating the ‘gas’ and activating the 
‘stagnant blood"): some herbal drugs such as Astra- 
galus membranaceus and Angelica sinensis, were 
presumed to have such effects and could be used for 
depressive illness. 

Wenyang Bushen (*warming' the positive functions 
of the body and recruiting the functions of the 
‘kidney’): a number of tonic herbal drugs such as 
Panax genseng, Codopsis pilosula, Rehmannia gluti- 
nosa, Aconitum carmichaeli, could be used for chronic 
psychotic patients. | 

There was an interesting case report in "Qianjin- 
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fang" (The Valuable Prescriptions) (24): A monk 
suffered from mental illness for half a year and was 
treated by Sun Simiao, (581—682 AD), a famous doctor 
in the Tang dynasty, with a mixture of drugscontaining 
cinnabar (mainly HgS), seed of Ziziphus jujuba, 
Boswellia carterii, in spirits. He slept for a couple of 
days and recovered as he awoke. This might be the 
earliest record of drug sleep therapy. 

Generally, acupunture with strong stimuli was 
used for acutely disturbed psychotic patients, and 
acupuncture with mild stimuli was used for chronic 
psychotic and neurotic patients. 

Psychotherapy was greatly emphasized in tradi- 
tional Chinese medicine, but it was usually practised 
in an unstructured manner. A systematic psycho- 
therapy called 'Huotao' (the living chains) was 
proposed by Zhu Zhenheng (1281-1358). He attemp- 
ted to induce different affective reactions in various 
emotionally disturbed patients for their treatment (24). 
But this method is not used now. 


Traditional Chinese Medicine Today 


Since the 1950s a great deal of use has been made 
of psychiatric practice in the traditional Chinese 
medical style by both Chinese-style doctors and 
modern psychiatrists. A number of ancient prescrip- 
tions in the Chinese literature wereapplied to psychotic 
and neurotic patients, New classifications of symptom 
complexes have been discussed, and new prescriptions 
of traditional Chinese drugs for psychiatric illness 
formulated on the basis of identification of the 
symptom complex. 

Folk herbs, traditional Chinese drugs and pills 
have been individually tested in clinic practice. It was 
reported in Shanghai that a traditional prescription 
for 'activating stagnant blood' was of benefit to a 
special type of periodic psychosis, and another 
prescription for 're-opening the obstructed orifices 
with fragrant flavour' was effective for treating a 
psychotic condition due to carbon monoxide poison- 
ing (25). Extract of Wikstroemia chamedaphne Meissn. 
was tested in Beijing, and it was claimed that this 
extract had the property of sedation and could be 
used for insomnia and neurotic states. Extracts of 
Datura metal and Datura innoxia were investigated in 
Changsha, Shanghai and other places in China, and 
proved to have a narcotic effect. These extracts have 
been popularly used for controlling the violent 
behaviour of psychotic patients in recent years. 
Extracts from folk herbs, Parasiticus on Coriaria and 
its host Coriaria, have been used for schizophrenia 
in Sichuan (26, 27). These extracts have a definite 
effect on the psychotic process, but the side-effects are 
too severe and limit their use. 


Traditional acupunture therapy was widely prac- 
tised and modified in clinical psychiatry. Deep 
puncture of the point ‘Fengfu’ (a point at the sub- 
occipital region, just above the first cervical vertebra) 
with a long needle was applied to schizophrenic 
patients, but it was given up because of the danger of 
injury to brain stem and spinal cord. 

Electric acupunture, using electric current instead of 
twirling manually during treatment, is very popular 
now. When needles were applied to the head or face 
there was a risk that seizures might be induced by the 
electric current. Other modifications of acupuncture, 
such as ear-acupuncture, are used for neurotic patients. 
Various drugs have been injected into some special 
points on the patient's limbs or trunk instead of 
needling, but a therapeutic effect has not been 
scientifically proved. 

In general, acupuncture and its modifications are of 
benefit in neurotic symptoms such as insomnia, 
headache, paraesthesia, chronic pains, hysterical 
episodes and compulsive symptoms, but are not so 
effective for psychotic processes. 

Qigong ('air work) and Taijiquan (Taiji boxing) 
are two ancient exercises compatible with yoga and 
are popularly practised both for chronic neurotic 
patients and general health. 


Re-evaluation and perspective 


What should we do in the near future? Should we 
accept traditional Chinese medicine as a whole or 
reject it all? Obviously, neither extreme can be 
correct. We cannot reject experiences and facts 
accumulated during more than two thousand years, 
neither can we expect that records in the ancient 
literature should be entirely correct as well. Ancient 
experiences should be re-evaluated, During the last 
thirty years, much work on the re-evaluation of 
psychiatric practices in traditional Chinese medicine 
has been done. But it has not been enough. If we do 
our work of re-evaluation more systematically and on 
a scientific basis, i.e. the projects are well designed, 
controls are reasonably matched, research criteria 
and rating scales are introduced, our results will be 
more convincing and fruitful, and some useful 
experiences in traditional Chinese medicine may be 
sorted out to enrich the treasury of knowledge of 
modern psychiatry. 
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Comments 





DIMINISHED RESPONSIBILITY 


The idea of a law which excuses to some degree 
mentally abnormal offenders from blame for their 
offences would be fine were it not for psychopaths. 
It all obviously depends on what precisely the law 
says and it is fascinating how the wording of legislation 
can affect psychiatric opinion. My colleague in 
Edinburgh, Dr Derek Chiswick, has shown that in 
Scotland legal findings of unfitness to plead are ten 
times as common as in England and Wales. He 
suggests that after a bad night the draftsmen of 
section 63 of the Mental Health (Scotland) Act 1961 
put “is found insane so that the trial cannot proceed" 
where what was perhaps meant was "is found so 
insane that the trial . . .". Psychiatrists will vary 
widely in their diagnosis of this ‘insanity’ and there 
are no legal criteria for fitness to plead. 


The term unfit to plead appears as a marginal note 
to section 4 of the Criminal Procedure (Insanity) Act 
1964 and likewise diminished responsibility does not 
appear in the wording of any legislation but as a 
marginal note to section 2 of the Homicide Act 1957. 
The actual wording of the section is "Where a person 
kills or is a party to the killing of another, he shall 
not be convicted of murder if he was suffering from 
such abnormality of mind (whether arising from a 
condition of arrested or retarded development of 
mind or any inherent causes or induced by disease or 
injury) as substantially impaired his mental respon- 
sibility for his acts and omissions in doing or being a 
party to the killing". 

If the plea (which must be raised by the defence) is 
successful the charge will be reduced to manslaughter. 
Because there is a mandatory sentence of life im- 
prisonment for murder the judge's hands are untied 
and he is now free to dispose of the offender as he 
sees fit, including a psychiatric disposal. 

Note again the imprecision of the wording from a 
psychiatrist's point of view, but this time he is being 
asked not only to give an opinion on an abnormality 
of mind but also on whether it affected the subject's 
"mental responsibility' for his actions. What on earth 
does that mean? It has often been pointed out that the 
phrase can mean legal responsibility or moral respon- 
sibility, in either of which case a psychiatrist is hardly 
the best qualified professional to give an opinion. But 
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psychiatrists frequently do give such opinions and 
are rarely challenged in court as to what precisely 
they mean. Today attention is focussed on the word 
substantial: was the abnormality of mind serious 
enough partially to excuse the defendant from respon- 
sibility for his actions? Lawyers have shied away from 
the word responsibility, perhaps recognizing the 
futility of measuring such a vague concept. 


So which abnormalities of mind qualify for the 
plea? Cases which have been successful have been 
described by Barbara Wootton (1960) and include 
cases of mercy killing of a spouse after a prolonged 
period of worry, killing of spouses in a state of ‘reac- 
tive depression’ caused by infidelity or broken 
engagements, women killed in jealous frenzies by men 
subject to ‘mood swings’ or ‘chronic anxiety states’. 
Obviously the more psychotic the defendant the 
greater the chance of the plea succeeding, but many 
of the above will be recognized as mental abnorm- 
alities differing from the normal only in degree. Power 
(1980) quotes law reports where the plea has failed 
including those of (1) a Ugandan with irresistible 
impulses (the judge ruled that impulsive behaviour 
was not peculiar to the accused but common to his 
racial group) (2) a man accused of killing his wife 
after suspecting her of infidelity: psychiatric evidence 
of a paranoid illness did not persuade the jury (3) a 
female homosexual who strangled her aunt. The 
accused had a long history of emotional instability 
and delinquency and the psychiatric evidence was 
of a diagnosis of ‘incipient schizophreniform disorder’. 
The plea of diminished responsibility was rejected. 

From these it will be seen that if the accused suffers 
from a mental disorder on which psychiatric opinion 
may disagree it is very much a matter of chance 
whether or not the plea will be successful. Much 
depends on the beliefs of the psychiatrists called to 
give evidence, how the defence solicitors go about 
obtaining psychiatric evidence to support their case, 
the way in which the judge directs the jury and the 
attitudes of the members of the jury. 

Now there are two seeming anomalies in the system: 
first the presence of an undisputed psychosis is no 
guarantee of a finding of manslaughter, and second 
that those accused who have psychopathic disorder 
have a very good chance of succeeding. Here are two 
cases with which I have been personally involved: 
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activities in all its aspects, not only the perception of physi- 
^. cał acts and matters, and the ability to form a rational 
judgment as to whether the act was right or wrong, but also 


A.B. was a 39-year-old man charged with the murder of 
an elderly lady by stabbing her in a public park. From an 
early age he had been recognized as an eccentric individual 


and he was admitted to a psychiatric hospital at the ages of 
16, 26 and 36 with a diagnosis of schizophrenia. At the time 
of the offence he was an out-patient receiving depot pheno- 


thiazines. He suffered from delusions of persecution by the — 


police and during interrogation after the killing was said to 
have confessed to the homicide. All psychiatric reports 
supported a diagnosis of schizophrenia and a plea of 
diminished responsibility; a bed was made available for 
him in Special Hospital. 

C.D, was a 26-year-old man accused with two others of 
murder. He had a background of delinquency from age 11, a 
failure to sustain any employment, of alcohol and drug 
abuse, of participation in occult ceremonies and of gross 
sexual perversions—he earned a living as a homosexual 
prostitute specialising in sado-masochism. The offence with 
which he was charged was the killing by beating, whipping, 
hitting and kicking a young man following a homosexual 
orgy with his co-defendants. After the victim was killed his 
body was dumped in a back garden and the defendants 
went to bed. 


A.B. received life imprisonment for murder with a 
Judge's recommendation that he serve not less than 
30 years. C.D.’s plea of diminished responsibility was 
accepted and he was convicted of manslaughter. 
How, you may ask, did this come about? 

In the first case the reason is simple: A.B. pleaded 
not guilty to the offence and there was no opportunity 
to raise the plea. On the accused being found guilty 
the judge was left with no option other than to 
sentence him to life imprisonment. In the case of C.D. 
psychiatric opinion was of a diagnosis of a psycho- 
pathic personality disorder which was an abnormality 
of mind which substantially impaired his responsibility 
for his actions. He, too, received life: there was no 
recommendation for a psychiatric disposal. Many 
would think there is something wrong with the law 
when a psychopath can, and a schizophrenic cannot, 
succeed with a plea which reduces the charge and 
opens up the possibility of a disposal which offers 
psychiatric treatment. 

Psychopathic disorder was the basis of the first 
diminished responsibility case after the Homicide Act 
1957 became law (Walker, 1968) but it was the trial of 
Patrick Byrne in 1960, which benefited psychopaths 
more than any other. Byrne was an Irish labourer who 
broke into a YWCA hostel in Birmingham, strangled a 
girl, then mutilated her body. In the Court of Criminal 
Appeal, Lord Chief Justice Parker gave the now 
authoritative interpretation of the term abnormality 
of mind, this being 


A state of mind so different from that of ordinary human 
beings that the reasonable man would term it abnormal. It 
appears to us to be wide enough to cover the mind's 
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the ability to exercise will-power to control physical acts in 
accordance with that rational judgment. 


| Since then a plea can be based on evidence of 


‘irresistible impulse’, of the accused's difficulty in 


controlling his impulses, and "it is for the jury to 


decide on the whole of the evidence whether such 
inability or difficulty has, not as a matter of scientific 
certainty but on the balance of probabilities, been 
established”. 

What are the chances of a successful plea altering 
the disposal of the offender, remembering the Judge 
may still sentence to life imprisonment someone 
convicted of manslaughter ? In the three years 1961-64 
when both the Homicide Act 1957 and the Mental 
Health Act 1959 were in operation, 121 were found 
guilty of manslaughter due to diminished respon- 
sibility: half went to prison and half received a 
hospital order. In 1965-68 and 1969-72 the number 
similarly convicted rose to 153 and 195 respectively 
and in both periods one-third went to prison (half for 
life) and two-thirds received a hospital order, the vast 
majority with a restriction order without limit of time. 
In the next three years the tide had turned: of 242 
convictions 38 per cent were made subject to a 
hospital order and 50 per cent received prison sen- 
tences. (Every year a few received psychiatric pro- 
bation orders) It will be interesting to see how the 
trend develops. The increase in diminished respon- 
sibility cases reflects the fall (by 75 per cent in the 10 
years from 1957) in cases of legal findings of insanity 
(Home Office Research Unit, 1979). It is encouraging 
to note that a higher proportion of diminished 
responsibility lifers-are made subject to transfers to 
psychiatric hospitals under section 72 of the Mental 
Health Act (generally early in their sentence) than 
any other category of life sentence prisoners. 

Clearly the situation is not very satisfactory, but 
what are the alternatives? In Scotland, where the 
concept originated in 1867 in common law rather than 
by statute, the interpretation of the plea is left entirely 
to the judges and the trend seems to be for psycho- 
pathic disorders to be less successful (Walker, 1968). 
The most precise Scottish judicial declaration was 
made in 1923 by Lord Alness who referred to those 
completely responsible, those completely irresponsible 
and a third group who "while they may not merit the 
description of being insane, are nevertheless in such a 
condition as to reduce the quality of their act from 
murder to culpable homicide. There must be mental 
unsoundness; there must be a state of mind bordering 
on, though not amounting to insanity. There must 
be a mind so affected that responsibility is diminished 
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from full responsibility to partial responsibility". I 
can't find ‘mental unsoundness' in the ICD but note 
the absence of reference to mental responsibility. 
Culpable homicide is equivalent to manslaughter but 
the epithet still carries an unreserved connotation of 
blameworthiness. 

In the Netherlands, offenders assessed as having 
some degree of responsibility for their actions must 
be punished. In other words the offender can have 
psychiatric treatment, but only after he has had his 
‘obligatory retribution of guilt’. There is however a 
Bill currently in front of the Dutch Parliament to 
remove this latter requirement. Legislation in the 
USA varies considerably between states, and Morse 
(1979), an American Professor of Law, after reviewing 
American concepts, has commended the British 
doctrine for "its honesty and conceptual coherence". 

It has sometimes been suggested that the restriction 
of the defence to cases of murder deprives some (e.g. 
those convicted of arson, sexual offences or assault) 
of receiving a psychiatric disposal. In Scotland the 
defence has been used for such other offences in days 
gone by. Whilst the philosophy of extending the plea 
(to help the offender and society recognize the degree 
of culpability) is understandable, the main point is 
that the defence is there to help a mentally disordered 
offender escape a life sentence. In cases where there is 
no mandatory sentence there is nothing to stop psych- 
iatrists offering to take patients on hospital orders or 
probation orders: it is a question of putting your 
money where your mouth is. 

The Butler Committee (Home Office and DHSS, 
1975) thought the whole issue was bedevilled by the 
obligatory life sentence for murder, and they favoured 
its abolition as such a punishment was not always 
indicated. The inhumane disposal of patient A.B. 
above is a case in point. The Butler Committee 
proposed replacement of the mandatory life sentence 
(and therefore of diminished responsibility as it would 
have outlived its usefulness) with complete discretion 
as to sentence and disposal left to the judge. Failing 
such abolition, the Committee proposed a rewording 
of section 2 of the Homicide Act to the effect that if 
the accused was found by the jury to have a mental 
disorder (as defined in section 4 of the Mental Health 
Act) that. was such as to be "an extenuating cir- 
cumstance", then the charge could be reduced to 
manslaughter. 


The Criminal Law Revision Committee (1980) have 
expressed reservations about this proposal: together 
with Bluglass (1980) they point out that many mentally 
disordered people at present dealt with as cases of 
diminished responsibility would be excluded unless a 
wide interpretation of mental illness were allowed or 
there was a rider to the definition of mental disorder 
with the words "or any other disorder or disability 
of mind". 

Moreover the Butler Committee do not seem to have 
realised that this would make the position of those 
with a psychopathic personality disorder even more 
anomalous. At present such a patient may well be 
rightly considered to have diminished responsibility 
and yet not to be susceptible to medical treatment, as 
was the case with C.D. above. Using the definition of 
psychopathic disorder in section 4 of the 1959 Act 
would imply that the accused warrants psychiatric 
treatment and failure to meet those criteria (or the 
new wording proposed in the White Paper “prospect 
of benefit from treatment") will lead to those un- 
doubtedly psychopathic but untreatable being unable 
to put forward the defence. And this is where we 
came in. 
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Correspondents should note that space is limited and shorter letters have a greater chance of publication. The Editors 
reserve the right to cut letters and also to eliminate multitudinous references. Please try to be concise, strictly relevant and 


interesting to the reader. 


HYPOALGESIA IN DEPRESSION 
Dear Sm, 

I would like to comment on the interesting but 
slightly confusing paper by Ben-Tovim and Schwartz 
(Journal, January 1981, 138, 37-39). I say confusing 
as the reference to Table I in the text should surely 
read Table H and we are left guessing as to the meaning 
of the enigmatic *NA*' in that table. (See Editor's 
correction below). However, leaving aside these minor 
difficulties there are some points relevant to their 
findings which require more consideration. 

It seems odd that depressed patients should have 
raised pain thresholds considering the frequency with 


' which such patients complain of increased pain from 


arthritis and other chronic conditions, only to dis- 
regard their symptoms when their depression lifts. 
Ward et al (1979) and others have commented on the 


ps frequency of the association between pain and de- 


: pression. Consequently, it is important to realize that 


tricyclic and other types of antidepressant medication 
have pronounced analgesic properties which have been 
reported now by a number of authors (Ward et al, 
1979; Turkington, 1980; Massey and Riley, 1980; 
Gade et al, 1980) although their mode of action is not 
understood. Such an effect might explain the slightly 
raised pain thresholds of the depressed controls 
compared with the normal controls who, presumably, 
were not receiving antidepressant drugs. 

With respect to the two cases of severe impairment 
of emotional responsivity, it is noted that their 
thresholds of appreciation of stimuli are no different 
from those of the other depressed patients. On the 
other hand, their lack of response to pain caused by 
more intense stimulation is striking. Can it be assumed 
that pain thresholds were raised to such a degree as 
to render these patients almost analgesic? Or would it 
be more correct to argue that whereas pain as a 
sensation is appreciated the normal emotional 
reaction was missing, so giving an impression of 
indifference interpreted as evidence of high pain 
thresholds in these two patients ? 

The possible role of endorphins in this situation is 
far from clear as there is evidence that CSF endorphins 
are raised in depression and mania (Lindstróm et al, 
1978) but there is no evidence that naloxone will 
improve depression which one might expect it to do 
if the mood change was the result of alteration in 
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brain levels of encephalins and endorphins (Terenius 
et al, 1977). The study by Almay et a/ (1978) claimed 
that patients with psychogenic pain had higher CSF 
levels of endorphins than patients with organic pain 
which they stated were correlated with the degree of 
‘depression’ in their patients. However, there is no 
reason for thinking that these authors were describing 
patients with severe endogenous depression such as 
afflicted the two cases described by Ben-Tovim and 
schwartz. Biegon and Samuel (1980) have reported 
that tricyclic antidepressants bind to brain receptors 
and can be displaced by naloxone. The fact that 
naloxone given to patient 1 made no difference to her 
pain thresholds seems to indicate that neither endor- 
phins nor antidepressants were playing any part in the 
aetiology of her pain insensitivity. 

An alternative explanation is based on the possibi- 
lity that these two patients were severely deperson- 
alized. Such patients do complain of a profound loss 
of normal emotional response as well as a loss of 
physical sensation. Consequently, these two patients 
bear some resemblance to the cases of episodic 
depersonalization described by Davison (1964). All 
his patients had marked obsessional personality 
features and Davison proposed a neurophysiological 
explanation for the phenomenon. Possibly the two 
patients under discussion were similarly affected at the 
time of their being investigated. 

F. A. WHITLOCK 
Neuropsychiatric Unit, 
The Prince Charles Hospital, 
Rode Road, Cherside, Queensland 4032, 
Australia 
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Correction 
Table I in the text should read Table II. This, like the 
entry, NA*, is quite clear from the text; the latter might 
read ‘not achieved'.— Editor. 


LITHIUM THERAPY IN AGGRESSIVE 
MENTALLY SUBNORMAL PATIENTS 


DEAR SIR, 

I read with interest Dr Dales’ article (Journal, 
November 1980, 137, 469-74). 

These are a notoriously difficult group of subjects 
to treat. In the study, one of the patients was with- 
drawn from lithium because of the onset of tardive 
dyskinesia. From the discussion it would appear that 
lithium was involved in the production of this some- 
what serious side-effect, This would certainly be a 
unique finding. I wonder if it is not possible that the 
patient in question had been receiving neuroleptics 
prior to entering the lithium treatment (no inform- 
ation is given in the tables with regard to prior 
medication). If this were indeed the case then this 
would be an example of a withdrawal dyskinesia 
which usually takes place some one to three weeks 
after withdrawal of medication, but in some cases 
longer. 

GEORGE M. Simpson 
Department of Psychiatry and the Behavioral Sciences, 
University of Southern California, 
11400 Norwalk Boulevard, Norwalk, 
California 90650 


Dear Sr, 
The patient in question was receiving chlor- 
promazine (50-100 mg t.d.s.), orphenadrine (50 mg 


t.d.s.) and haloperidol (3 mg t.d.s.) at the time of 
institution of treatment with lithium carbonate (250 
mg t.d.s.). Haloperidol was discontinued three weeks 
later but treatment with chlorpromazine and orphena- 
drine continued for a further four weeks, by which 
time the patient's behaviour had so improved that 
both drugs were stopped. Tardive dyskinesia in the 
form of tongue movements and sucking was first 
noticed two months later. 

P. G. DALE 
Coldeast Hospital, 
Sarisbury Green, 
Southampton SO3 6Z D 


PERSONALITY CHANGE FOLLOWING 
ACCIDENTS 
DEAR Sir, 

Dr Parkers well documented case (Journal, 
November 1980, 137, 401-409) was of considerable 
interest; yet the contribution might have been more 
profitable had the major emphasis been placed on the 
developmental predisposition rather than on the 
apparent precipitant. The title might indeed have been 
"Personality Vulnerability Following Severe Emo- 
tional Inhibition in Childhood—The Report of a 
Double Murder”. 

Basi. JAMES 
Department of Psychological Medicine, 
University of Otago, 
Dunedin, New Zealand 


DEAR Sir, 

Basil James’ criticism of my article (Journal, 
November 1980, 137, 401-409) expresses a point of 
view, popular in some circles, which my experience 
does not support. This has been discussed in detail 
in a chapter on “‘Accident Neurosis” (Parker, 1976) 
and will not be repeated here. In essence, he is saying 
that "severe emotional inhibition in childhood" is of 
such overwhelming importance, that any subsequent 
life events pale into etiological insignificance when 
explaining disturbed behaviour occurring in a man in 
his forties. 

In my case report the co-twin was subjected to the 
same disturbing childhood yet did not murder his 
wife and daughter. One must therefore look for 
something additional to explain the discordance for 
homicide, and all professional people involved with 
the monozygotic twins whom I described were 
satisfied that two terrifying accidents emerged as the 
obvious difference in their histories. 

The aim of my paper was to highlight the sig- 
nificance of accidents, even of an apparently minor 
nature, as a precipitating cause in the development of 
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emotional disorders and one would expect this to be | 


expressed in the title of the article. 


Accident neurosis not only affects those people who . 


are highly predisposed to react to stress; well adjusted 


personalities can become so overwhelmed by the - 
awareness of their vulnerability for the first time, that 


-they may break down following a frightening accident. 
E. A. Rappaport (1968), a survivor of Nazi per- 
secution, commented that "an insistence of investi- 
gators on finding some latent predisposition for 
personality breakdown betrays their unwillingness to 
imagine the full impact of the terror". I would 
recommend this excellent article to Professor James, 
and others who over-emphasize “severe emotional 
inhibition in childhood" in the causation of disturbed 
behaviour in middle age. 
NEVILLE PARKER. 
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SCHIZOPHRENIA ON PATERNAL AND 
MATERNAL SIDES 
DEAR SIR, 

In the December 1980 issue of your Journal (137, 
505-509) Dr Baron using. Slater's (1966) compu- 
tational model of assessing distribution patterns of 
ancestral secondary cases in first and second degree 
relatives of 18 schizophrenic probands, reported that 
the distribution of unilateral! to bilateral pairs of 
. affected relatives did not deviate significantly from 
--that expected in polygenic inheritance. 

-We presented similar findings at the 9th Panhellenic 


: : Congress in Neurology and. Psychiatry (Athens, 
. December 12-14, 1980)—see Table. 


TABLE 
Comparison of observed and expected under the polvgenic 
hypothesis pairs 
Observed | Expected 
Unilateral pairs 40.0 41.3 
Bilateral pairs 22.0 20.7 
Total 62.0 62.0 


x? = 0.06, 1 df, NS. 


These data were obtained from the application of 
Slater's (1966) computational model in the study of 
the distribution of the ancestral secondary cases of 
26 schizophrenic probands who had two or more first 
or second degree relatives affected with schizophrenia. 


-The schizophrenic probands and their affected 


relatives were diagnosed using Feighner et al’s (1972) 


diagnostic criteria for schizophrenia. The probands 
and all living schizophrenic relatives (34 out of 62) 


were personally interviewed, while the diagnosis of 
the affected relatives who were not living at the time of 


the investigation was based on information gathered 
from the two closest relatives available for interview. 
More details concerning the data of this study could 
be obtained from the full paper which will shortly 
appear in the Proceedings of the 9th Panhellenic 
Congress in Neurology and Psychiatry. 
P. RINIERIS 
P, KYRIAKIDIS 
A. MARTINOS 
| C. STEFANIS 
Department of Psychiatry, 
Athens University Medical Achai 
Eginition Hospital, 
74, Vas. Sophias Av., 
Athens 611, 
Greece 
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NOMIFENSINE AND DYSKINESIA 
DEAR SIR, 

A 72-year-old man with a long history of manic 
depressive disorder was admitted to this hospital in 
October 1977 with severe retarded depression. He had 
been receiving Priadel 800 mgm daily for many months 
to which was added. nomifensine (Merital) 25 mgm 
tds. Within 48 hours he developed choreoathetoid 
movements of his tongue which disappeared 72 hours 
after the nomifensine was discontinued. 

He was readmitted in April 1980 again ‘depressed 
and had taken no medication of any sort for 8 months. 
The doctor who admitted him prescribed nomifensine 
25 mgm tds and he not only developed dyskinesia of 
the tongue, but also choreiform movements of the 
extremities and shoulders, which all disappeared within 
5 days of the nomifensine being discontinued. 

It is well known that dopamine agonists can produce 
dyskinesia, so it is not surprising that nomifensine 
can have such an effect, though it has not been 
described previously as far as I know. 

ALAN C. T 
St Ann's Hospital, 
Canford Cliffs, 
Poole, Dorset 
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PSYCHIATRIC ASPECTS OF DIABETES 
| MELLITUS 
Dear Sir, 

How disappointing that in Dr Wilkinson’s otherwise 
excellent review article (Journal, January 1981, 138, 
1-9) on diabetes mellitus he should ignore the inter- 
actional perspective. Whilst rightly stating that no 
studies have been designed to test the hypothesis that 
psychiatric factors play a direct part in the causation of 
diabetes mellitus, he neglects to mention the important 
studies of Minuchin and his colleagues in Philadelphia 
into factors that might contribute to the instability of 
the diabetes in certain children. 

Using the serum level of free fatty acid (a precursor 
Of ketosis as well as an indicator of emotional 
arousal), Minuchin et al (1978) studied the effect of 
parental conflict on diabetic children. They noted that 
in families of labile diabetic children, parental conflict 
was detoured via the diabetic child. Further, at the 
time one parent brought a child into the conflict the 
parent's free fatty acid level dropped to normal whilst 
the child's level rose, and failed to return to normal 
during the recovery period. The parents of stable 
diabetic children did not detour conflict via the child. 
Hence, the emotional arousal related to parental 
conflict in the labile diabetic children produced a 
significant physiological change, demonstrating a 
clear parallel between family interaction and physio- 
logical events. 

When considering relevant psychological factors in 
any condition, attention should always be paid to 
family interaction as well as to the more traditional 
individual phenomenology and epidemiology. 

BRYAN LASK 


Reference 
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Dear SIR, 

There are few critical studies of the interaction 
between diabetic children, their families, and the 
presentation or control of diabetes mellitus. Hence 
beliefs about an ‘interactional perspective’ tend to be 
in the nature of speculation. Minuchin and his 
colleagues’ (1978) book Psychosomatic Families is 
concerned mainly with the 'systems model' of analysis 
in anorexia nervosa, the small part of the text which 
deals with physiological and psychological aspects of 
diabetes is both naive and tendentious. The authors’ 
experimental design fails to conform to the principles 
Of scientific method and their observations are 
presented in a form which prohibits scrutiny. Such 
research is likely to have low reliability and validity. 
Moreover Hinkle and Wolf (1952) give a more 
detailed account of the story. 


A recent British investigation into emotional, 
behavioural, and educational disorders in diabetic 
children provides more robust information. With 
co-operation from parents and teachers, Gath, Smith 
and Baum (1980) collected interview, questionnaire, 
and behavioural scale data on 76 diabetic children 
(43 male, 33 female; mean age 10.9 years; mean 
duration of diabetes 3.5 years) In addition they 
looked for correlations between their findings and a 
paediatricians’ estimates of the childrens’ diabetic 
control over the period of one year (good/average/ 
poor). The results showed that although psychiatric 
disorder was not commoner in the diabetics than in 
classmate control subjects, as a group the diabetics 
were more backward at reading than their peers. Also, 
poor diabetic control was associated with the presence 
of psychiatric disorder, backwardness at reading, and 
(with statistical significance) adverse psychosocial 
factors as classified according to axis V of the multi- 
axial classification in ICD-9. So I agree with Dr Lask 
that the formulation of a clinical problem takes into 
account physical, psychological, and social variables. 

GREG WILKINSON 
Department of Psychological Medicine, 
King's College Hospital, London SES 9RS 
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CAUSAL MODELS AND LOGICAL 
INTERFERENCE IN EPIDEMIOLOGICAL 
PSYCHIATRY 

Dear Sir, 

I thank all the authors in the recent Discussion 
(Journal, December 1980, 137, 84~85) for their interest 
in my paper (Journal, April 1980, 136, 317—25). 

I agree with Harré that a causal hypothesis must be 
derived from an underlying theory and I should have 
made this clear. Indeed Brown and Harris (1978) have 
suggested a speculative mechanism for a vulnerability 
hypothesis. It does seem however, that in the current 
state of knowledge the fact that a prima facie case 
cannot be made must undermine the underlying 
causal hypothesis. Post hoc salvage remains a dubious 
exercise, 

Turning to Tennant and Thompson, the distinction 
between logical and material implication is exactly the 
one I was trying to make, although I did not express it 
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in their specialist vocabulary. Epidemiology is not a 
commonsense discipline and conceptual difficulties do 
create confusion. It is therefore sad that Tennant and 
Thompson did not elaborate on the ideas expressed in 
their last paragraph. The idea of *weak implication' 
may be, as they claim, foreign to logic, but it does 
exist in the sociological literature (Boudon, 1974). 
Finally, I have made abundantly clear the distinction 
between the sentential operator and the unfortunate 
use of arrows to indicate causation. 

Cooke's demonstration of the effects of dichoto- 
mization on a continuous variable is interesting but in 
this instance I have reservations. The claim that 
variables can be summed to produce a continuum 
must rest on the existence of a valid cardinal scale. 
I would claim that we have no valid scale for an 
overall measurement of life event stress. We have not 
established for example that two life events are 
equivalent to, say, twice the stress of one event, or 
"that we know how events of differing magnitude can 
be summed. A research programme to do this would 
be very difficult. A categorical approach to life events 
may therefore provide a sounder basis for our 
conclusions. 

Global scores of psychiatric symptoms present 
similar problems. Is a person with three symptoms 
necessarily as disturbed as one with three other 
symptoms? Is a person with six symptoms necessarily, 
say, twice as disturbed as a person with three? Global 
scores do not take into account the fact that symptoms 
differ qualitatively. I do not say these questions 
cannot be answered but they have not been answered 
yet. Global symptom scores should be seen as a 
complement to the practice of defining cases of 
diagnosed disorder. Each is likely to be a useful but 


< incomplete way of analysing data. 


Brown and Harris in their defence of the vulner- 
ability model use the article by Everitt and Smith 
(1979) to justify the use of their additive statistical 
approach, but the thrust of that article is that the 
additive model is statistically suspect. They claim that 
certain ways of partitioning the 2x 2x2 table run 
counter to prediction because of small numbers in 
certain cells, which in my view amounts to saying 
that if the numbers were different, the results would be 
different. The drawback of the additive method of 
analysis is that it does not simultaneously take into 
account the cell frequencies of the whole 2 x 2 x 2 table 
whereas multiplicative methods like log linear analysis 


do. Finally, inconsistent findings concerning one 
vulnerability factor cannot be explained away by 
citing the distributions of another which has been 
established in the same doubtful way. If interactions 
between vulnerability factors are thought to be 
important in determining the distribution of cases and 
life events a further simultaneous analysis is needed to 
demonstrate or refute them. 
e PAUL BEBBINGTON 
MRC Social Psychiatry Unit, 
Institute of Psychiatry, 
De Crespigny Park, 
London SES 8AF 
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THE CURRENT TREATMENT OF 
ANOREXIA NERVOSA 
DEAR SIR, 

Professor Gerald  Russells interesting article 
(Journal, February 1981, 138, 164—166) prompts certain 
remarks. It seems a pity that anorexia nervosa, in the 
present state of our knowledge, is still regarded as an 
illness, Surely it must be a symptom, and usually à 
symptom of maturational difficulties. 

Obviously there has to be a realistic concern about 
the patient's weight, and proper goals set for this, but 
surely we should not be content with "supportive 
psychotherapy, aimed at helping resolve the psycho- 
logical conflicts which may be identified as contribut- 
ing to the illness". T am sure that most of us who work 
with adolescents, and many of the problems faced by 
the anorexic patient are similar to those found in 
adolescent patients who. are not anorexic, are aware 
that there is a lot of scope for effective creative psycho- 
therapy which is by no means merely supportive. 

I also think that it is no good urging the DHSS to 
do anything very much, and that if we need to 
provide local facilities for the treatment of eating 
disorders this must be done by local pressure. 

IN i GRAHAM PETRIE 
Young Peoples Psychiatric Service, 
Cambridge, CB2 LEL 
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Scientific Foundations of Developmental Psychiatry. 
Edited by MICHAEL RUTTER. London: William 
Heinemann. 1980. Pp 386. £30.00. 


The importance of a developmental perspective in 
understanding clinical psychiatric disorders was Leon 
Eisenberg's theme for his Mapother Lecture of 1976. 
Knowledge of developmental processes is essential, 
he maintained, to link genetic factors with the 
multitude of environmental influences to which an 
individual is exposed and which together determine 
behaviour and susceptibility to illness. Of course his 
arguments were not new but they were a timely 
reminder to those who tended to polarise nature- 
nurture controversies. With the appearance of this 
book there is now a readily available store of inform- 
ation on various aspects of development which will 
have relevance for all clinical psychiatrists, whether 
they are concerned with adults or children. Professor 
Rutter's aim has been to provide a critical appraisal of 
the field and there is no doubt that he has succeeded, 
both with regard to the balance of the contents and 
the quality of the individual contributions. 

The book is comprised of four main sections with a 
small fifth section by Martin Bax on future trends and 
problems. In the first section the chapters cover 
various influences on development such as genetics, 
neurological maturation, family life, schooling and 
cultural background. There is also an instructive 
chapter by Judith Rapoport on the effect of congenital 
abnormalities, appearance and body build which will 
be of particular interest to those working with 
physically handicapped patients. The other sections 
are concerned with body functioning (for example 
feeding, sleeping and bladder control), cognition and 
social and emotional development. Throughout the 
book the style is scholarly and authoritative; on 
controversial topics the facts are presented clearly and 
the conclusions seem cautious and reasonable. 
Nowhere is this better demonstrated than in the 
chapter on intelligence by Nicola Madge and the late 
Jack Tizard which must surely be one of the most 
succinct reviews of this thorny issue currently avail- 
able. Each chapter is followed by a large bibliography 
which ensures the book's value as a reference source. 

This is a book of high quality, I suspect that several 
of its chapters will be included in reading lists for 
psychiatrists in training and there is also much that 
will be relevant to paediatricians and psychologists. 
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The only drawback is the price but even with shrinking 


budgets medical libraries should find the resources to 
add this volume to their collection. 


GEOFFREY LLOYD, Consultant Psychiatrist, 
Royal Infirmary of Edinburgh —— — 


Rapprochement: The Critical Subphase of Separation- 
Individuation. Edited by Ruru F. Lax, SHELDON 
Bacu and J. Aexis BURLAND. New York: 
Jason Aronson, 1980. Pp 520. $15.00. 


Margaret Mahler has been enormously influential 
in the United States and deserves to be better known 
here. Through her careful observation of infants and 
their mothers in a nursery setting she has described 
stages in the growth and development of the child 
emphasizing in particular the gradual and often 
incomplete separation from the mother into a separate 
individual. 

Separation-individuation is considered to follow 
earlier autistic symbiotic phases and to occupy most 
of infancy, that is from the fourth to the thirty-sixth 
month of age. It is divided into three phases: 
(a) differentiation in which the infant is not yet mobile 
but begins to discriminate between his mother and 
others and prepares to move away; (b) practising in 
which crawling and walking are mastered to the 
delight of the child and his parents, and (c) the 
rapprochement phase when some of the delight and 
exhileration which was prominent earlier collapses 
as the infant faces reality and comes back to his 
mother more aware of his need of her. It is in the 
rapprochement phase that the mother’s capacity to 
cope with the infant’s needs is tested, often severely. 
Here Mahler considers the roots of a pathological 
relationship often can be observed. 

These formulations are very interesting and have 
links with similar developmental theories such as 
those developed by Melanie Klein and Donald 
Winnicott. All are agreed that the central problem is 
one of differentiation psychically into a separate 
individual and differences are chiefly about timing and 
about mental mechanisms. 

This book consists of a collection of articles by 
Mahler’s colleagues and admirers which arose out of a 
meeting to celebrate her eightieth birthday. Like all 
such collections it is rather uneven in quality and the 
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best paper is the first by Margaret Mahler herself. — 
The reader will find it useful to browse through but 


will probably wish to go back to study Mahler's 
original works. 

JOHN STEINER, Consultant Psychotherapist, 

Adult Department, The Tavistock Clinic, London 


Harry Stack Sullivan’s Concepts of Personality 
Development and Psychiatric Illness. By A. H. 
CHAPMAN and MIRIAM C. M. S. CHAPMAN, New 
York: Brunner/Mazel. 1980. Pp 199. $17.50. 


Are we on the eve of a revival of interest in the work 
of Harry Stack Sullivan? The authors of this book 
clearly think so. Theirs is in no sense a critical re- 
evaluation of the part played by Sullivan’s ideas in the 
evolution of present day psychiatry. Rather the 
theoretical basis of his work is clearly described, 
virtually without qualifying comment. This gives the 
impression that the authors ‘believe’ in Sullivan, in 
the same way that many Freudians appear to ‘believe’ 
in their mentor. Although he claimed to be ‘scientific’, 
Sullivan, like Freud, developed his ideas largely from 
his own clinical observations. His extreme emphasis 
on interpersonal processes and his dogmatic refusal 
to take the mind into account, almost parody psycho- 
analytic concepts. ‘Parataxic Distortions’ and ‘Security 
Systems’ sound like ‘transference’ and ‘mental 
mechanisms’ turned on their heads. This book tries 
to convince the reader that one model is true and the 
other false, rather than that they are both acceptable 
ways of interpreting the same phenomena. 

Most psychiatrists in Britain are unaware of the 
importance of Sullivan’s work, and for this reason 
alone this book is worth borrowing from the library. 
Although not declared on the cover, this is in effect 
the third volume in a series by the same authors. 
Earlier books cover Sullivan’s life and his therapeutic 
technique. This book is incomplete without the other 
two. 


J. P. Coss, Senior Lecturer in Behavioural 
Psychotherapy, St George’s Hospital Medical School, 
Londen 


Benzodiazepines Today and Tomorrow. Edited by 
R. G. Priest, U. VIANNA FILHO, A. AMREIN and 
M. SkKretA. Lancaster: MTP Press. 1980. Pp 293. 
£14.95, 


This book encompasses the proceedings of the 
ist International Symposium on Benzodiazepines held 
in Rio de Janeiro, September, 1979. The occasion 
brought together a few world experts with Brazilian 
psychiatrists to examine the place of benzodiazepines 
in medicine, and to review their advantages and 
dangers in clinical practice. 


: Critical discussions of recent advances in molecular 
pharmacology and pharmacokinetics of benzodiaze- 
pines: were well synthesized with clinical research and 


applications in various psychiatric and neurological 


disorders. Brazilian research investigated social factors 


In benzodiazepine treatment and highlighted their 


particular role in mental health care in developing 
countries. Pharmacodependence is well addressed and 
is shown to be a side-effect of unwise prolonged use 
of benzodiazepines. The book is lucidly written, well 
edited, and provides an excellent bibliography for 
researchers. It is valuable reading for psychiatrists and 
physicians. 


M. T. ABouU-SarzH, Senior Registrar in 
Psychopharmacology, MRC Neuropsychiatry 
Laboratory, Epsom 


Current Trends in Treatment in Psychiatry. Edited by 
T. G. Tennent. London: Pitman Medical. 1980. 
Pp 258, £9.95. 


This volume is compiled from the proceedings of a 
conference held at St Andrew's Hospital, North- 
ampton, an effort in continuing education for con- 
sultant psychiatrists. As the editor, Dr Tennent, 
points out in the preface, the book provides an up-to- 
date review. of the literature; and certainly the 
bibliographies at the end of each chapter are com- 
prehensive. The principal papers are by acknowledged 
experts and each is followed by commentaries from 
two different discussants. Sometimes tliese differ with 
the principal speaker and always they amplify the 
information contained in the main paper. The result 
is a mature, fair and balanced coverage of the subjects. 

The topics include behaviour therapy (Isaac Marks), 
neuro- and psychopharmacology (Grahame-Smith), 
psychotherapy (Fransella on personal construct 
therapy), medical treatment of schizophrenia (Hirsch), 
depression (Anthony Clare) and sex therapies (Keith 
Hawton). 

This unpretentious book succeeds in its aim of 
providing an authoritative review of the main areas of 
psychiatric treatments other than traditional psycho- 
dynamic psychotherapy. 

ROBERT J. DALY, Professor of Psychiatry, 
University College, Cork, Ireland 


Schizophrenia and Civilization. By E. FULLER TORREY. 
New York: Jason Aronson. 1980. Pp 230. 
$20.00. 


This book attempts the impossible—and fails. The 
most worthwhile sections, however, include the 600 
references which are used to support the author's 
contention that schizophrenia is the ‘handmaiden’ of 
civilization; although the problems of definition make 
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this an almost untestable hypothesis. The introductory 
chapter, which is presumably intended for a general 
reader, could readily be misunderstood; schizophrenia 
is not always ‘cruel’, and ‘nonexistent voices’ are not 
‘hallmarks’ of this disorder. 

The psychiatrist is unlikely to find the book in his 
departmental library but might loan it from an 
affluent anti-psychiatry friend so as to read what 
others may read, and to take note of some useful 
references. 


JOHN L. Cox, Senior Lecturer in Psychiatry, 
University of Edinburgh 


The Biochemistry of Schizophrenia and Addiction. 
Edited by GwyvNNETH HEMMINGS. Lancaster: 
MTP Press. 1980. Pp 344. £17.95. 


The Biochemistry of Psychiatric Disturbances, Edited 
by G. Curzon. Chichester: John Wiley. 1980. 
Pp 144. £13.00. 


These two books differ from each other more than 
one might expect from their titles. The Biochemistry of 
Psychiatric Disturbances is a multi-authored book and 
derives from a conference. As is often the case with 
such volumes the emphasis is rather uneven and there 
are some surprising omissions e.g. mania is not 
discussed but in general the chapters give a clear and 
informative account of current thinking on the 
biochemistry of psychiatric disorder. It is a suitable 
text for the interested post-graduate student and for 
more senior psychiatrists who wish to update them- 
selves on these matters. 

The Biochemistry of Schizophrenia and Addiction is 
also a multi-authored book deriving from a conference 
but it is a very much less orthodox volume. The title is 
rather misleading as the question of addiction is really 
only discussed in so far asit may relate to schizophrenia 
and not all of the chapters have a biochemical content. 
Although there are some notable exceptions, many of 
the chapters are somewhat speculative and concern 
topics whose relationship with schizophrenia is 
tenuous. It is perhaps for this reason that some of the 
authors do not give an entirely balanced view of the 
literature and indeed tend to adopt the role of defence 
counsel rather than that of impartial observer. In 
spite of its flaws, however, this book is interesting, 
different and makes one think along new lines. It is not 
suitable for examination purposes but I would 
recommend it to any psychiatrist who is sometimes 
aware of the limitations of orthodox thinking on the 
biochemistry of schizophrenia. 


Eve C. JOHNSTONE, Member of Scientific Staff and 
Honorary Consultant Psychiatrist, Northwick Park 
Hospital and Clinical Research Centre, Harrow 


Handbook of Mental Health and Ageing. Edited by 
James E. BiRREN and Bruce R. SLoane. Hemel 
Hempstead, Herts: Prentice/Hall International. 
1980. Pp 1064. £46.80. 


If I clutch this book as I stand on my bathroom 
scales it adds considerably to the horrific numbers 
revealed. I also note the great increase in stature 
gained through standing on its heights, but this 
frivolity is merely a defence against the feeling of awe 
engendered by such a dauntingly large work. There 
are 41 chapters ranging through various themes 
including epidemiology, neuro-sciences, behavioural 
sciences, society and ageing, pathology (clinical 
matters), treatment and prevention. A broad and 
extensive overview is provided with multidisciplinary 
contributions, but each theme is covered in detail. At 
the same time this is not a dry book; there are two 
chapters on sexuality, one of which is by Alex Com- 
fort! It is pleasing to find chapters on group techniques 
and on ethnic minority issues with the elderly. This is 
in addition to contemporary contributions on the 
more usual topics in neurobiology, psychology and 
old age psychiatry. 

Despite many names familiar to British readers, 
such as Kay and Bergmann, Welford, Miller and 
Felix Post, clearly this is an American book and the 
vast majority of the contributors are now domiciled 
there. Much of the style, flavour and focus of the book 
is naturally in this direction. From this follows the 
criticism that there seems insufficient attention paid 
to the kinds of services and developments which have 
appeared on the scene in this, and also in some other 
European, countries. In a book of this breadth I 
would have hoped also for more consideration of the 
economic aspects of mental health and ageing. It is a 
frequent criticism of large multi-author works that 
the contributions are uneven and variable in quality. 
Here and there a wooden feel is evident in this book 
too and the occasional author seems only tenuously 
in command of his field. But on the whole the con- 
tributions are academically sound, readable and of 
high quality. The price is large but for the serious 
worker in the field the book will be most valuable. 


Ros Jones, Senior Lecturer in Psychiatry, Department 
of Health Care of the Elderly, University of Nottingham 


Smoking for Two: Cigarettes and Pregnancy. By 
PETER A. FRIED and Harry Oxorn. New York: 
Free Press. 1980. Pp 146. $10.95. 


This book sets out in as simple a style as possible, 
to describe the effects of cigarette smoking in preg- 
nancy, concentrating, as is natural, on the child. It is 
claimed that smoking in pregnant mothers affects 
many stages of a child’s life, from the embryo up- 
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wards. Smoking is associated with an increased 
likelihood of complications severe enough to destroy 
the embryo and with the slowing of fetal growth and 
hence decreased bodyweight, itself associated with 
perinatal mortality. Indeed, from birth to childhood 
there appear to be minor but significant disorders 


. associated with smoking by the pregnant mother. 


There seems little doubt that pregnant women should 
stop smoking. 


Pau Kune, Reader in Psychometrics, 
University of Exeter 


Social Work with Elderly People. By CHERRY Row- 
LINGS. London: George Allen and Unwin. 1981. 
Pp 146. £7.95, £3.50 (paperback). 


Much of the material in this short book derives 
from a DHSS research study into the needs of elderly 
people with special reference to the role of the social 
worker. It is well written and informative without 
being overwhelming in its impact. Cherry Rowlings 
starts with a general consideration of social work and 
the problems of the elderly, moves into aspects of 


: direct work with them and raises crucial issues of 


assessment. The later chapters deal with the elderly 
living alone, care by and in the family and residential 
care. The author’s analysis of professional role 
conflicts is particularly good and she stresses the need 
for the non-medically qualified to be on the alert for 
the presentation of psychiatric disorders in old age. 
This little book will be of interest to all who are 
concerned about the care of the ageing and the aged. 
I shall certainly commend it to our medical under- 
graduates as part of their ‘man in society’ reading. 


HERSCHEL A. Prins, Senior Lecturer, 
School of Social Work, Leicester University 


Anorexia Nervosa: A Guide for Sufferers and Their 
—. Families. By R. L. PALMER. London: Penguin 
Books. 1980. Pp 156. £1.50. 


There are appreciable difficulties in writing a 
popular medical text. What biological and psycho- 


logical knowledge can be assumed? What sections of 


the public will buy or borrow it? Should facts which 
might distress those with the disease be soft-pedalled ? 
How dogmatic to be in problematic areas? In this new 
Pelican Dr Palmer has succeeded in striking the right 
note. Much more informative than the flood of 
articles in women's magazines, his book provides a 
concise and readable account for the intelligent laity, 
which contains most anorexics and their parents. 
Physical and psychological factors are nicely balanced 
in his accounts of aetiology, symptomatology and 


- treatment. Medical students and doctors in need of 


an introduction to the subject, with up to date 
references, will also find the book useful. 


I. M. INGRAM, Consultant Psychiatrist, 
Southern General Hospital, Glasgow 


Dynamics of the Self. By GERHARD ADLER. London: 
Coventure Ltd. 1979. Pp 177. 

This volume of eight papers, written originally over 
the past thirty years and now re-edited by a past 
president of the International Association of Analyti- 
cal Psychology, has a satisfying unity. The single 
underlying theme is the probability of some absolute 
knowledge, reality, or state of being which transcends 
consciousness and the ego but which is to varying 
degrees accessible to the ego and which is constantly 
shaping and influencing the ego. Dr Adler brings from 
his wide clinical experience and learning strong 
evidence that a healthy working relationship between 
the ego and this reality of the ‘self’ (as defined origin- 
ally by Jung) is the natural goal of the individuation 
process. Self-realization in this sense is also the most 
important effect of successful psychotherapy. . 

In three of his essays the author gives clinical 
examples of the development of such a healthy 
relationship between ego and self which illuminate 
very clearly this theme of individuation in childhood 
and throughout life. The book is a profound and 
often moving addition to the Jungian literature on the 
psychology of the self. 


JOSEPH REDFEARN, Director of Training (Adult), 
Society of Analytical Psychology, London 


Exceptional. Infant. Volume 4: Psychosocial Risks in 
Infant-Environment Transactions. Edited by 
DoucGLAs B. Swarw, RayMonp C. HAWKINS, 
LORRAINE: OLSZEWSKI WALKER and Joy HINSON 
PENTiCUFF. New York: Brunner/Mazel. 1980. 
Pp 461. $32.50. 


This is a quite. exceptional book about the dis- 
advantaged child. The major environmental influences 
which are likely to affect the young infant's subsequent 
development are discussed. The research material 
which is presented is set against a background of 
extensive data on normal human infant behaviour and 
provides a balanced view of the range of psychosocial 
risks associated with pregnancy and early infancy. 

The development of early patterns of parent/infant 
interaction are explored with particular emphasis 
being placed upon the disruptive factors which are 
likely to influence the specifically assigned roles of 
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mother, father and infant. The parents' reactions to 
having an exceptional child are explored. 

I personally found the chapter and subsequent 
commentaries on the problems and paradoxes of the 
sanctity of life particularly thought-provoking. The 
whole area of infanticide and passive euthanasia in 
relation to a severely damaged child is infrequently 
covered in such depth. 


Books Received 


Day Services for Adults: Somewhere to Go. By JAN 
CARTER. Hemel. Hempstead: George Allen & 
Unwin. Pp 381. £12.50. 

Sleep and Sleeplessness in Advanced Age (Advances in 
Sleep Research—Volume 5). By RENE SPIEGEL. 
Lancaster: MTP Press. 1981. Pp 272. £17.95. 

The Ageing Brain: Neurological and Mental Distur- 
bances. Edited by G. BARBAGALLO-SANGIORGI 
and A. N. ExroN-SuirH. New York: Plenum. 
1981. Pp 393. $42.50. 

Opioid Dependence: Mechanisms and Treatment. 
By ABRAHAM WIKLER. New York: Plenum. 1981. 
Pp 255. $27.50. 
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Lin. Dordrecht, Holland: D. Reidel. 1981. Pp 
251. US $24.95, Dfl. 50. 

Normal and Abnormal Behavior in Chinese Culture. 
Edited by ARTHUR KLEINMAN and TSUNG-YI 
Lin. Dordrecht, Holland: D. Reidel. 1981. Pp 436. 
US $39.50. 


This volume devotes a hundred pages to a carefully 
prepared guide to recent research in this field. There 
is an extensive taxonomy of psychosocial risk factors 
in infancy together with a comprehensive bibliography 
and well prepared index. 


Martyn J. Gay, Consultant Psychiatrist, 
Royal Hospital for Sick Children, Bristol 


Handbook of Family Therapy. Edited by ALAN S. 
GURMAN and Davip P. KNISKERN. New York: 
Brunner] Mazel. 1981. Pp 796. $39.95. 

Communicating with Normal and Retarded Children. 
Edited by W. I. Fraser and R, Grieve. Bristol: 
John Wright. Pp 189. £5.75. 

Studies of Children. Monographs in Psychosocial 
Epidemiology. I. Edited by FELTON EARLS. Series 
Editors: Ben Z. Locke and ANDREW E. SLABY. 
New York: Neale Watson. 1981. Pp 185. $9.95, 

A Child's Parent Dies: Studies in. Childhood Bereave- 
ment. By ERNA FURMAN. London: Yale University 
Press. 1981. Pp 316. £15.75, £5.00 (paperback). 

Betrayal of Innocence: Incest and Its Devastation. By 
SUSAN FORWARD and CRAIG Buck. London: 
Penguin Books. 1981. Pp 154. £1.95, 

A Cycle of Deprivation? A Case Study of Four Families. 
By FRANK Corrrecp, PuHuüip ROBINSON and 
Jacquie Sarspy. London: Heinemann Edu- 
cational, 1981. Pp 226. £11.50. 

Is There Anyone Out There? An Anthology of Poems 
by Sufferers from Schizophrenia. Edited by 
MARTHA Rosinson. Eastbourne: Downlander 
Publishing. 1981. Pp 32. £1.50. mE 

Psychotherapy Through Existential. Dialectics. By 
Torsten HERNER. Stockholm: Almavist & Wiksell 
International. 1981. Pp 121. Sw. kr. 82.00. 

Practical Genetic Counselling. By PETER S. HARPER. 
Bristol: John Wright, 1981. Pp 285. £12.50. 

Social Skills in Interpersonal Communication. By 
OwzN HARGIE, CHRISTINE SAUNDERS and DAVID 
Dickson. London: Croom Helm. 1981. Pp 198. 
£11.95, £5.95 (paperback). 
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The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, The 
Royal College of Psychiatrists, 17 Belgrave Square, London SW1X 8PG. 


Contributions are accepted for publication on condition that their substance has not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of the 
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Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor's written permission. 


Manuscripts Two high quality copies (one of which should be the original typescript) should be submitted. 


Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages must 
be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 

A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. For the 
reference list, authors should follow the style of the Journal and study the illustrations set out below. Titles of 
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RurrER, M., Tizard, J. & WHirMORE, K. (1970) Education, Health and Behaviour, p 14. London: Longman. 
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Deviation (ed. 1. Rosen). Oxford University Press. 


DURKHEIM, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding and 
C. Simpson, pp 191-206. London: Routledge and Kegan Paul. 
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not on graph paper. One original drawing or good bromide print should be submitted together with one photo- 
copy. 

Editing Manuscripts ri ae for publication are subject to copy-editing and to editorial changes required 
for conformity with Journal style. 

Proofs A proof will be sent to the senior author of an article. Corrections other than printer's errors may be 
disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be ordered for all 
authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached to con- 
ciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published by the 
Royal Society (6 Carlton House Terrace, London SW1Y 5AG), 1974 edition. They should check the accuracy of 
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- Delivered as an address to. the Academy of M edicine, Tt oronto, Canada on December 4, 1980 
STANLEY E. GREBEN 


Summary: Psychotherapy and the cnengee: it produces: can be understood in 
terms of simple basic essentials. Intensive and longstanding clinical experience 
demonstrates its therapeutic potency. Those factors in the therapist which are 
most important in leading to change are described. The significance of the 
therapeutic relationship is discussed, as well as the necessity of its candid and 
intensive examination during the therapy, if marked change i is to occur. What is 
not psychotherapy is also explored. 


In most areas of medicine just as in most areas of stance. Fourth, one of the endearing qualities of many 
life, things often seem more complicated than they physicians, most: particularly psychiatrists, is that we 
really are. Some of the most important and effective take ourselves too seriously. The origins of such an 
medical treatments can be reduced, when they are attitude are not too difficult to discern: we have had to 
clearly understood, to surprisingly simple factors. It is be so zealous to become medical students and then 
my aim to describe, as I currently understand it, the doctors and then specialists; and we deal with illness 
essence of psychotherapy. I believe that such essence is and death. But when we become humourless, and 

; not very complicated, nor is it the least mysterious. I when we take our role to be so serious a one that 
.. feel that it is possible to reduce the process to elements critical scrutiny of it is not welcomed, then we are in 
LE with which all people are familiar. grave danger of being pedantic and, more significant, 
vos Whereas this might sound like an acceptable aim, it ineffective. —— 
[s i sometimes responded to unfavourably by psych- Whatever reluctance is generated by these four 
a _ iatrists, especially those whose special area of interest reasons, and by any others, I believe it is necessary for. 
. ds psychotherapy. Why would this be the case? First us to take a careful look at. psychotherapy, and to 
— ofal many of us are loath, after so many years of separate the substance from the dross. 
undergraduate and graduate and postgraduate study My training was rather typical of many of us who 
to have what we do reduced to simple elements, for have ended up being psychotherapists: first, basic 
then it: might seem that we had wasted much effort, science, then medicine, then psychiatry and then 
and, also, that others with much less training might psychoanalysis. I do not view these several portions of 
perform as well. Second, when what we do isso much my education and training as progressive, each one - 
an art and so little a science, (even when it is most fully ^ being a further advance on the former. On the con- 
informed by science), we fear that those who seek our trary, T see each of them as being the basis of a valid 
- help will lose confidence m us if "we remove those profession in its c ight. A person thus trained has 
mystifying trappings which have encouraged them to four professions which exist in him simultaneously. It 


pouch. aa Bhd. nd ps cape aaa : Aea a would be foolish and wasteful to put aside the basic 


which are mounted by hox hostile to such pursuits, scientist for ever when one has become a psychiatrist. 
we harbour doubts as to their validity or effectiveness, And it would be great loss, and unnecessary, to 
d we are afraid that focussing too clearly upon what abandon the physician when one is being a psycho- 
s involved may only serve to demonstrate that analyst. It is most desirable, if one can do so, to keep 
ire field is one of illusion and not one of sub- each of these four professional identities alive within 
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oneself so that one's work can be simultaneously 
informed by each of them. 

There is an activity which a person thus trained can 
practise as part of his work, that we call psycho- 
therapy. I define psychotherapy in a generic way to 
encompass all treatments wherein a trained person 
comes together with a person seeking help and, by 
listening to him and talking with him, helps him. The 
role of the psychotherapist is not new. People have 
always and will always require help that can only 
come from other people. Every society has those who 
can be expected to be helpful with personal, social and 
emotional problems. They include the physician, the 
shaman, the minister, the wizard, the psychic, the 
judge, and many others. A modern form is that of the 
psychotherapist. 

Psychotherapy comes in many forms, and comprises 
a spectrum of activities. At one end are the most 
dilute, where the patient is seen only once or a few 
times or, if over a period of time, infrequently. At the 
Other end are the most intensive, and this is where we 
find psychoanalysis, where people are seen most days 
for an agreed duration, over a period of years. Between 
these two extremes is a multiplicity of approaches, 
each of which has its proponents and its adherents. 
One form which has attracted many practitioners, is a 
derivative of psychoanalysis. lt shares with psycho- 
analysis the goal of achieving important and lasting 
change in patients. It is less frequent, perhaps once or 
twice a week, has the patient sitting up facing the 
therapist, rather than lying on a couch with an 
analyst behind him. But it may go on for months or 
even years and attempts, as does psychoanalysis, to 
explore as many aspects as possible of the patient's 
inner and outer life. This variety has been designated 
psychoanalytically oriented psychotherapy, psycho- 
analytically informed psychotherapy, intensive psycho- 
therapy or, most simply, dynamic psychotherapy. It is 
this form of psychotherapy which interests me the 
most, for it makes use of much that has been learned 
in psychoanalysis, and yet requires considerably less 
time of the patient and the therapist. For this reason it 
has been seen by many serious psychotherapists as an 
- excellent compromise: one which allows much to be 

accomplished ina relatively economic way. 
— . [ describe this spectrum in order to point out that 
there are many valid forms which psychotherapy can 
_ take, and not to suggest the superiority or inferiority 
of one form over the others. In fact I do not feel that 
any single form, far from being superior, is ever 
indicated in all situations. Not everyone would be 
helped more by more frequent sessions. Not every- 
body would achieve more with more intensive, 
deeper work. For any one person, in any given situ- 
ation or clinical state, benefit could be derived from 


any number of psychotherapeutic options. We must 
be wary of the practitioner who claims that there is 
only one way to proceed: he is likely to be an adherent 
or a disciple, rather than a well equipped therapist. 

Having defined psychotherapy and having indi- 
cated that it takes numerous forms, I will now con- 
sider the question of what it may accomplish. This in 
turn can be divided into two component questions: 
the first is: “Does it accomplish anything ?' ; the second 
is: ‘If it does, how does it do so?’ Investigators, 
especially during the past ten years, have directed their 
attention to both these questions through research 
studies of psychotherapy. Whereas there is much that 
remains to be elucidated, much has already been 
demonstrated through objective studies. Over the next 
decade or two more will be proven. However, enough 
such work has already been done to demonstrate that 
there is some significant therapeutic potency in most 
forms of psychotherapy. 

My own approach has not been that of the investi- 
gator who, eliminating as many factors as possible, 
comparing to controls, using disciplined techniques 
and even equipment brings the scientific method to 
bear upon the question. I have used, rather, that more 
informal approach of the clinician, who makes his 
observations as he goes, of his patient, of himself, of 
his method and of his result. The modes of treatment 
which I have employed were, in the beginning what I 
had been taught would be effective. At The Johns 
Hopkins Hospital where 1 took most of my psych- 
iatric residency training the method of choice was 
dynamic psychotherapy. During my year at the 
Maudsley Hospital I found organic treatments much 
to the forefront, but even there, in the psychotherapy 
firm of Willi Hoffer, a comparable psychotherapy was 
used and taught. That is the point at which my 
psychotherapeutic armamentarium began to develop. 
That became modified because of those teachers whose 
work I observed and whose words I heard and read. 
My psychoanalytic training, including personal 
psychoanalysis, gave me the opportunity to observe 
that most frequent and intensive form of psycho- 
therapy. 

To this training were aides two clon which 
made a considerable difference to the form taken by 
my work. The first comprised my own personal idio- 
syncratic qualities: my personality, my character, my 
values, my attitudes, my. prejudices, my hesitations, 
my ambitions, my goals, my curiosities, all these and. 
many more. Whatever I had been taught, whatever I 
had managed to learn, whatever the effect of my being 
an analysand had upon me, I was still undeniably and 
characteristically only me, and all that I did in the 
course of my psychotherapeutic work: gave evidence of 
that. That element for a time diminished when, being a 






















psychotherapy ; ; as further time passed, so did tha 
excessive need to ‘keep myself out of the therapy. 
~The second important element which was ad 
my training was the experience of doing the cli 
Work itself. Over the past 22 years of the practi 
- psychiatry, whatever other activities I engaged in 
large part of my professional time has always beer 


taken up with the practice of psychotherapy. Many 


patients came, some of them stayed for a long time, 
and then they left. They taught me about psycho- 
therapy in a variety .of ways. Their symptoms de- 
creased or disappeared and their characteristic modes 
of adapting to life altered, They shared with me their 
histories, their feelings, and themselves, the latter 
through the painful and eventually trusting relation- 
ships they established with me. They taught me by 


i telling me what they thought of what I did and how I 
^ 57 was. They told me what they liked and what they 
wanted, what they hated and feared and would not 


— -tolerate. They left mostly satisfied that they had been 


m helped in very important ways. A few could not be 
| helped, and let me know how disappointed they were 


that that was the case. 

Isaw them change and I felt myself change. I came 
to understand that both people who have engaged in a 
serious psychotherapeutic relationship leave in a 
different condition from that in which they arrived. 
The patient, if he is fortunate enough to improve, is 
satisfied, perhaps even grateful. The therapist also has 


reason to be grateful, for he has the opportunity to do 


the most interesting work, to be allowed intimacy with 

many worthwhile people and, as a result, to grow 

through the richness and variety of that experience. 
“Many people, despite what I have said about the 


Dy positive. findings of research outcome studies, still put 


the challenging question: ‘But how do you know that 
psychotherapy helps change people?’ To me that 
question is no longer in doubt. Clinical results cannot 
be interpreted in any other way. Let me give examples: 


A 17-year-old girl comes for treatment, She is habitu- 
ated to several drugs, has been admitted to three hospitals, 
has failed at. school. She had made several abortive 
suicidal attempts, and is estranged from her family. After 
being seen once a week for five years she holds a steady job, 
is unhappy only rarely, has good friends and a stable 
relationship with her family. Three years later she is a 
leader, although young, in her chosen field, well married, 
and excited by the pleasures and prospects of her life. 

A 30-year-old woman, married to a lawyer, is seen in the 
emergency room of a general hospital. She is cowering 
with fear in the throes of an acute psychotic break, which 
-is the first she has experienced. The psychosis clears with 
- Outpatient antipsychotic medication and support. 
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^ candidate in psychoanalytic training, I hesitated: to 
inject too much of myself into the process. That led to 
a more stilted, less immediate and less effective. 
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he.continues in outpatient psychotherapy, once a 
c, dealing with the problems in her marriage and her 
nsive anxieties, fears and depressiveness, all of which, 
)écomes aware, have existed throughout her life. After 
other three and a half years she is on no medication, 
“occasionally feels depression that lasts more than a 
urs. Her life is socially active and she is preparing 
new career. She says that she feels secure within 
n.a. way she has never known, and can hardly 


, believe how different she feels herself to be. 


A. 50-year-old man is an acknowledged leader in his 


“profession, but he is chronically suicidal. He has. always 


worked successfully, and has always felt let down. by 
others. He has been full of self-doubts and anxieties, 
though others may have seen him as justifiably self- 
assured. He is very lonely, feeling that he has no friends. 
He is certain that his life is ranning downhill. 

He is seen once a week for six years, then gradually cuts 
back to one visit a month. He finds his life satisfying now, |. 
sometimes even exciting. He chooses as friends those few 
people whom he finds. can show serious interest in him, 
values them and feels they value him. He says: “For the 
first time now I am glad to bealive”’. 

These are very brief vignettes. They are not con- 
trolied studies, nor do they allow us to know what 
would have occurred with simply the passage of time. 
In all three cases, however, both the patients and the 
therapist were convinced that the therapeutic exper- 
ience had been an undeniable element in bringing 
about irrefutable and. major change in the patient. It 
is on the basis of a.great many such experiences that I 
take the position that psychotherapy does help. The 
changes which have taken place are considerable, 
involving first the presenting symptoms and then the 
patient's entire sense of well-being and style of life. 
Having satisfied myself that such changes could not be 
by chance, and could not have occurred without the 
psychotherapeutic intervention, I then turned to a 
consideration of the question of how psychotherapy 
helps. 

My first approach to this question was as follows: 
Surely no one knows as much about the helpfulness of 
the process of psychotherapy as the consumer, that is, 
the patient. After him, it is likely that the next best 
informed person is the therapist. With that in mind 1 
have asked both patients and therapists what they 
considered to be of significance in the therapeutic 
process (Greben, 1977). 

Many of the. therapists had four sources of in- 
formation: what they had experienced as students, as 
therapists, as patients or analysands (often with more 
than one therapist or analyst) and as relatives of others 
who had been treated or analysed. In virtually every 
instance those queried spoke most convincingly, not 
just of the process they had undergone, but of the 
person with whom the experience had taken place— 
the therapist. It becomes clear upon such enquiries 
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that the cardinal therapeutic forces must be divided 
into two major portions, namely, who the therapist is 
and what the therapist does. Neither one of these can 
be ignored if we are to understand the process. I 
would like to consider each of these two in turn. In 
addition, it has been evident that those two factors 
acted upon the patient in part directly but also, in 
important part, through the agency of the relationship 
which was established between the two parties. I intend 
to explore, as well, aspects of that therapeutic re- 
lationship. 

. What do I mean by the question of who the thera- 
pist is? I mean that it matters who he happens to be, 
and that encompassed in that are his constitutional 
endowment, his life's experience, his training, and his 
professional experience. Included are such personal 
qualities as his values, his attitudes, his personality 
style and his character. Having said that it becomes 
evident that the therapist's features which may affect a 
therapeutic experience are legion in number. 

However, not all qualities are equally significant. 
When one questions patients and therapists carefully 
one finds that certain of these qualities on the part of 
the therapist are especially important: they are sought 
by potential patients when they are looking for a 
therapist; they are valued by the patient and found to 
be therapeutic when they are discovered in the thera- 
pist; and they are remembered fondly and with 
gratitude by the former patient who feels that he has 
been helped. 

Before I enumerate what I take to be some of the 
most significant of such qualities in the therapist it is 
worth wondering what gives them an importance that 
is agreed upon by virtually all patients. The answer is, 
simply, that these are the qualities that all human 
beings need, and hence yearn for, in other human 
beings. They represent the prerequisite for a good 
human attachment for any of us. They give us the 
sense of being cared for, tended to, valued, wanted, 
even loved. And these are what, for a lifetime, human 
beings strive to find. We may be so defensively re- 
jecting as to appear not to want the loving attention of 
others, but that is not the case. We portray ourselves 
as independent and self-sustaining because we have 
been hurt so much and have felt rejected so often. Still 
at bottom we yearn for the same thing. When we are 
antagonistic, misanthropic (or even misogynistic), 
contemptuous, even mad, we still need and want these 
same qualities. We seek them everywhere in life. In 
therapy we cannot do without them, for the therapist 
who lacks these qualities will not win our trust and 
hence, will not get us to abandon our unsuccessful 
defensive postures. We will not show ourselves to an 
untrustworthy, uncaring stranger: nor will we allow 
ourselves to see ourselves in such company. 


What I have just indicated to be universal emo- 
tional needs of people then dictate where most of the 
therapist's qualities which I will list arise. But there is 
also a set of opposite needs that people have if they are 
to prosper. People need limits, for part of loving or 
caring for someone is to set him realistic goals and 
limits. Therefore the therapist must not just be caring 
in a positive way, he must be caring by saying 'no', in 
one way or another. 

For all of these reasons, some of the most important 
qualities required by a therapist are the following: 
empathic concern, respectfulness, realistic hopeful- 
ness, self-awareness, reliability and strength. 

It is the last of these, 'strength', which is the most 
complex, for it includes both the strength to say ‘yes’ 
and the strength to say 'no'. Patients in psycho- 
therapy do not improve in a vacuum: they require a 
relationship with a strong and known person, with 
whom to share themselves and against whom to 
measure themselves. The therapist must be strong 
enough not to be hopeful just in the beginning, but to 
keep hope alive through discouraging months and 
years. 

I said that my enquiries and observations have led 

me to believe that these are amongst the most import- 
ant qualities needed by a therapist. There are others 
that are also of great significance. A therapist should 
be fair. He should have the ability to use humour, 
including with respect to himself. It is important that 
he have some self-assurance without undue arrogance. 

All of these qualities are to be looked for in a 
relative, not an absolute way, otherwise we would see 
the therapist as needing to be such a paragon that we 
would all give up before we began. Still, short of 
idealizing the therapist’s necessary qualities, we must 
not deceive ourselves into thinking that what he is as a 
person does not matter. 

Once ata university meeting I presented a paper on 
supervision in psychotherapy (Greben, 1979) and 
referred to those personal qualities required by 
psychotherapists. The first-question asked by a mem- 
ber of the audience was: "What do you do if the person 
you are training has none of these qualities you have 
listed?" I could only reply with another question: 
“What would you do if you rana music school and the 
person who applied had no musical talent?” Still we 
must set realistic goals: we must not expect every 
psychotherapist to be a virtuoso. There is a place for 
members of the therapeutic orchestra: it is only that 
we should not pretend that individual and personal 
qualities do not matter. After all, it is only. when we 
recognize what really matters: that we can. encourage 
students and practitioners in that direction. 

Having looked at ‘who the therapist is’, the next 
question to address is ‘what the therapist does’. 














| patient; being involved with him, reacting to him; and 
establishing what is known as the therapeutic re- 
ationship. Each of these two ways is influenced. by 





these two ways whereby therapists fünction. 


Interventions, those activities which are anderai ; 


by the therapist are for the most. part, verbal. Less 
obvious are all those non-verbal choices which he 
makes, and they also act upon the patient. 

Verbal interventions carry the cognitive portion of 
the therapy. They convey feelings and: they convey 
understanding. All therapies, even those which are not 

|. considered insight-seeking, lead to new understanding. 
- ' For example, it may be the goal of the behaviour 
. therapy to help a patient get out of the house and walk 
_ to the neighbourhood store. Even when no discussion 
. < occurs about the cause. of the difficulty, and inter- 
- * ventions are entirely directed towards the behavioural 
. symptom, the patient will end the therapy knowing 
. more about himself: in this case his fears, his hesi- 
|| stancies and even his strengths. However, insight- 
seeking therapy makes its explicit goal the acquisition 
of understanding. Some therapists, especially psycho- 
analysts, have taken the extreme position that the only 
"s. "understanding which leads to change is that which 
results from deep interpretations, that is, remarks by 
<- the therapist which make the patient aware of that 
ics which has been unconscious. I agree with the view that 
* Such revelations are important. I disagree entirely 
. with the idea that they are ever, even in psycho- 
n analysis, the only source of change (Greben, 19812). 
| The psychotherapies which seek insight lead to 
es understanding on the part of the patient through a 
. wariety of avenues. The patient understands by virtue 
“of his own efforts to get what lies hidden or obscured 





E within himself. When he speaks about all manner of 


. things he learns through what he himself discovers. 
Further. understanding. comes from the therapist's 
interventions of many kinds: from single responses 
which support or which question what the patient has 
put forward; from clarifications whereby the therapist 
attempts to understand; even through misunder- 
standings which, ultimately seen to be errors, help to 
reveal the truth. The understanding, then, which both 
patient and therapist achieve, comes through a host of 
interactions, responses, queries, and: conjectures. This 

is a rather trial and error, even hit and miss matter, 

certainly not a bull's-eye approach, but it is in reality 

d the way in which effective therapy proceeds. | 

- What is the subject matter of these interventions 











 Thereare two ways in which the therapist takes part i 
. the therapy. The first way is through actions which he : 
undertakes, mostly spoken, and these are inter-. 
ventions. The second way is through relating to the. 








. Who the therapist is, for no two therapists will actin — h 
exactly the same ways. I will discuss in:turn each of 
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dndértaken by the therapist? Here, too, there are 


x conventional opinions which need to be questioned. 1s 

it sufficient merely to expose, to explore, then to 
. understand? I do not believe so. The goal of all 
. therapies must be change, and without change therapy 


dle exercise. Simply to analyze for the pleasure of 
ing would be a precious pursuit, though some 
thought that, as some form of art, such -be- 


i haviour i is warranted (Dongier, 1981). As a physician 
— who is: paid.for his services, I expect my work to 
produce a result, and, in the case of psychotherapy, 


that result will be change. 

The therapist must in some ways address himself to 
destructive, constricting: or self-defeating behaviour. 
He must somehow stand on the side of constructive 
and effective living on the part of the patient. To say 
that the therapist must not reveal his position on such 
matters is foolish. Can the therapist not enter into the 
fact that the patient is depressed, or suicidal, or 
homicidal, or a thief, or a hermit? Can he not let his 
feelings be known about the patient's use of drugs or 
avoidance of work or repeated involvement with 
destructive partners? Of course not. A sine qua non of 
psychotherapy is.that the therapist must stand for 
what is right and best both for the patient and for 
society: itis not possible for the therapist to stand 
nowhere, In all therapies, including psychoanalysis, 
the therapist will be for some things and against other 
things. The excessively or deceptively passive therapist 
may choose not to show such leanings, but many of 
them will be known to the patient none-the-less. When 
a non-interventionist position is taken too far, endless 
therapy can occur without effect; many of the failures 
of psychotherapy can be attributed to the fact that 
therapists have worked in this misguided way (Greben 
and Lesser, 1976). | 

I have described, then, some of the interventions of 
the therapist. The. final arena of the therapist's 
activity which I want to comment upon is the thera- 
peutic relationship. We divide that relationship 
arbitrarily. into three portions, for that makes it | 
easier to think about and discuss. Two real people 
come together, and have a real relationship. They 
learn to work together on the tasks which psycho- 
therapy involves, and so there is a working alliance. 
Their view of each other will be distorted by their own 
residual neurotic problems, carried over from their 
earlier years, and these distortions on the patient's part 
constitute - transference, on the therapist’s part 
countertransference, | 

If I look back upon dose patients whom I have seen 
change a great deal, I know that the ‘heat’ was 
within the therapeutic. relationship. That was the 
crucible in which change occurred and without which 
the therapy would have been a sterile endeavour. When 
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I remember what happened over the years with those 
three patients I have described, I remember them in a 
highly personal way. The relationship I had with each 
of those people was very idiosyncratic for the two of 
us. There was struggle and fear and closeness and love 
and terror. There was intimacy and outrage, concern 
and humiliation, Through all of those feelings we 
struggled to know the patient and came in the process 
to know me. The patient learned in many ways that I 
was to be trusted, and I learned the same thing about 
the patient. It was in no case a dry academic exper- 
ience. It was boring at times, but largely exciting, 
always challenging and often demanding. In short, it 
was not an exercise comparable to a physical exam- 
ination carried out by a doctor upon a patient. Rather 
it was a journey of importance, more to the patient 
who had come seeking help, but in fact to both 
participants. It was a process which carried on 
throughout the course of therapy and left both patient 
and therapist altered by the experience. 

Such experience is the heart of psychotherapy. 
There is nothing mysterious about it, nothing which is 
not known elsewhere in life. But it is one of life's most 
profound experiences: for it is a context in which risks 
are taken, and one learns to expose oneself to and 
admit one's needs for and dependence upon another. 
When that occurs anywhere in life, many good things 
can happen, and people change irreversibly. Such 
change is not unique. It is only the change of growth 
and integration which comes when one can success- 
fully engage in trusting emotional intimacy with 
another person. A security can be thereby incorpor- 
ated into the person involved which can come about in 
no other way. 

The therapeutic relationship is at the absolute heart 
of psychotherapy, and is the vehicle whereby thera- 
peutic change occurs. There is nothing in this con- 
clusion which should surprise any serious student of 
human beings. People need, in order to become self- 
confident and emotionally strong, to have within them 
the sense of having been cared for by someone whom 
they love and respect. When parenting or teaching are 
successful, this ingredient has been present. When 
psychotherapy is successful, the same is the case. It is 
within the context of the therapeutic relationship that 
the qualities of the therapist which I earlier enumer- 
ated are active and effective. It is here that the patient 


needs to feel the empathic concern of the therapist, and 


be dealt with respectfully. He must be kept going by 
the therapist's Aopefulness (Frank, 1975), which must 
be. soundly realistic. He must recognize that the 
therapist's knowledge of the patient can be trusted 
because the therapist does not only understand others, 
he understands himself in a comparable way, recog- 
nizing and accepting both strengths and weaknesses. 


His learning to trust that the therapist means what he 
says and delivers what he promises will be based upon 
the reliability of the therapist. Finally, when he tests 
the therapist he will find him strong, not in a rigid, 
brittle way, but in a flexible but firm way. This 
strength will provide a framework within which, in the 
therapeutic relationship, the patient can comfortably 
learn and grow. | 

There is one aspect of what I have described which I 
would like to amplify. I stated that what the therapist 
does includes verbal interventions. The question now 
becomes, what is the content of his interventions? The 
answer is simple: the principal cognitive purpose of 
the therapy is to find and reveal truth, simple truth. 
The entire purpose of clarifications and interpret- 
ations is to discover and reveal the truth, the reality of 
everything about the patient: his past history, his 
internal emotional experiences, his current life out in 
his world, and, finally, his relationship with the 
therapist. Here is where the therapist's ability to 
understand and to describe will be tested. The more 
clearly he sees and conveys. reality to the patient, the 
better served the patient will be. 

I would like to underscore the last of those areas 
which I have just said will be examined by therapist and 
patient, namely, their own relationship. This is a 
watershed feature which separates the most effective 
insight therapies from others. There is an intensity and 
immediacy which will be missing from the thera- 
peutic experience if the scrutiny of the two parti- 
cipants is not turned upon what happens and is felt 
between them. The more candid and inclusive the 
exploration of this area can be, the more likely is the 
therapy to have marked effect upon the patient. 

I have thus far outlined what I see as the essential 
ingredients of successful psychotherapy—no more and 
no less. I would like to conclude by pointing out some 
of what psychotherapy is not, for some of the prob- 
lems in its practice have arisen out of an unnecessary 
and artificial superstructure which is often constructed 
around it, 

Psychotherapy cannot rest upon any limited theor-. 
etical base. There is no single cardinal problem which 
accounts for the troubles of mankind: not aggression, 
not sexual inhibition, not trauma during birth, not 
narcissistic self-love, not incestuous conflict, not 
errors in the rapprochement phase of separation- 
individuation, not any one area of content over all 
Others. Stress and strain arise from. a myriad of 
sources. Successful psychotherapy:seeks to reveal and 
understand all those sources. : 

Psychotherapy is not- silence. {Greben, 1981b). 
Sitting and listening, doing nothing active to forward 
the process, putting no demands upon or challenge to 
the patient, is not psychotherapy. Further, rational- 
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zations that such passive neglect is necessary so that 
he patient will ‘take responsibility for himself’ are 
nvalid, and say much more about the AER than 
: y do about the patient. (d 

Ps; hotherapy is not the exclusive domain of 
ne group, with all others to be considered poa 
"he ‘secrets of psychotherapeutic groups, — 











in this field. Those who claim special knowledge, who 
have elaborate rites of passage, who indulge in 
|. mystifying private congresses have left the field of 

.. psychotherapy and wandered into the field of religion. 


-. psychotherapy: they have to do with the ageless 
^ problem of man’s unresolved ambitions, greed and 
. hunger for power. At its most ludicrous, this situation 
^ deteriorates into self-glorifying institutes vying for 
candidates, posturing with. self-importance, and, 
Dod through their own confusion, substituting bureaucracy 
where therapeutic validity is called for. 

— Last of all, psychotherapy is not a set of elaborate 
~~ rules about what one may not do: rules about when to 
'. Speak or not to speak, how to handle vacations, how 
...to deal with missed hours, and so on. It is something 
















uilds or institutes are no secrets at all. All intelligent, D 


curious and honest therapists can do very good work 2. D. Wittkower 
FRANK, J. D. (1975). 


: Hierarchical) pyramids have nothing. to do with | 
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xcii might say, i itisa labour of love. 
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Psychiatric Interviewing Techniques 
IV.  Bsperimental inci Four aci Styles 


M. RUTTER, A. COX, S. EGERT, D. HOLBROOK and B. wt 


Summary:. The development and definition of four contrasting interview styles 
is. described. The four styles were designed using different permutations 
of techniques which, on the basis of an earlier naturalistic study, appeared to be 
most effective in eliciting either factual information or feelings. A 'sounding 
board' style utilized a minimal activity approach ; an 'active psychotherapy' style 
actively sought to explore feelings and to bring out emotional links and meanings ; 

a 'structured' style adopted an active cross-questioning approach; and a 
'systematic exploratory' style aimed to combine a high use of both fact-oriented 
and feeling-oriented techniques. Quantitative measures based on video-tape and 
audio-tape analysis showed that two experienced interviewers could be 
trained to adopt these four very different styles and yet remain. feeling and 
appearing natural. An experimental design to compare the four styles is described. 


Our naturalistic study of the initial interviews 
between psychiatric trainees and the parents of 
children referred to a psychiatric out-patient clinic 
showed a variety of statistically significant associations 
between interview styles or techniques on the one hand 
and outcome in terms of information obtained or 
emotions elicited on the other (Rutter and Cox, 1981; 
Cox, Hopkinson and Rutter, 1981, II; Hopkinson, 
Cox and Rutter, 1981). The results suggested that 
some interview techniques were likely to be more 
effective than others in eliciting detailed factual 
information, whereas other rather different tech- 
niques seemed to be optimal for eliciting emotions 
and feelings. The patterns of findings, especially with 
respect. to active fact-oriented techniques strongly 
suggested that the associations represented causal 
influences, namely that the different interview tech- 
niques had caused different informant responses. 
However, because the study was non-experimental in 
design the causal inference was necessarily based on 
" circumstantial evidence which could result only in 
tentative conclusions. This paper and its two com- 
panions report an experimental study testing the 


causal hypothesis directly (Cox, Rutter and Holbrook, 


1981, V; Cox, Holbrook and Rutter, 1981, VI). 

In planning the investigation, it was important to 
deal with various other limitations of the naturalistic 
study. Firstly, although the techniques associated with 
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more effective fact-gathering were rather different from 
those associated with the more effective eliciting of 
emotions, there seemed to be no incompatability 
between the two. Indeed, in the naturalistic study, 
interviews with good factual coverage tended also to 
have rather above average levels of expressed feelings 
(Cox et al, 1981, IT). Earlier work designing research 
interviews had indicated that it ought to be possible 
to combine both sorts of techniques (Brown and 
Rutter, 1966; Rutter and Brown, 1966). However, the 
effects of combining techniques had still to be system- 
atically tested. Accordingly, there was a need to 
compare the effects of interviews with combined 
techniques as against interviews aimed exclusively | 
to be optimal for either fact gathering or eliciting 
emotions, but not both. 

Secondly, comparisons in the naturalistic study had 
to rely on the assumption that each interviewer had a 
broadly similar group of informants. While in general 
this appeared to be the case, it was decided to ensure 
that each experimental style was employed with the 
same informants. | 

Thirdly, in the naturalistic study the possibility 
could not be entirely ruled out that the interviewer 
behaviour was a result rather than a cause of the 
informant's response. This: problem could be met by 
deliberately altering the interview style, in experi- 
mental fashion, to determine if this had the predicted 







M. RUTTER, A. COX, S. 1 


effect on informant response. This required that 


| informant, 

s: Fourthly, it had not been possible i in the natura 
joel to differentiate clearly between the s 
interview and the interviewer's skills and compet 
"This limitation could be met by utilizing experie 


employ all the defined experimental styles. 


Fifthly, the inferences to be drawn froni: he : 


naturalistic study were complicated by the fact that 


some interviews were joint (i.e. with both parents) and 


some were individual (ie. with just. one parent). It 
was decided, therefore, to simplify the experimental 
comparisons by using only individual interviews with 
the mother of the child referred. 

These five requirements formed the basis of the 
(s experimental design.. By systematically varying inter- 
* ^ view techniques so that each informant was inter- 
-viewed twice, once with one style and once with 
another it should prove possible to: test the causal 
inferences. If the interview style was having a causal 
_. effect on.the informant's responses, the variations in 
interview technique should lead to predictable and 
tU regular consequences in terms of the factual formation 
obtained and the feelings elicited. To maintain 
relevance for normal practice, however, the study 
needed to be in a clinical setting and the styles had to 
be ones which were actively used in ordinary practice 

and acceptable to both clients and clinicians. 


| Methods 
Choice of style 
ooo The naturalistic study (Cox et al, 1981 I1; Hopkin- 
ie - son €t al, 1981) had suggested the importance of three 
"s active techniques designed to elicit factual informa- 
tion (a high rate of floorholdings and of topics first 
. . faised by. the interviewer, a high rate of probes per 
pus topic, and many requests for detailed descriptions); 
-and five active techniques designed to elicit emotional 
feelings (a high ratio of open to closed questions, anda 













the styles to be compared should be used with ec 


_-interviewers each of whom would be trained to 
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li number of interpretations, of expressions of 


sympathy, of requests for feelings, and of pick-ups of 


emotional cues) Four experimental styles derived 
rom these findings, based on combinations of high 
Ale Ww usage of these two sets of active Inque 


owever; for the experimental study (necessarily 
'olving parents of children referred to a psychiatric 
linic as part of routine practice) to be ethically 


acceptable it was essential to have four styles, all of 
- which could be used naturally and convincingly and 


all of which followed good interview practice. The 
aim was to compare different techniques, not to 
compare good and bad interviewing. Further, for 
the results to be clinically useful it was essential to 
compare styles which were advocated by experts in the 
field and were being used in psychiatric practice. In 
short, it was necessary to consider how the naturalistic 
study findings could be linked with clinical teaching 
and practice, and how both the use and the non- 
use of active techniques could form part of an accept- 
able and sensible interview style, Four styles were 
identified which fulfilled these criteria and are des- 
cribed in terms of their most obvious characteristics: 
(a) sounding board; (b) active psychotherapy; (c) 
structured; and (d) Systematic exploratory. 


(a) Sounding board style 


The sounding board technique approximates to the 
style based on a low use of both types of active 
techniques and it is nearest to the psychiatric inter- 
viewing methods advocated by Finesinger ( 1948) who 
urged the value of *minimal activity’ because it allows 
‘the patient to talk more freely in meaningful areas’. 
Psychiatrists were warned against the temptation to 
use active techniques such as provocative inter- 
pretations or rapid probing because *when successful, 
these methods tend to emphasize the doctor's omni- 
potence and magic powers. When unsuccessful, they 
. .. may give the patient feelings of guilt and in- 
adequacy’. 


TABLE Í ae 
Experimental styles deriving from naturalistic study 





Interviewer t use of active elfaciorienied techniques - 
















Low use. High use 
Low use Lowilow Low feeling oriented: 
| TEN B | High fact oriented. 
Interviewer use of active feeling oriented techniques — 
i NES High use High feeling oriented: 
| ^ Low fact: oriented High/high 
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In our procedure the interviewer started by asking 
in an open fashion about the informant's concerns, 
complaints or worries. The mother was allowed to 
decide what was important and the interviewer 
followed her lead. In order to keep her talking he 
used encouragements (mm-mm, yes, etc.), repetitions 
of her last words with a rising inflection, elaborations 
of the last word (e.g. 'you mentioned pain') mild 
commands (e.g. ‘tell me some more about that’) and 
non-verbal cues (nods, smiles and so forth). The 
interviewer aimed to be warm, caring and interested 
but made minimal use of active techniques to elicit 
emotions; thus, interpretations, expressions of 
sympathy and emotional reflections were to be very 
little used. The interviewer was allowed to ask a 
direct question to introduce each major area (child 
symptoms, parental health, marital relationship, etc.) 
and to use checks to keep the informant talking, but 
otherwise should not probe, cross question or ask for 
specific examples. The general rationale of the style 
was to be non-intrusive and non-directive, to follow 
what the mother said and to allow her to make the 
running and decide what was relevant and important. 


(b) ‘Active psychotherapy’ style 

The active psychotherapy technique approximates 
to the style based on a low use of active fact-oriented 
techniques and a high use of active feeling-oriented 
techniques. It is nearest to the diagnostic approach 
advocated by psychotherapists such as Balint (Balint 
and Balint, 1961) and Gill (Gill, Newman and 
Redlich, 1954). There is "the absolute necessity .. . 
of establishing a personal relationship between 
doctor and patient" (Balint and Balint, 1961). For the 
informant, ‘the interview should be an impressive 
experience of being given the opportunity of revealing 
himself, of being understood, and of being helped to 
see himself—his past and present problems—in a new 
light’ (Balint and Balint, 1961). The style was similar 
to the sounding board, in its aim to let the mother tell 
her story in her own fashion without cross-questioning, 
detailed probing or systematic coverage of predeter- 
mined areas. It was also similar in its use of encourage- 
ments to keep talking and its aim to follow the 
mother's lead. However, it was quite different in its 
intentions to actively intervene to explore feelings and 
bring out emotional links and meanings. To this end 
there was extensive use of open questions, reflective 
interpretations, requests for feelings and for self- 
disclosures, and expressions of sympathy. The inter- 
viewer sought to clarify the issues raised by the 
informant through picking up cues and through the 
use of open questions and responses to feelings, but 
there was no structured questioning in relation to fact 
gathering. 


(c) ‘Structured’ style 

The structured style was, in a sense, the opposite 
of the active psychotherapy style in being based on a 
high use of active fact-oriented techniques. It was 
closest to the 'present state examination' interview 
developed by Wing and his colleagues (1967, 1977). 
The interviewer starts questioning with a firm set of 
ideas on the clinically important areas to be systematic- 
ally covered. Thus, in contrast to the first two styles 
he is actively in charge of the factual content of the 
interview from the outset and. directs the questions 
accordingly. He is warm, courteous, concerned and 
attentive to what the informant says; he picks up cues 
when they are relevant to his task but he provides the 
leads. The procedure is extremely flexible and nothing 
at all like a questionnaire. The wording and order of 
questions are adapted to the needs of each interview 
and whenever possible the informant's own words and 
ways of expressing things are used in formulating 
further probes. However, the interviewer's task is to 
cover pre-determined areas systematically and in all 
areas to obtain sufficient detail for him to judge 
whether any abnormality is present. This means that 
after the informant has described something in his 
own words, a process of clinical cross-examination is 
followed, using probes, asking for. detailed descrip- 
tions and examples, and clarifying the situation by a 
variety of specific questions. Many closed questions 
are used and the interviewer actively. directs the 
proceedings. On the other hand, the main verbal focus 
is on factual information and there is less direct 
concern with eliciting spontaneous feelings. Accord- 
ingly, very little use is made of interpretations, 
expressions of sympathy, requests for feelings and 
open questions generally. It is considered that feelings 
will be expressed more freely by a focus on what 
actually happened or was experienced rather than by a 
direct assault on the informant's emotions by trying 
to bring covert feelings to the surface. 


(d) 'Systematic exploratory' style m 

The fourth style approximates to one based on a 
high use of fact-oriented and feeling-oriented tech- 
niques. It is fairly close to a manner of interviewing 
which has many advocates but which may be exempli- 
fied by the techniques developed by Brown and Rutter 
(Brown and Rutter, 1966; Rutter and Brown, 1966; 
Quinton, Rutter and Rowlands, 1976) and it combines 
many of the features of both the active psychotherapy 
style and the structured approach. — — 

In practice, the informant is first encouraged to tell 
things in her own words. She makes the running 
initially and the interviewer aims to establish from the 
beginning (through the use of interpretations, expres- 
sions of sympathy and requests for feelings) that he is 










ntroduce. However, the. interviewer is expected to 
get ample detailed descriptions and must use active 
‘questioning whenever required to ensure either 
systematic coverage of topics or sufficient detail on 
each topic to make an adequate clinical evaluation. 
1n this respect there is no essential difference from the 
structured style. The contrast lies largely in its 
emphasis on feelings as well as-facts, on style of 
questions (a greater use of open. questions) and on 
its aim. to explore emotional meaning as well as 
observed behaviour. | 


- Experimental design 

Sos When comparing two or more different interview 
«styles in an experimental design, tight control is only 
: possible when each informant. is interviewed with 
every style to be compared. In this way the style is 
|, varied but the informant remains the same so allowing 
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terested in emotions and attitudes as well as events. . 
cand activities. Open questions are used liberally” too 
. encourage free expression and the interviewer aims to- 
- obtain as much information as possible by following 
up the informant's leads, rather than through specific 
tioning on new topics which: he. himself has to | 
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d the effect of the. former on the latter to be systematic- 
cally studied. However, it would be impractical to 
interview each informant four times. Accordingly, a 

decision had to be taken on which comparisons were 


to have priority : 
naturalistic: stud 2 
arid more straigh 


the first instance. Because the 












ard i hypotheses on active fact- 

dis the: 
| omparisons. This choice was also 
guided by the view hat whereas it was most unlikely — 
that the use of feeling-oriented techniques would 
interfere with fact: gathering, it was quite possible that 
systematic probing and: detailed questioning could . 
impede the expression of feelings. The design chosen 
allowed this latter possibility to be examined and is 
shown in Table II. Six mothers received the structured 
style first and the sounding board second (group A); 
six had these two interviews in the reverse order; six 
had the systematic exploratory style first and: the 
active psychotherapy second; and six had these two _ 
interviews in the reverse order. Mothers were randomly. 
allocated to. the four conditions. Two experienced . 
interviewers were used and each did an equal number - 
of first and second interviews, and an equal number 













TABLE II 
Experimental design | 








Interviewer order 





Number of cases Occasion of interview 





| | I il 
MEE Co * ST-SB 
Lek 3 ln ST L SB 
c AS | Style Order 
| : I, - I, 3 L SB I, ST 
SB-ST 
" Lo 3 I, SB I, ST 
: p : L — I, 3 h SE li AP : 
| h-l 3 I, SE L AP. 
B. Style Order 
3 I, AP I, SE 


AP-SE 





P = Active psychotherapy style. . 


y 


Interviewer 1: I. interviewer 2; ST = Structured style; SB = Sounding board style; 





SE = Systematic explorator 








ings provided clearer guidance - : 
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of interviews with each style. For each pair of styles 
a three factor, repeated measures, analysis of variance 
was performed to test for differences between styles 
and between interviewers and for order effects. 

Because the pairing was made on the basis of active 
fact-oriented techniques, the effects of active feeling- 
oriented techniques could be examined only by 
comparisons across groups (see Table II: Group A 
versus Group B). The effects of informant variability 
are necessarily much greater in this analysis because 
the comparisons have to be made between-—rather 
than within—informants. This constraint needs to be 
borne in mind in interpreting the findings. 

To make the interviews as comparable as possible 
in duration, the interviewers attempted to keep all 
interviews to one hour. Whenever the first interview 
departed from this the other interviewer was instructed 
to try to lengthen or shorten the second interview so 
that the lengths of the paired interviews would be as 
similar as possible. 

Again, in order to maintain comparability, the 
interviewers were told to regard the same information 
areas as a priority in all interview styles. The tech- 
niques io obtain them were, of course, different but 
the aims were similar and the scoring for data obtained 
referred only to these high priority areas. These 
consisted of the same list of child symptoms used in 
the naturalistic study, the type and quality of relation- 
ships within the nuclear family, the composition of the 
nuclear family and the characteristics of the home, the 
mental health and behaviour of both parents, and the 
styles of child-rearing used. 





Clinical procedure 


Unlike the naturalistic study, it was made a require- 
ment that all interviews should be with the mother 
on her own, so avoiding the necessity of comparing 
mothers with fathers or dyads with triads. This 
required a much more substantial and complex 
liaison with the teams working in the clinic and also a 
much more careful preparation of the mothers since 
in most cases the interviewers were not going to be the 
therapists involved in the case after the two diagnostic 
interviews. Carefully designed letters were sent to all 
selected mothers inviting their co-operation. As in the 
naturalistic study, families were excluded where the 
parents were immigrant or where colloquial English 
was not the usual language spoken at home. In 
addition, in order to ensure greater comparability 
between interviews, referrals made for second opinions, 
or to consider admission to hospital were excluded, as 
were cases of isolated educational difficulty or those 
where psychosis, mental retardation or organic 
disorders were suspected. There were 14 boys (58 per 
cent) and 10 girls (42 per cent). The age range was 


1 year 10 months to 15 years 7 months, with a mean 
of 9 years 10 months. The majority (75 per cent) were 
referred by General Practitioners. The remainder came 
mostly from educational sources (17 per cent) with 
one self-referral, and one from a community physician. 
A third (8) presented with conduct disorders; 7 (29 per 
cent) with emotional disorders; 7 (29 per cent) with 
disorders involving a mixture of emotional. and 
conduct problems; and 2 (8 per cent) with enuresis or 
encopresis. 

Of the mothers approached, approximately half 
decided. not to participate in the project; these 
families were assessed and taken on for treatment in 
the usual way without going through the experimental 
interviews, In epidemiological studies high non- 
co-operation rates can cause an important bias (Cox 
et al, 1977). However, this was not a distorting effect 
in the present experimental study as the aim was to 
compare effects within the sample rather than to draw 
any conclusions about the sample characteristics as a 
whole. The effects of the contrasting interview 
techniques could be validly examined within the 
sample of mothers who agreed to participate since 
they were randomly assigned to style and interviewer. 

The two experimental interviews took place during 
the usual waiting period for a diagnostic appointment 
and at the end of the second interview the father and 
the referred child (plus other members of the family 
where relevant) were seen in the usual way by the 
ordinary clinic team. With the mother's consent in all 
cases, the data obtained during the experimental 
interviews was made freely available to the clinicians 
seeing each family. 

The interviews took place not less than a week and 
not more than three weeks apart: the usual gap was 
two weeks. Immediately before the first interview the 
interviewer explained the procedures to the mother 
and obtained her written consent to video recording. 
At the end of each experimental interview one of the 
research team (who was not an interviewer) gave the 


mother a questionnaire which asked about her 


perceptions of the interview and her feelings about it. 
When the questionnaire had been completed after the 
second experimental interview, the mother was 
encouraged to make free comments contrasting the 
two approaches and whenever possible expressing a 
preference. 


Training of interviewers 

Before the experimental study started there was an 
intensive period of training for the two interviewers. 
First, they both calibrated their own natural technique 
by undertaking a video and audiotape recorded 
interview with a mother of a newly-referred child 
patient. The pattern of techniques they used was then 
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not recommended ‘or excitabie or overactive patients. Parkinsonism, severe 
arteriosclerosis, seniie contusional states, advanced renal, hepatic or cardiovascular 
disease, intolerance to other neuroleptics, pregnancy (relative). Quan : 
Boxes of 10x 20 mg (1! mi) ang 10x 40 mg (2 mi) ampoules and syringes Further 
Information: Overdosage should be treated: (a) By anticholinergic anti-Parkinson drugs 
it extrapyramidal symptoms occur. (b) By sedation (with benzodiazepines) in the unlikely 
event of agitation or excitement. (c) By noradrenaline or angiotensin in saline 
intravenous drip if the patient is shocked. 

Basic NHS Cost: 10 x 20 mg Ampouies £14.36, 10 x 40 mg Ampoules £23.15. (Prices 
correct at time of printing) PL No. 0458/0007. P A. No. 115/1/1.2,5.6 


| ..| Further information and data sheet are available from 


xol- Conc. Injectionic:s | 7 j-flupenthixol aecanoate) 

| : Depixol-Conc Injéction isa depo! neusoleptic preparation designed for the 
treatment of schizophretia, especially for patients with more severe psychotic 
symptoms who require a higher dose, or for those in whom larger injection volumes 
cause discomfort and tration: Adults: Depixol-Conc i$ administered 
by deep injection into the gluteal musculature in doses of 100-200 mg (1-2 ml) every 2-4 
weeks to a maximum of 400 mg weekly. Individual dosage and intervals between 
injection should be adjusted according to therapeutic response. : Not 
recommended for children. Transter of ts to < (a) From Depixol 
Injection on a basis that 1 m! Depixo-Conc. equivalent to 5 ml Depixol Injection. (b) 
Patients eons depot phenothiazines should receive a dose in the ratio of 100 mg 
Depixol-Conc. Injection to 62.5 mg fluphenazine decanoate. (See data sheet for further 
information). Side Effects: Cary Tuan and late (rare) dyskinesias. Extrapyramidal 
etfects, which may occur for several days after eachinjection over thefirst few months of 
treatment, sometimes require dose reduction or anti-Parkinson drug treatment. Contra- 

tions: Depixol is not recommended for patients with Parkinsonism, severe 
arteriosclerosis. senile confusional states, or advanced renal, hepatic or cardiovascular 
disease, pregnancy (relative) Package Quantities: Boxes of 10 100 mg (1 mi) 
ampoules. Further Information: Overdosage should be treated: (a) By anticholinergic 
antt-Parkinson drugs if extrapyramidal symptoms occur. (b) By sedation (with 
benzodiazepines) in the unlikely event of agitation or excitement. (cC) By noradrenaline or 
angiotensin in saline intravenous drip if the patient is shocked. 
Basic NHS Cost: 10 x 100 mg Ampoules £53 49 (Price correct at time of printing). P.L 
No. 0458/0015. P A. No 115/1/3 
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compared with a constructed ideal profile for each of 


the four experimental styles so that each interviewer 


could determine how their natural style needed to 
be modified in order to fulfil the study criteria. 


The interviewers then practised each of the four 
experimental styles by means of role play interviews 
with colleagues. The filming and recording procedures 


were adapted for these interviews in order to give as 
rapid as possible feedback on those techniques crucial 
to the style being followed. The experimental study 
proper began only when both interviewers were 
thoroughly comfortable and at ease with the styles 
and were using them in a satisfactory fashion. 


Results 
Style differences on fact-oriented techniques 


Table IH summarizes the differences in fact- 
oriented techniques which were found between styles. 
All the differences were large, statistically significant 
and in the intended direction, i.e. that the usage of 
these techniques should be greater in the structured 
and systematic exploratory styles than in either the 
active psychotherapy or sounding board styles. Thus, 
in the former two styles the interviewers had a higher 
number of floorholdings, asked three or four times as 
many closed questions, first raised new symptoms ten 
times as often, first raised new family topics 5 to 10 
times as often, used considerably more probes 
per topic, and more often asked for detailed 
descriptions. As intended, the structured and syste- 
matic exploratory styles were much more active, 
directive and probing than the other two styles. It 
had proved possible to utilize radically different 
interview styles and maintain their consistency across 
Moreover, 
there were no significant differences between the two 


experimental interviewers or between first and 
second interviews on any of these fact-oriented 
techniques. 

On the other hand, the interviewers were to a 
substantial extent influenced by the characteristics of 
the mothers they interviewed. This was shown by the 
finding that there were significant product moment 
correlations within pairs for both floorholdings 
(r = .80 within systematic exploratory-active psycho- 
therapy pairs and .59 within structured-sounding 
board pairs) and number of closed questions (r = .72 
in the former pairings and .68 in the latter). Inter- 
viewers remained highly consistent in their use of 
styles (as shown by the analysis of various findings) 
but nevertheless some mothers demanded more use 
of questions and interventions than did others. 
Interviewers needed to be and were flexible and 
responsive to the needs of particular informants but 
this did not interfere with the maintenance of clearly 
differentiated styles. 


Style differences on feeling-oriented techniques 


Table IV summarizes the differences in feeling- 
oriented techniques which were found between styles. 
In this case the key comparison is between the 
systematic exploratory and active psychotherapy 
styles, where the use of feeling-oriented techniques 
should be high, and the structured and sounding board 
styles where they should be low. Again, the differences 
were generally large, statistically significant and in the 
intended direction. Thus, in the former two styles the 
interviewers were twice as likely to respond to feeling 
cues, used fewer closed questions, and gave twice as 
many requests for feelings, interpretations and 
expressions of sympathy, 

One additional item, requests for self-disclosures, 


TABLE III 
Style differences on fact-oriented techniques 





Styles 
A B C D Analysis of variance 
Structured Systematic Act. Sounding (A+BvysC+D; 
expl. psychoth. board df 1, 16) 





Techniques 


Mean(S.D.) Mean(S.D.) Mean(S.D.) Mean(S.D.) F ratio P 


nee NL I rm Hr ti ii ee n P ii IH S lr t t a a ra ak 


No. floorholdings (per 60 mins) 154 (62) 
No. closed questions (per 60 mins) 62 (29) 
No. open questions (per 60 mins) 27 (13) 
No. symptoms first raised by interviewer 5.6 (2.6) 
No. family topics first raised by interviewer 3.8 (1.9) 
No. probes per child symptom 8.3 (3.4) 
. No. requests for detailed descriptions 6.1 (4.2) 


160 (50) 100 (48) 83 (39) 68.62  «.0001 
73 (31) 15 (12) 19 (11) 110.70  «.0001 
27 (13) 15 (10) 17 (13) 24.06 < .0002 

5.3(1.8) 0.6.0) 0.20.4) 104.08 <.0001 

4.9(2.6) 0.80.9 0,5(0.9) 60.00 <.0001 

9.33.4 4.52.1) 3.3 (2.2) 52.12  «.0001 

3.7 42.7 2.6(2.8) 418.2 4.44 <.05 
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ie. emotionally laden factual information, was 
included in the table because of its relevance to the 
eliciting of feelings. Its use should have been (and was) 
greater in the active questioning styles because it 
constituted questioning on factual information, but it 
might influence the expression of feelings.* 


* We did not know at the start of the experimental study 
whether or not it would, because this was a measure 
added after the naturalistic study as a direct result of that 
study's findings. 


Unlike the situation with fact-oriented techniques 
some differences between the experimental inter- 
viewers were found with respect to feeling-oriented 
techniques (see Table V). Especially in the structured 
and systematic exploratory styles, interviewer A made 
more requests for feelings/expressions of sympathy/ 
interpretations whereas interviewer B made more 
requests for self-disclosures. Interviewer B used a 
higher proportion of open questions but, except in the 
structured style, the two did not differ in the pro- 
portion of feelings responded to. 











TABLE IV 
Style differences on feeling-oriented techniques 
Styles 
A B C D Analysis of variance 
Structured Systematic Act. Sounding (B+CyvsA+D; 
expl, psychoth. board df 1, 16) 
Techniques Mean (S.D.) Mean(S.D.) Mean (S.D.) Mean(S.D.) F ratio P 
95 Closed questions 45 (11) 38 (11) 13 (7) 22 (10) 8.00 <.012 
Ratio open:closed questions .38 (.10) .43(.13) 1.23 (089) 1.07(.72) 0.53 ns 
?5 Feelings responded to 19 (15) 38 (12) 62 (15) 29 (18) 24.08 «.0002 
Requests for feelings (a) 0.4 (0.5) 2.2 (2.8) 4.3 (2.9) 0.4 (0.7) 22.14 <.0003 
Interpretations (b) 1.2 (1.9) 3.8 (2.4) 9.93.9) 1.4 (1.6 70.83 «0001 
Expressions of sympathy (c) §.5 (4.6) 10.1(6.9)  14.8(6.8) 5.3 3.7) 18.94 <.0005 
Any of a, b orc 13 (9) 27 (20) 44 (16) 14 (9) 42.67  «.0001 
Requests for self disclosure (per 60 mins) 11.6(7.6) 15.7 (6.3) 7.4 (4.7) 5.8 (4.8) 3.29  «.09 
NNNM elt tttm RE 
TABLE V 


Interviewer differences on feeling-oriented techniques 


aae em ee pir EHE HH aliai AAO ener Reni NT HH Ht trtum mim Hm nmm em 








Styles Analysis of variance 
Within interviewers 
A B C D Between between styles 
Structured Systematic Act. Sounding interviewers (B--C vs A+D; 
expl. psychoth. board (df 1, 16) df 1, 16) 
Inter- 
Technique viewer Mean(S.D.) Mean(S.D.) Mean (S.D.) Mean(S.D.) F ratio P F ratio P 
DOM MTM MM dM RM aS UEM ae as ae 
9, Open fA 15.2(4.4) 11.7(3.5) 12.20.0) 16.2(7.7) 17.46  «.0008 4.25 <.06 
questions LB 18.5 (4.5) 22.8(3.5  17.2(6.9 21.2 (8.0) 0.03 N.S. 
24 Feelings A 28.5 (14.8) 39.7(10.6) 58.3(9.6) 32.3 (10.7) 2.68 N.S. 13.53 «.002 
responded to B 9.0(8.1) 36.2(14.])) 66.2(19.0) 25.7 (24.3) 21.30 «.0003 
Requests for 
feelings--inter- {A 20.7(6.5 41.5(20.7) 45.5 (11.7) 18.8(7.5) 40.57  «.0001 24.08  «.0002 
pretations + 1B 5.8(4.5) 13.2(24.9 37.3(19.5) 9.0(8.6) 38.01 <.0001 
expr. symp.” 
Requests for self- [A 6.3 (3.2) 11.8 (6.0) 8.3 (4.9) 6.0(2.6) 12.11  «.003 5.94 <.03 
disclosures B 16.8(7.1) 19.5 (4.0) 6.5 (4.7) §.5 (6.7) 29.44  «.0001 
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The net effect of these differences was that for 
interviewer A the structured style included too many 
feeling-oriented techniques and for interviewer B the 
systematic exploratory style included too few. 
Because of unavoidable delays in data processing this 
was not appreciated until well into the experimental 
interviewing with the result that they could not be fully 
corrected. The difference needs to be taken into 
account in data analysis but in spite of some differ- 
ences in threshold it is evident that both interviewers 
maintained fairly consistent between-style differences. 
However, there was a number of interviews by both 
interviewers in which the style actually used departed 
from that specified. For some analyses these interviews 
were excluded in order to determine if their inclusion 
affected the results. 


Style differences on non-verbal features 


Table VI summarizes the style differences on various 
non-verbal measures. These were not part of the 
definitions of style and many of the differences were 
non-significant. However, there was a tendency for 
interviewers to provide more encouragement to 
mothers to continue talking, by smiling, head nods 
and vocal listening responses, in the two active 
feeling-oriented techniques. The interviewers differed 
somewhat in their pattern of non-verbal encourage- 
ments (interviewer A used significantly more non- 
verbal responses but significantly less smiles while 
listening) but not in their overall level of encourage- 
ment. This suggests that although they changed their 
technique according to prescription they nevertheless 
retained features of their specific personal style. 


Discussion 
The clinical interview is the diagnostic and thera- 


peutic tool-in-trade of all professionals working in the 
field of psychiatric disorders. Accordingly it is 
important to develop and test the most effective 
clinical interviewing techniques, yet very little syste- 
matic research has been undertaken in this area; 
almost all research into the effects of different inter- 
view techniques and styles has been concerned with 
interviews in non-clinical settings and with purposes 
rather different from those in clinical psychiatry (Cox 
and Rutter, 1977). One reason may be the fear that 
such research would adversely affect clinical work or 
that clinical necessities would make an adequate 
research design impractical or unethical. Our experi- 
ence indicates that neither need occur. 

At the time the experimental study was undertaken, 
the usual waiting time in the clinic was about 6 weeks 
for non-emergency or non-urgent referrals, from the 
time of initial referral to the tíme of the diagnostic 
interview which was immediately followed by what- 
ever therapeutic intervention was required. It was the 
practice to offer parents the choice of an interim 
consultation with a social worker during this waiting 
period. For parents who took up this offer, there were, 
thus, two initial interviews—the interim consultation 
and the later interview with the psychiatrist. The 


" experimental design took up the opportunities 


presented by this waiting period by offering the first 
experimental interview immediately after referral, 
with the second experimental interview a fortnight 
later leading directly into therapy. 

The main difference from the clinical practice of 
waiting list interviews was that the research inter- 
viewers were not usually involved in the later thera- 
peutic interviews, This meant that the family's impetus 
to engage therapy might have been impaired by 
changes in interviewer. In fact this did not seem to 

















TaAnLE VI 
Style differences on non-verbal features 
Styles 
A C D Analysis of variance 
Structured Systematic Act, Sounding (A--D vs B+C; 
expl. psychoth. board df 1, 16) 
Non-verbal features Mean(S.D) Mean(S.D.) Mean(S.D.)  Mean(S.D) t | P 
Smiles while talking 0.6 (0.8) 1.8 (2.0) 1.8 (1.6) 0.3 (0.5) 3.52 « .01 
Smiles while listening 5.6 (5.3) 8.1 (4.1) 8.2 (6.0) 4.2 (3.1) 2.41 « .05 
Head nods while talking 15.8 (8.2) 14.1 (6.0) 17.6 (10.9) 11.1 (6.4) N.S. 
Head nods while listening 35.3(12.1) — 47.5 (10.9) 54.8 (15.7) 45.4 (16.3) 2.60 < ,02 
. Vocal listening responses 56.6 (17.5) 64.9 (12.3) 51.8 (20.6) N.S. 


67.6 (17.1) 


à 
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occur. We checked on the possibility by noting early 
lapses or drop-out from therapy. It was found that 
these were no more frequent in the experimental 
sample than in a randomly selected sample of other 
clinic cases; in fact they were marginally less frequent. 

A further concern might be that because the research 
interviews were with the mother on her own, it might 
be more difficult to initiate therapy with conjoint 
marital interviews or conjoint family interviews. In 
practice, this did not appear to be a major obstacle 
and certainly a wide variety of treatments were 
subsequently employed. Other research (Dare et al, 
1980) has shown that although it may be advisable to 
be cautious about early changes in therapeutic 
approach, nevertheless the form of the initial assess- 
ment need not predetermine the form of therapeutic 
intervention. 

In undertaking an experimental study in the course 
of ordinary clinic practice in a busy out-patients' 
department, a high degree of co-operation and close 
liaison between researchers and clinicians was 
essential. If difficulties were to be avoided, attention 
to detail and an alertness for potential personal 
anxieties was crucial. Given that, it proved readily 
possible to integrate research and clinical needs with 
only occasional problems. 

From the research point of view, the most funda- 
mental concern was whether it would be possible for 
two experienced clinicians with well developed and 
rather different styles of their own to learn to use four 
very disparate experimental styles in a way that both 
felt natural to them and appeared so to the people 
whom they were interviewing. Our experience showed 
that it was possible, The research findings indicated 
that both interviewers were successful in adopting 
four styles which were measurably very different from 
each other. The differentiation between styles and the 
lack of difference between the two interviewers was 
most successful in the case of the fact-oriented 
techniques. The differentiation between styles was also 
good in the case of feeling-oriented techniques but the 
situation was complicated by some continuing differ- 
ences between interviewers. 

It was not that either interviewer failed to use four 
very different styles; to the contrary the findings 
showed that both succeeded well in this. Rather the 
problem lay in the fact that the two interviewers were 
not ideally calibrated with each other. Thus, although 
both differed between styles in their use of feeling- 
oriented techniques, one interviewer had a level of 
usage which was generally higher than the other. The 
main reason for this probably lay in the difficulties in 
providing the interviewers with feed-back on the 
changes in style required to ensure good compar- 
ability. Success in getting interviewers to adopt 


markedly contrasting styles seemed to depend on the 
combination of the use of role-playing, precise 
definition on what was required, the opportunity to 
view interviews on video-tape and analyse them in 
some detail, together with continuing feedback after 
each interview on how successfully styles were being 
followed. We are impressed by the value of both 
video-tapes and role-playing as a means of teaching 
interviewing skills. 


Acknowledgements 


The research reported in this series of papers was 
supported by a grant from the Social Science Research 
Council. The Papers were prepared while Michael Rutter 
was a Fellow at the Center for Advanced Study in the 
Behavioral Sciences, and financial support was provided 
by the William T. Grant Foundation, The Foundation for 
Child Development, The Spencer Foundation and The 
National Science Foundation (BNS 78-24671). 

The study would not have been possible without the 
active collaboration and support of members of the 
Children's Department of the Maudsley Hospital. Parti- 
cular thanks are due to those who took over cases for 
treatment during the experimental phase. 


References 


BALINT, M. & Batint, E. (1961) Psychotherapeutic Tech- 
niques in Medicine. l.ondon: Tavistock. 


Brown, G. W. & RurrER, M. (1966) The measurement of 
family activities and relationships: a methodological 
study. Human Relations, 19, 241-63. 


Cox, A. & Rutrer, M. (1977) Diagnostic appraisal and 
interviewing. In Child Psychiatry: Modern Approaches 
(eds. M. Rutter and L. Hersov). Oxford: Blackwell 
Scientific. 


—— - HoisRook, D. & Rutter, M. (1981) Psychiatric 
interviewing techniques: VI. Experimental study; 
eliciting feelings. British Journal of Psychiatry, (in 
press). 


——- Hopkinson, K. & Rutrer, M. (1981) Psychiatric 
interviewing techniques: II. Naturalistic study; 
eliciting factual information. British Journal of 
Psychiatry, 138, 283-91. 


——- RUTTER, M. & HorsRook, D. (1981) Psychiatric 
interviewing techniques: V, Experimental study; 
eliciting factual information. British Journal of Psych- 
iatry, (in press). 


—— — — YULE, B. & Quinton, D. (1977) Bias resulting 
from missing information: some epidemiological 
findings. British Journal of Preventive and Social 
Medicine, 31, 131-6. 


Dang, A, Hemsiey, R. & Cox, A. A comparison of 
individual and family assessments. (In preparation). 





FINESINGER, J. (1948) Psychiatric interviewing. 1. Some 
principles and procedures in insight therapy. American 
Journal of Psychiatry, 108, 187-95, | 

GEL, M, Newman, R. & RrpuicH, F. C. (1954) The 
Initial Interview in Psychiatric practice. New York: 
International Universities Press. 

Hopkinson, K., Cox, A. & Rutter, M. (1981) Psychiatric 
interviewing techniques: HI. Naturalistic study; 
eliciting feelings. British Journal of Psychiatry, 138, 
406-15. 

Quinton, D., Rurrer, M. & RoWLANDS, O. (1976) An 
evaluation of an interview assessment of marriage. 
Psychological Medicine, 6, 577-86, 





M. RUTTER, A. COX, S. EGERT, D. HOLBROOK AND B. EVERITT 465 


RurrER M. & Brown, G. W. (1966) The reliability and 

. validity of measures of family life and relationships in 

families containing a psychiatric patient. Social 
Psychiatry, 1, 38-53. . 

——~ & Cox, A, (1981) Psychiatric interviewing techniques: 
I. Methods and measures. British Journal of Psychiatry, 
138,273-82. 

Wina, J. K., Briey, J. L. T., Cooper, J. E., GRAHAM, P. & 
ISAACS, A. D. (1967) Reliability of a procedure for 
measuring and classifying ‘present psychiatric state’. 
British Journal of Psychiatry, 113, 499—515. 

——- NIXON, J. N., MANN, S. A. & Lerr, J. P. (1977) 
Reliability of the PSE (ninth edition) used in a 
population study. Psychological Medicine, 7, 505-16. 


nu Michael Rutter, M.D., F.R.C.P., F.R.C.Psych., Professor of Child Psychiatry, Department of Child and Adolescent 
| Psychiatry, Institute of Psychiatry, De Crespigny Park, London SES 8AZ - 


SES 8AZ 


Stella Egert, B,A., Dip.Ment.Heatth, Department of Child Psychiatry, 


Road, London E2 


Antony Cox, M.Phil, M.R.C.P., F.R.C,Psych, Consultant Psychiatrist, The Maudsley Hospital, Denmark Hill, London 


Queen Elizabeth Hospital for Children, Hackney 


Daphne Holbrook, B.A. Dip.Ment-Health, Research Worker, Department of Child and Adolescent Psychiatry, Institute 


of Psychiatry 


Brian Everitt, B.Sc., M.Sc., Reader, and Head of Biometrics Unit, Institute of Psychiatry 


(Received 11 June; revised 28 November 1980) 








Brit. J. Psychiat. (1981), 138, 466-469 


The Extended Munchausen Syndrome: 


A Family Case 


DOROTHY BLACK 


The Munchausen syndrome was first described by a 
physician (Asher, 1951), the classical criteria being 
exaggerated symptoms, factitious physical signs, and 
the tendency to wander between hospitals (Bursten, 
1965). 

The early reports emphasized the medical aspects of 
the condition, defining subgroups related to the 
physical symptomatology. The patients were often 
pejoratively labelled liars, swindlers or malingerers, 
though in many cases no conscious gain could be 
identified. Their management was often punitive or 
legalistic (Blackwell, 1968), and few were referred to 
psychiatrists. Spiro (1968) emphasized the need for a 
psychiatric diagnosis, and noted that only 16 of the 36 
cases described in the literature to 1968 had been so 
assessed. The majority were diagnosed as neurotic, 
psychopathic or hysteric. 

In the last five years paediatricians have described a 
similar syndrome in children (Sneed and Bell, 1976), 
and a related group of conditions where the symptoms 
are invented for children by their parents who give an 
erroneous or distorted history, the so called Munch- 
ausen by proxy (Meadow, 1977; Verity et al, 1979). In 
some cases physical symptoms have been produced by 
giving tbe children potentially harmful substances 
(Rogers et al, 1976), a situation more clearly allied to 
non-accidental injury. In others a spurious pattern of 
illness was produced by tampering with the urine. In 
another case (Kohl et al, 1978) there was maintenance 
of illness by the covert withdrawal of appropriate 
medication by the mother. 

In these reports the main emphasis was on the 
child's presentation of illness, and only brief mention 
was made of the psychological state of the mother, or 
the family psychodynamics. Burman and Stevens 
(1977) reported in one of their cases that the mother 
had afterwards been found to be a Munchausen of 16 
years standing. Lee (1979), reporting a case of Munch- 
ausen by proxy in twins, noted that following the 
removal of the affected children into care, the mother 
herself presented with spurious haemoptysis, and a 
bleeding lesion of the breast which was slow to heal, 
suggestive of self-infliction. Evidence reported in the 
Dauphin of Munchausen case (Sneed and Bell, 1976) 
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suggested that the mother certainly condoned and 
may have been instrumental in falsifying signs in her 
son. 

In the present report the mother was the first to be 
recognized as a Munchausen case, but from the family 
history she gave it was found that her three children 
were affected by proxy. In all four there was evidence 
of an exaggerated and distorted history (given by the 
mother), misleading physical findings, and simulated 
patterns of illness, giving rise to painful and potentially 
harmful diagnostic and treatment procedures. 


Case Report 


Mrs M., aged 30, was referred in 1978 for psych- 
iatric assessment of intermittent depression. She com- 
plained of anxiety, feelings of irritation and aggression 
towards her husband and children, and described 
visual pseudohallucinations of her dead first husband. 
She initially gave no previous psychiatric history, but a 
florid past medical history of multiple renal, gynae- 
cological and neurological problems. She claimed to 
have had abnormal pregnancies and deliveries, and 
stated that her youngest child had agammaglobulin- 
aemia, and that her elder daughter suffered from 
pyelonephritis. 

A survey of her medical notes revealed that from the 
age of 16 years she had been under the care of 22 
consultants. She had been admitted to five hospitals on 
30 occasions. Ten of these admissions were as an 
emergency. Inevitably she had undergone multiple 
haematological, biochemical and radiological investi- 
gations. 

A prominent feature of her case histories was the 
distorted and exaggerated past medical history at each 
new referral. Her family history similarily became 
increasingly florid, either her parental family members 
or her children supposedly having suffered illness 
similar to each of her new complaints. The solitary 
objective finding was a possibly abnormal intra- 
venous pyelogram at age 16, never later seen on further 
investigation. Her complaints of urinary symptoms 
were never associated with positive laboratory 
findings, and there was no evidence on cystoscopy to 
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explain the grossly blood-stained urine samples she 
presented. 

Further search of her records revealed previous 
psychiatric referrals. Her first shortly predated her 
. third pregnancy in 1971. At that time she was described 
as having an hysterical personality, with chronic 
physical ill health. During therapy, in this her longest 
psychiatric admission, she commented ‘fantasy is less 
painful than reality', and also remarked that in child- 
hood she had gained concern by being ill. In her 
second psychiatric admission in 1972, as an emer- 
gency, she was depressed with fears of harming herself 
or her children. The youngest child was then aged four 
months. There was no response to antidepressant 
measures. The main feature of her admission as seen 
in retrospect was her reluctance to be discharged and 
her ability to avoid this possibility by her manipu- 
lative behaviour towards staff. 

Her further two psychiatric contacts in 1974 and 
1977 were brief. Both followed overdose attempts, in 
one of which no biochemical evidence was found to 
confirm her story. Following all her psychiatric 
admissions she failed to keep out-patient follow-up 
appointments. 

She was an only child. Her childhood had been 
disturbed, with parental marital discord, and physical 
violence by her dominant, dogmatic father to both 
herself and her mother. She described her mother as 
being anxious and inadequate. She expressed dislike 
of her father, and little emotion towards her mother. 
During her childhood she had learned that 'being ill' 
protected her from her father's violence, and increased 
her mother's concern. She had never made close 
friends. 

She had been married twice. Her first marriage at 
age 16 when already pregnant, ended with the death of 
her husband in an accident. She confirmed that this 
marriage, precipitated by a premarital pregnancy, was 
to escape from the family. Though she had come to 
idealize her first husband the reality had been an 
immature demanding young man, who pursued his 
bachelor activities throughout their marriage. Again 
pregnant, her second marriage was to a more depend- 
able man, whom nevertheless she compared un- 
favourably with her first husband. He provided her 
with material stability but failed, as she perceived, to 
give her overt affection and emotional support. She 
expressed sexual dissatisfaction in this marriage. 

By her first marriage she had two children, K., a 
boy, aged 14 years, and E. a girl, aged eight years. She 
had a second daughter L. aged six vears, by her second 
husband. She expressed no feelings of affection to- 
wards her children, but emphasized their frequent 
illnesses and the anxiety this had created. She claimed 
her husband left the care of the children to her, and 


had only shown concern about his own child, L., who 
had been found to have hypogammaglobulinaemia at 
birth. 

She stated she was obsessional about her house- 
work, and found the demands of her children in- 
trusive in maintaining her high standards in the home. 
She had little contact with her parents, her father 
remaining critical of her. 

A search was made of her children's hospital re- 
cords. From the birth of her third child onwards they 
showed a similar pattern of frequent emergency 
admissions to several paediatric units under the care 
of a multiplicity of consultants. There was a paucity of 
clinical findings to confirm the mother's claims of 
symptoms. 

Her son K. was less frequently referred than her 
daughters. Most of his admissions were for 'asthma' or 
accidental injury. During his last admission following 
claims by his mother of his irritability and personality 
change following a head injury the previous year he 
denied his mother's story completely. 

Her eldest daughter E. most commonly presented 
with complaints by her mother of either abdominal or 
urinary symptoms. These immediately followed the 
mother's own investigations for similar symptoms. 
Her blood picture on one admission raised suspicion 
that she had been covertly given illicit medication 
either before or during her hospital admission. The 
sudden appearance of haematuria while in hospital 
raised the possibility that blood had been added to the 
urine. As she became older a history of accidental 
injury became more frequent. 

The youngest child L. was found to have hypo- 
gammaglobulinaemia at birth. This had resolved at 
six weeks after birth. Thereafter her mother presented 
her with complaints of urinary or abdominal symp- 
toms. Her admissions were interspersed with those of 
her mother. Like her sister, her later admissions were 
following alleged accidental injury. In one admission 
she was described as showing a ‘watchful silence’. In 
another, a fine petechial rash was noted on her thighs 
and abdomen; no explanation was profered for this. 

During her children's admissions Mrs M. was re- 
garded as being a good attentive mother, though 
occasional comments were made about her over- 
concern. Nevertheless, following discharge the children 
were rarely brought back for out-patient follow-up, 
despite repeated reminder letters being sent. 

As a result of these findings and in consultation with 
paediatric colleagues the children were placed on the 
'At Risk' register and a social worker was involved 
with the family to provide domiciliary support. The 
general practitioner was alerted to the possibility of 
spurious illness in both mother and children. 

Mrs M. continued in supportive psychotherapy with 
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myself at 4-6 week intervals. During these interviews 
her need to be recognized as a significant person and a 
good mother was acknowledged by me. Discussion of 
her feelings of rejection and inadequacy in her child- 
hood, originating in her father's attitude and later 
reinforced by her husband's criticism, allowed her to 
relate her feelings of anger and frustration to her 
physical symptoms. In hospital she felt important, as 
attention. and concern were centred on her. Her 
anxiety about her children's health began following 
the birth of her last child with hypogammaglobulin- 
aemia. Her need to be seen as a good mother led to her 
emphasizing their symptoms. Their admissions to 
hospital provided her with social approval and 
concern, and relieved her from the stress she felt in 
balancing her high standards of household care and 


[] Other 
A Psychiatric 


the demands of the children. Her husband’s expressed 
concern about his own child compared to his criti- 
cism of her increased her resentment towards 
him. 

Since the supportive treatment she more readily 
accepts reassurance rather than expecting medication 
or further medical referral. Up to one year none of the 
four has been readmitted to hospital, and the children 
appear to have escaped further physical harm. Mrs M. 
still regards her husband as unsympathetic, but his 
criticism is less now that she is no longer frequently 
away from the home in hospital. At a recent home 
visit she appeared to have been drinking heavily. The 
possibility that she is using alcohol as an alternative 
defence against her anxiety and anger remains to be 
explored. 
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Amphetamine-Induced Dysphoria in Postmenopausal Women 


URIEL HALBREICH, GREGORY ASNIS, DONALD ROSS and JEAN ENDICOTT 


Summary: 


Dextroamphetamine (0.15 mg/kg) intravenously administered to a 


group of normal postmenopausal women induced a dysphoric reaction with 

drowsiness, annoyance, sadness and anger. Young normal men, receiving the 

same dosage, responded with elation of mood and alertness. It is suggested that 
age and hypoestrogenism may alter the behavioural response to amphetamine. 


Amphetamine is known to induce elevation of 
mood, alertness, and decreased appetite. It may also 
cause nervousness, irritability and agitation and, in 
higher doses—psychosis (Estler, 1975; Angrist and 
Sudilorsky, 1978; Moore, 1978). Due to its euphoric 
and psychostimulant properties amphetamine became 
one of the best known and most widely abused drugs. 
Individual variability in amphetamine-induced be- 
havioural and mental effects was noted as early as 1939 
(Reifenstein and Davidoff, 1939), and it has been 
suggested that there is a continuum of vulnerability to 
effects. of psychostimulants on mood and behaviour 
(Angrist and Gershon, 1980; Janowski et al, 1973). 
The mechanism of psychological response to ampheta- 
mine as well as the causes of individual variability are 
still obscure. 

Experiments with amphetamine in humans have 
been conducted mostly with young males who usually 
respond with mood elevation and stimulation. The 
possible influence of age on the response to ampheta- 
mine has not been sufficiently studied, even though 
related drugs are widely prescribed for older people 
(usually for weight reduction and stimulation). 

We found that intravenously administered d- 
amphetamine induced a dysphoric reaction rather 
than the expected mood elevation in a group of post- 
menopausal women, while mood elevation was in- 
duced in a control group of young normal men. 


Method 

Seven postmenopausal women (ages 46-62) and 
seven young men (ages 24-31) were the recipients of 
0.15 mg/kg d-amphetamine iv. All subjects were 
screened to rule out those with physical and mental 
disorders. The drug was infused over 60 seconds 
through a butterfly infusion set with a heparin lock 
secured in a forearm vein 30 minutes prior to the drug 
administration. Each subject participated in one 
morning (9 a.m.) and one evening (6.30 p.m.) study. 
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The procedures were repeated with the postmeno- 
pausal women using a smaller dose of 0.10 mg/kg 
d-amphetamine. Blood samples for hormonal deter- 
minations were drawn through the canulla every 15 
minutes. (Hormonal results are reported elsewhere— 
Halbreich et al, 1980). Visual analogue scales (Nichol- 
son, 1978) were used to evaluate overall change of 
mood and 10 specific feelings (see Fig) The scales 
were administered at baseline and 15, 45, and 90 
minutes thereafter. 

The data analytic procedures (Dixon and Brown, 
1977) included: (1) analysis of variance on changes in 
the visual analogue scales from baseline to assess the 
effect of period of day (a.m. or p.m.) and sex; (2) t- 
tests performed for the morning and evening studies, 
separately (pooled variance was used when there were 
similar variances, otherwise t-tests using separate 
variances were done); (3) inter-item correlation and 
alpha coefficients of internal consistency to assess the 
tightness of the clusters of change (syndromes). 


Results 

Tables I and II show the behavioural response of the 
young men and the postmenopausal women to the 
intravenously administered dextroamphetamine. 

As can be seen, the individual variability is quite 
large. Despite this variability one can note a signi- 
ficant difference in the behavioural response of the 
women as compared to that of the men. 

The analysis of variance revealed that as opposed to 
the young men, the postmenopausal women res- 
ponded to 0.15 mg/kg d-amphetamine by becoming 
drowsy (F = 5.96, P = 0.031), angry (F = 5.43, P = 
0.038) and sad (F = 8.49, P = 0.013). They did not 
become high (F = 8.49, P = 0.013) or less calm (F 
PTG = 5.73, P = 0.034), as did the men. T-tests 
(two-tailed) performed for the morning and evening 
studies separately revealed significant intergroup 
differences in the evening studies only. The scales of 
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Morning: change of mood i destroanphetanine Ly. 





. Global assessment of mood (happy 4i : ‘depressed — g 











8 —15,5+11,5 
Happy = n7 ~ 3.7+ 6.8 
Drowsy -— 10+ 6.7 21.3+14.3 
Alert. “3,64 6.7 1.0+ 9.9 
Irritable 96+ 8.2 — 4.0+ 5.2 
Calm —13.8 +14.8 ~19.1417.7 
Sedated 12.5+ 6.7 :34.5015.8 (+) 
Annoyed 11.14 1.6 29.8+16.7 
Sad — 1.94 0.7+ 35.1+16.2 (+)* 
High 29.9 -11.24- — 2.0t13.6 . 
Angry — 1.94 1.2 26.6+17.4 








Drug doses in mg/kg body weight. Values expressed as change from baseline in millimetres (mean + s.e.m.) on 100 mm visual 
‘analogue scales. | uoc 
7 Statistical significance (two-tailed t tests) - Uu 
^4- change from baseline, P « 0.05 | 
(+) change from baseline, P = 0.07-0.08 
* postmenopausal women vs. men: P « 0.05 


TABLE II 
Evening: change of mood in response to dextroamphetamine i.v. 
MUNITUM I n tet eeiam eller ttim trt irt c term e 
Young men (n = 7) Postmenopausal women (n = 7) 





0.15 mg/kg 0.10 mg/kg 0.15 mg/kg 
Global assessment of mood (happy +; depressed —) 6.8+ 8.0 0.8+ 6.0 10.7+ 7.2 
Happy 0.0+10.7 | 3.8: 8.3 3.44 7.4 
~11.94 4.54 8:5t 3.8 29.3113.4 (+)* 
9,1:-10.3 6.8+ 6.9 ~ 9,.54+15.7 
16.1+16.0 4.5+ 2.7 26.0+13.1 
~37.14+14.2+ = 6:3 5.3 1.44 8.2* 
6.8--14.8 - 70+ 8.5 15.7+ 9.0 
11.3+11.8 9.3+11,9 28.0+12.7 (+) 
— 4,8t 4.9. 2.3% 4.6 20.7+10.2* 
| 29.3+ 9.7 | 11.5:13.1 — 9.4 5.3** 
9.4+ 9.6 1.0% 1.5 6.84154 . 





Doses and values as ; Table I. 
Statistical significance (two-tailed t tests) 
+ change from baseline, P «0.05 
(--) change from baseline, P «0.07 
* postmenopausal women vs. men: P «0.05 
** postmenopausal women vs. men: P «0.005 


drowsy (P — 0.22), calm nP = 0.037), sad (P = 0.043) 
and high (P = 0.005) were different in postmeno- 
pausal women compared to the young men. The same 
tendency was shown in the morning studies, but the 
difference reached the 0.05 level of significance only in 
the sad scale (P = 0.029). The behavioural response of 
the postmenopausal women to 0. 10 mg/kg d-ampheta- 
-mine was minimal. 












The NC women showed a syndromal 
response consisting of. drowsiness, annoyance, sad- 
3 yer in the morning (alpha coefficient of 
tency = 0.91, compared to alpha = 

0.52 of the young 1 ien). The same dysphoric syndrome 
was shown in the evening study, but included increased 
alertness. Again the alpha for the women was high 
(alpha — 0.72) and that for the young men was low 
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Fic 1.—The evening behavioural and emotional response 
to 0.15 mg d-amphetamine i.v., as measured by visual 
analogue scales (bars represent changes from baseline). 


(alpha — 0.26). The morning-evening difference did 
not reach statistical significance. 


Discussion 

The exact mechanism of the dysphoric reaction to 
amphetamines is obscure (as is the mechanism of the 
more commonly observed euphoria). It was reported 
to be related to baseline conditions like personality 
(Lasagna et al, 1955; von Felsinger et al, 1955) or 
depression (Checkley, 1978). 

Amphetamine is believed to act by selectively 
releasing newly synthesized catecholamines (CA) 
(Moore, 1978), «-Methyl-tyrosine (which antagonizes 
the synthesis of CA) was found to be an effective 
antagonist to the amphetamine behavioural effects 
(Jonsson et al, 1969). Other studies (Jonsson, 1976; 
Gunne et al, 1972) demonstrated that pimozide and 
chlorpromazine (mainly dopamine antagonists) block 
amphetamine-induced euphoria, but that phenoxy- 
benzamine and propranolol (norepinephrine-(NE) 
antagonists) did not. This suggests a possible involve- 
ment of a dopaminergic mechanism in this response. 
However, this issue is not yet clear. 

It is unlikely that the central actions of ampheta- 
mine-like substances are the consequence of the re- 
lease of NE. This was suggested in other clinical 
studies (Martin et al, 1971) which led to the obser- 
vation that the mood response to amphetamine was 








dose-dependent: a small dose induced a feeling of 
well-being which was intensified with increasing 
dosage until the signs and symptoms of nervousness 
started to predominate. In even higher doses, a 
psychotic state may develop. This dose-response 
continuum coincides with extreme variations in 
individual sensitivity to amphetamine effects (Reifen- 
stein and Davidoff, 1939; Angrist and Gershon, 1980). 
This continuum of individual vulnerability to changes 
in mood and behaviour, and perhaps other central 
effects of amphetamine (Janowski and Davis, 1974; 
1976) have also been shown with other related drugs 
such as l-dopa and methylphenidate (Janowski et al, 
1973). 

Chronic use of cutecholsimineienieinu agents, as 
well as a decrease of catecholamine stimulation, can 
both cause less euphoric or more dysphoric effects of 
amphetamines (Angrist and Sudilorsky, 1978). This 
can reflect sensitization which results in a shift of the 
individual's dose response continuum; doses which 
are usually euphoric may become dysphoric or even 
psychotogenic. 

Aging has been shown to be associated with a 
decline in brain dopamine and NE (Bertler, 1961) and 
their biosynthetic enzymes (tyrosine hydroxylase and 
dopa decarborylase, McGeer and McGeer, 1976). 
Aging is also associated with an increase in brain 
monoamine oxidase-MAO (Robinson, 1975)—a major 
CA catabolic enzyme. It is possible, then, that this age- 
related decline in CA, coupled with hypoestrogenism 
(another variable that influences CA sensitivity and 
MAO activity) (Kleiber et al, 1971), causes a shift in 
the dose-response continuum in postmenopausal 
women, so that a dose which causes euphoria in the 
less sensitive young men will cause dysphoria in the 
moresensitive postmenopausal women. The hypothesis 
that the dysphoric effect is due to increased sensitivity 
is further supported by the neutral response of post- 
menopausal women to the smaller dose of 0.10 mg/kg 
iiv, d-amphetamine. The hypothesis needs further 
testing by similar studies with elderly men and with 
larger groups of pre and postmenopausal women. 
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An Ultrasound Technique for the Measurement 


of Tardive Dyskinesia 


GEORGE RESEK, JOHN HAINES and PETER SAINSBURY 


summary: A simple and portable ultrasound system, using a transducer 
attached to a pair of spectacles, to measure disorders of facial movement is des- 
cribed and applied to the measurement of tardive dyskinesia. Product-moment 
coefficients of correlation for the split-half and test-retest assessments of reli- 
ability in 20 patients were 0.96 and 0.93 respectively. Concurrent validity was 
confirmed by assessing the consistency between ultrasound scores and time- 
sampled scores based on video films (Pearson r = 0.86). Serial measurements of 
tardive dyskinesia over five months revealed striking individual consistency. 


An ultrasound (US) technique for measuring 
activity and disorders of movement, such as gestures 
(Haines and Sainsbury, 1972; Sainsbury and Wood, 
1977) and hyperkinesis (Montagu and Swarbrick, 
1974), led to the development of a system (Haines, 
1977) for recording ocular movements. The apparatus 
has now been adapted to record and quantify disorders 
of facial movement, with particular reference to 
tardive dyskinesia (TD) since research into this 
common disorder has been hindered by the lack of a 
reliable and practicable method by which to assess 
movements, The techniques already available for this 
purpose, which have been ably reviewed by Gardos et 
al (1977), are unreliable or insufficiently sensitive or so 
cumbersome that they are impracticable and interfere 
with the activity being measured. 

Our purpose is to describe: (1) the apparatus and 
its calibration, (2) the reliability and validity of the 
TD scores obtained with it, and (3) the clinical 
practicability of the method, by using it to assess the 
variation in movement scores of patients with tardive 
dyskinesia over five months. 


Method 
Apparatus 


A 26 KHz ultrasound air transducer (diameter 
23 mm, thickness 12 mm) is attached by two extension 
arms to a pair of safety spectacles so that its active 
area faces the mouth, is located about 5 cm from it, 
and remains in a fixed relationship to both spectacles 
and face. 

The transducer emits and detects ultrasound waves 
continuously by means of the flexural motion of its 
piezoelectric element. Facial movements are detected 


474 


because they disturb the pattern of reflected US and 
give rise to phase differences which either assist or 
damp the flexural motion. Movements greater than 
3 mm generate pulses which are summed and dis- 
played on a cummulative digital counter. Thus the 
counts reflect the global amount of movement. 

The transducer was calibrated by placing it 8 cm 
from the centre of the cone of a 15 ohm impedance 
bass loudspeaker driven by a 3.5 V peak to peak (50 
Hz) voltage which gave a cone excursion of 3 mm, The 
transducer and amplifier were adjusted so that the 
cone movement gave a count of 3000 in one minute. 
Trial recordings from normal volunteers enabled us to 
determine the position and sensitivity of the trans- 
ducer at which neither breathing nor head movements 
affected the measurement appreciably. 


Subjects 


The subjects were selected from patients resident in 
five long-stay wards. They had involuntary choreo- 
athetoid movements of the jaw, tongue or lips of at 
least six months duration but were free of orodental 
problems. Twenty patients were identified. They had a 
median age of 65 years (range 44-75) and a median 
length of stay in hospital of 20 years (1—52). Thirteen 
had a diagnosis of chronic schizophrenia and five of 
bipolar affective psychosis; eight had had a leucotomy. 
Of the two other patients, one had epilepsy with men- 
tal handicap and the other a paranoid state following a 
head injury. Each patient had in the past received not 
less than 100 mg chlorpromazine or its equivalent 
daily for a mean of 11.2 years. Throughout the study 
twelve patients were receiving neuroleptics, eight 
antiparkinsonian agents, four antidepressants, three 








GEORGE RESEK, JOHN HAINES AND PETER SAINSBURY 475 


lithium, three antiepileptics and two diazepam; seven 
patients were also receiving drugs for other systemic 
diseases. 


i | Results 
Reliability 
Patients were observed in a normally furnished 


interview room. To ensure standardized conditions 


during the recording, the patients, who were all 
willing to come along, were asked to sit in the same 
chair, wear the transducer spectacles and watch tele- 
vision for a few minutes, alone, without speaking or 
touching their faces. 

We first needed to estimate the duration of the 
recording period which would give a consistent count 
of the movements made by a patient with TD. To 
achieve this, ultrasound movement scores of the first, 
second and third consecutive minutes of testing were 
compared. One minute recordings were deemed 
adequate as there was little variation from one minute 
to another. 

To assess reliability, one minute was allowed for 
acclimatization and was followed by a recording of the 
movement count during the next minute. After a 
further minute's interval, the count of the fourth 
minute was recorded. For technical reasons the last 


ev three seconds were omitted so that the total counts 


were based on 57 seconds. Throughout the four 
minutes the patients' compliance with instructions 
was monitored through a one-way screen in order to 
avoid the effect of self-consciousness on their spon- 
taneous movements. 

The split-half reliability of the US counter was 
obtained by correlating the sums of counts in alternate 
three-second intervals for each patient. The Pearson 


| product moment correlation coefficient was 0.96 (n = 


The test-retest reliability was assessed by comparing 
the scores obtained during the second and fourth 


-. minutes of a session, as shown in Table I. The Pearson 


r was 0.93 (n = 20). 


Validity 

It had been apparent from observation that facial 
activity and US counts corresponded closely. Never- 
theless, concurrent validity was formally assessed by 
comparing the ultrasound scores with simultaneous 
time-sampled scores obtained from  video-taped 
recordings. The ultrasonic measurements of facial 


movements were again recorded for one minute using : 


the procedure described above. In order to obtain a 


concurrent record of the movements for time-samp-- 


ling, the patient's face was video-taped through a 
one-way mirror. Án audio-marker signal defined 


_ three-second time-intervals, as preliminary trials had 


TABLE I 
Test-retest: Movement scores 


2nd minute 4th minute 
192 213 
186 179 
162 142 
159 118 
144 63 
129 141 
116 103 
115 101 
110 117 
108 108 
83 49 
76 83 
75 71 
22 55 
70 65 
25. 28 
35 15 
23 4 
16 7 
12 2 





Pearson r = 0.93 


shown that three seconds was a practicable interval 
during which to judge whether or not a specified 
movement had occurred. In order to synchronise the 
video and ultrasound records, the video camera 
simultaneously recorded the ultrasonic count through 
a system of mirrors. 

The time-sampled movement counts were then ob- 
tained and are shown in Table II. Preliminary trials had 
established that the facial movements could be most 
easily counted by playing back the videotape at least 
three times in order to observe, with consistency, 
movements of (1) jaw and mouth; (2) the lips; and (3) 
the tongue. For each of these a score of one was given 
for the presence and 0 for the absence of movements 
in each of the nineteen three-second intervals, although 
lip movements were only counted if jaw/mouth 
movements were absent. 

The inter-rater reliability of time-sampling was- 
assessed by comparing the scores obtained by John 
Haines and George Resek. The Pearson product 
moment correlation coefficient was 0.88 (n — 20). 

Concurrent validity was then assessed by measuring 
the correlation between the US scores and the mean of 
the two raters' time-sampled scores (Table II). The 
Pearson r was 0.86. A scatter plot of the data is 
displayed in Fig 1. 


Individual consistency over five months 
In the two sessions described above the records 
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TABLE II 
Time-sampled scores (n = 20) 





Simultaneous 


Rater GR RaterJH Mean ultrasound scores 





14 20 17 78 
31 36 33.5 192 
3 2 2.5 23 
3 3 3 12 
12 13 12.5 $7 
21 36 28.5 124 
22 25 23.5 110 
4 J 5.5 19 
19 19 19 106 
16 21 18.5 56 
25 38 31.5 191 
15 15 15 55 
19 19 19 66 
19 24 21.5 186 
19 19 19 TI 
7 zi 19 114 
23 38 30.5 116 
19 i1 15 29 
15 14 14.5 36 
11 12 11.5 42 
Mean 
16.3 19.6 
SD 7.2 10.8 





were made under standardized conditions at an inter- 
vàl of one month. Further ultrasound measurements 
were repeated two and four months later while 
patients were seated alone, in quiet rooms without 
television on their wards. They were asked to wear the 
spectacles, without speaking or touching their faces, 
for two minutes. Patients were observed unobtrusively 
for compliance, and movements were measured in the 
second minute. We were thus able to compare the 
individual US scores on four different occasions and in 
two different settings as shown in Table III. 

The results showed that there was, over at least five 
months, a relatively constant US movement score for 
each patient. Analysis of variance revealed a non- 
significant difference between scores on the four 
occasions (F(3/57) — 0.46) while confirming a highly 
significant difference between subjects (F(19/57) — 
14.16 P « .001). 

To assess the effect that changes in medication had 
on US scores we compared seven patients (1-7 in 
Table IH} who had had changes in dosage or medi- 
cation during the five months with seven patients 
(8-14) randomly selected from the remaining 13 
whose doses had remained unaltered. Analysis of 
variance revealed no significant difference between the 
two groups (F(1/12) = 0.14). 


200 


Ultrasound 
Score 


0 
0 Mean Videoscore 35 


Fic 1.—Comparison of facial movements in 20 patients 
detected by ultrasound movement counter and rated by 
inspection of visual recording. 








TABLE ITI 
One minute US movement scores after various time gaps 
At At At 
Subjects Baseline i month 3months 5 months 

1 78 159 110 125 

2 192 136* 108 108 

3 23 35 17 17 

4 12 6 2 9 

5 57 76 41 65 

6 124 162 118 139 

7 110 116 163 137 

8 19 16 67 8 

9 106 83 105 114 
10 56 35 70 60 
11 191 144 166 214 
12 55 73 35 61 
13 66 108 116 97* 
14 186 186 230 105 
15 77 110 97 103 
16 114 115 119 81 
17 116 129 60 82 
18 29 35 35 i0 
19 36 72 19 127 
20 42 70 46 60 

Mean 84.45 93.4 86.20 86.1 
51.45 58.05 52.33 


SD 56.74 


* Mean of three other readings substituted as measure 
unavailable because of illness or death. 





~ 
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Discussion 


The apparatus has several advantages over other 
objective methods. It is easy to use and does not 
require previous training. It is compact and can be 
transported by one person who can set it up quickly, 
and recordings should not take longer than two min- 
utes each. Other devices such as the mouth balloon 
transducer (Denney and Casey, 1975), the triaxial 
accelerometer and oronasal airflow ratio (Fann et ai, 
1977), photographic tracing techniques (Klawans and 
Rubovits, 1974) and polygraphic profiles (Jus et al, 
1973) are cumbersome and usually necessitate bringing 
subjects to the laboratory where considerable ex- 
pertise, time, and patient cooperation are required. 
Furthermore, they interfere with the activity being 
measured, whereas the spectacles are fairly un- 
obtrusive. These characteristics may account for the 
fact that there were no dropouts nor complaints, 
whereas, for example, Chien et a/ (1977), when using 
the mouth balloon of Denney and Casey, reported 
that only nine out of 15 subjects completed the tests 
successfully. 

A device of this kind can be expected to have a high 
reliability. Our correlation coefficients were 0.96 for 
the split-half and 0.93 for test-retest assessments. 
Gardos et al (1977) point out that with instrument- 
ation it is usually sufficient to demonstrate stability 
and sensitivity, and we had established that the device 
was satisfactory in these respects while calibrating it. 

The inter-rater reliability of subjective global 
judgements is poor and has rarely been reported, 
while that of rating scales, although requiring training 
and standardized procedures is better established 
(Gardos et al, 1977). The multi-item AIMS, probably 


;the best rating scale, has been shown to have inter- 


rater reliability coefficients of 0.84 and 0.87 (Chien et 
al, 1977 and 1978). However, the test-retest reliability 
of rating scales has been variable. This variability has 
been ascribed to wide temporal fluctuations in the 
syndrome. This explanation, however, cannot be 
reconciled with our findings on consistency. It is more 
likely that both the low sensitivity of rating scales and 
the checking of movements which may result from 
some procedural items, may account for this. 
Although the validity of the technique is manifestly 
high it was nevertheless important to establish it 
formally. The correlation between the time-sampling 
scores and the US counts was 0.86. This might have 
been higher had it not been for errors arising from the 
technical difficulty in scoring the videotapes during 
some three-second intervals; firstly, because, with the 
angled video recorder, the definition of the picture 
was not always very clear; and secondly because, 
despite instructions, patients sometimes altered their 


head positions thus making it difficult to assess move- 
ments. The discrepancy between the two raters' time 
sampling scores, small though this was, would also 
tend to reduce the correlation. | 

The finding that patients with TD maintained 
consistent movement scores over a period of five 
months is particularly interesting, because, unlike 
previous short-term studies, it sheds new light on the 
stability of the syndrome. Not only different settings 
but even changes in medication appeared to have little 
effect. 

AS the criteria for selecting patients for assessing the 
reliability of a device for measuring movements may 
not necessarily be as stringent as in a study designed to 
identify other aspects of TD, we wondered if our 
organic patients accounted for the stability observed. 
However, the analysis of data by two groups of ten, 
one with an organic bias including leucotomy and the 
other without, revealed the same degree of stability, In 
addition, we found a subgroup of patients who had a 
wide variation in the scores obtained on the four 
occasions, as displayed in Fig 2. Whereas 14 patients 
had score ranges of between 10 and 58, six patients 


Ultrasound 
Score 





240 —— 


210 


180 


150 


120 


90 


60 


30 


Individual Means & Ranges over 5 months 
Fic 2.— The variation in ultrasound movement scores in 20 
individuals retested over five months: six differ significantly 
from the other 14. 





478 AN ULTRASOUND TECHNIQUE FOR THE MEASUREMENT OF TARDIVE DYSKINESIA 


had a much larger range of 69 to 124. The difference 
between these two groups is statistically significant, 
and this subgroup of high scorers clearly merits further 
investigation (T = 2.83; P « .01). 

The apparatus may be used to elucidate further 
clues to the pathophysiology by studying the temporal 
changes in individual TD scores under various drug 
regimes. For example, a peak count just prior to the 
next date of injection of neuroleptic would be con- 
sistent with the receptor super-sensitivity hypothesis, 
while an increase in score following an anticholin- 
ergic agent would be consistent with the hypothesis of 

choline-dopamine imbalance. The method can also be 
used for the investigation of psychological and other 
factors affecting the occurrence of movements, e.g. 
stress, self-consciousness, anxiety, etc. 

The acceptability and sensitivity of this method 
commend its use in treatment trials with both large 
groups and single cases. Preventative screening may be 
attempted, prior to the overt onset of movements, in 
patients on maintenance treatment. Also, this method 
can be adapted to provide feedback, as for example, in 
the behavioural treatment of some movement dis- 
orders. 
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Some Electrophysiological Observations in Obsessional States 


K. T. CIESIELSKI, H. R. BEECH and P. K. GORDON. 


Summary:  Averaged evoked potentials were recorded from a group of 
obsessional patients and matched normal controls for three types of visual 
stimulation : passive monitoring of a light flash, a pattern consisting of gratings 
and a cognitive task involving discrimination of two similar shapes. As the 
complexity of information processing required by the tasks increased, differences 
in the evoked potentials of obsessionals became more marked. The main finding 
was of faster latency and reduced amplitude of the N220 component in the 
cognitive task. The relevance of this finding to a Anean of obsessional disorder 


is discussed. 


Obsessional disorders have received considerable 
attention from psychologists over: the last 10 to 15 
years, although most of the effort has been directed 
towards the discovery of effective treatment tech- 
niques, while attempts to understand the mechanisms 
of the disorder have been less evident (Beech, 1974; 
Beech and Vaughan, 1979). 

Current behavioural theories centre on the notion 
that an obsession is learned behaviour which becomes 
established through its anxiety relieving properties. 
However, this simple explanation fails to deal with 
many puzzling features of the disorder, such as why the 
performance of rituals often increases rather than 
decreases anxiety, or how altered mood, rather than 
„environmental experience, serves to activate patho- 
logical behaviour. 

An alternative approach to explaining the pheno- 
- mena of obsessional disorder has involved the search 
for signs of physical abnormalities. The impetus to 
this view comes both from the intractable nature of 
the disorder and its resistance to traditional psycho- 
therapy. For example, it has been reported that the 
type of electrical response of the brain to situations 
involving expectancy (known as the CNV) is 
abnormal in obsessionals (Walter, 1966; Dongier, 
1973), that there is a higher incidence of neurological 
illness in obsessional than in other types of neurosis 
(Grimshaw, 1964), and a recent study of the EEG 
characteristics and neuropsychological test perform- 
ance among obsessionals (Flor-Henry et al, 1979) has 
reported a left-frontal region defect in such patients. 

On the one hand we have the view that obsessions 
are related to anxiety and learning, and on the other 
there is the suggestion of some basic organic dys- 
function. A way may be open to reconciling these two 
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viewpoints by postulating a CNS abnormality of a 
kind which leads to more rapid and fixed learning than 
would be seen in the normal conditioning process, and 
an abnormality which could affect learning in this way 
might involve instability of the arousal system. 

The notion of an unstable arousal system making 
the obsessional vulnerable to rapid and fixed con- 
ditioning has been suggested previously (Beech and 
Perigault, 1974) and this was later developed in the 
context of alterations of mood state (Villa and Beech, 
1977; 1978). The model implies that obsessionals 
would show altered information processing in the 
CNS, so that in the present study evidence of abnorm- 
alities of information processing was sought by 
examining evoked potential (EP) responses. A pre- 
liminary attempt was also made to identify the levels 
of processing complexity at which these abnormalities 
might appear, by eliciting EPs under differing stimulus 
conditions. 

In the field of psychological abnormality evoked 
potential techniques have been used mainly to 
investigate psychotic disorders, both in an attempt to 
localize the brain areas implicated (e.g. Perris, 1974) 
and to identify the information processing failure 
which may characterize schizophrenia (Shagass et al, 
1977). Shagass reports that in chronic schizophrenia 
early components of the EP are of high amplitude and 
low variability, and argues that this implies a deficit in 
the gating of input, leading to impaired information 
processing at a later stage, reflected in lower amplitude 
and more variable later components. Such work seems 
to emphasize the need to elicit visual evoked potentials 
(VEPs) in situations which provoke both early (peak 
latency up to 150 msec) and later components. 
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Method 

Subjects. Eight patients (5 female, 3 male) diagnosed 
as primary obsessional neurotics participated. Their 
mean age was 36.5 years, and all had experienced 
symptoms for at least one year. Four patients were 
taking tricyclic antidepressant medication. Later- 
alization was assessed using the hand and eye tests 
from the Harris tests of lateral dominance (Harris, 
1958). Strong dextral lateralization was found in 
7 patients, and left-handedness with ambivalent 
tendencies in one. The 8 controls were matched for 
sex, age and handedness. All had normal or corrected 
to normal vision. 

Procedure and apparatus. Three types of VEP were 
recorded for each subject in two separate, 1 hour 
sessions. Flash and pattern-grating EPs were recorded 
during the first session. A photic stimulator, placed 
50-cm before the subject's eyes was used to produce a 
brief (10 usec) pulse of blue-white light for the flash 
EPs. 

The vertical sinusoidal pattern gratings (initially 
used by Kulikowski and Kozak, 1967) were generated 
on an oscilloscope screen, with a mean luminance of 
28 cd/m*. Gratings were presented on-off at 2 Hz and 
spatial frequency of 5 cycles/degree. The subject sat 
facing the oscilloscope at a distance of 57 cm, the 
size of the screen being 10° x 8°. The task was passive. 
Subjects were required to concentrate on the centre of 
the screen, marked with 3 dots, from the moment the 
warning signal was given. If a subject wished to rest 
during recordings he could stop the stimulation by 
pressing a stop-button. All VEPs were recorded via 
Fylde Electronics amplifiers with low-high pass of 
1-30 Hz and averaged using Medelec equipment. For 
each type of stimulation (flash, gratings) 64 brain 
signals were averaged. Silver-silver chloride cup 
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electrodes were glued to the scalp using a fast-setting 
collodion. Electrode resistance was maintained 
around 5 K Q. The EP signals were recorded bino- 
cularly. Two active electrodes on the inion and 5 cm 
above the inion were referred to a common mid- 
frontal electrode, 12 cm above the nasion (Halliday, 
1978; Jeffreys, 1977). 

Cognitive EPs were recorded during the second 
experimental session using a procedure standardized 
by Ciesielski and French (1980). Subjects faced a 
white screen (30° x 30°) positioned 171 cm from their 
eyes, the central spot on this.screen being marked 
at all times by a red fixation spot. They were 
first trained to fix upon the central spot using appa- 
ratus for eye movement control (Abadi et al, 1979). 
Three amoeboid nonstructural figures of similar levels 
of perceptual difficulty (Nevskaya, 1974) were applied 
as the stimuli (non-verbal figures). They were combined 
in vertical pairs consisting of two identical figures 
(‘same’) or two different ones (‘different’). The 
number of ‘same’ and ‘different’ pairs was equal. The 
pairs (size 1°30’ x 38") were presented tachistoscopic- 
ally in random order on the screen, the luminance of 
the screen and stimuli being 1.7 cd/m? and 4.1 cd/m? 
respectively. Sixty-four pairs of stimuli were presented 
either 3°30’ to the right (right visual field —RVF) or 
left (left visual field —L VF) of the fixation spot, with 
an exposure duration of 60 msec. With steady con- 
centration on the red spot, the subject’s task was to 
decide whether the presented pair were the same or 
different, indicating this as quickly as possible by 
pressing appropriate buttons. During the experiment 
verbal contact with the subject was reduced to a 
minimum, but short breaks were given after each 32 
presentations of stimuli. 

Silver-silver-chloride cup electrodes were placed at 
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Is ized to within 1 K Q. 
hir ity two signals were averaged i in each visual field of 
| presentation. 


Results 

The most prominent feature of the averaged 
recordings i in flash and gratings (pattern) stimulation 
(Fig 1) is the major positive component (P130) with 
latency 100-140 msec similar to the P100 described in 
clinical studies (Halliday, 1975; 1978), which is 
preceded and followed by smaller negative peaks. 

The peak latency of this component and its ampli- 
tude (measured from preceding peak opposite 





P3 and P4 according to the 10-20 international 
system (Jasper, 1958) and were referenced to common > 
linked earlobe electrodes. Resistance of the electrodes ` 
were maintained below 5 K Q. Left and right homo- — 


gratings EPs, h 
P130 amplitudes 
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laity, as detetitünsd. by visual inspection) were 
jitted to statistical analysis, for recordings 


z obtained with the active electrode at the inion. 







Analysis of flash EPs did not reveal significant 
ifferences bety the peak latencies and peak 
or patients and controls using 
A test. Similar analysis of the 
r, revealed significantly lower 
the recordings of patients (P = 
0.001). The differences in peak latencies were not 
significant (Table T) | 

On the cognitive task, the data were analysed for 
components N220 (latency 190-245 msec) and P340 
(300-380 msec); see Fig 2. Data could only be 
analysed using six of the control subjects as enforced 
changes in equipment for the other two subjects may 
have rendered their records unreliable. 
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EE Group comparison for flash and pattern stimulation 
Obsessionals Controls = | 
S Mean s.d. Mean s.d. | U-Value Significance 
Flash EP | 
. latency (msec) 123 15.8 113 10.3 17.5 ns 
Amplitude (uv) 20.1 5.0 22.4 3.6 24 n.s 
Pattern EP | , 
Latency (msec) 137 9.2 132 sfe 23.5 ns. 
-Amplitude (uv) 6.4 1.9 10.6 1.1 z^ i one 
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-FIG 2, = Cognitive EP's for two representative subjects (one obse: 

control) recorded binocularly from active electrodes at P. i 

stimulation in the left (LVF) or right (RVF). visual field, drawn with positive 
deflections upward. 


abe P == 0,001 (Mann Whitney U, 2 tailed test). n.s. = not significant. 
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tendency to reduced amplitude of the N220 component 


latencies in this group, with the trend being significant 
for the right visual field. Similar findings occurred for 
- the P340 component respecting latency and amplitude, 
but these failed to reach statistically significant levels 
(Table IIT). 

There was no effect of lateralization i in either group 
in that there were no differences in the response 
recorded in each brain hemisphere for stimulation in 
the contralateral visual field. However, as expected, 
responses in the contralateral brain hemisphere were of 
significantly shorter latency and higher amplitude 
than those in the ipsilateral hemisphere. No significant 
correlations were found between electrophysiological 
data and age or length of illness, Medication did not 
appear to have influenced the results. 





Discussion 


The data reported here suggest that obsessional 
patients can be distinguished from normal subjects in 
certain aspects of their VEP records, and such 
differentiation may depend on the level of information 
processing complexity required by the experimental 
task. Abnormalities of EP recordings were thus not 
observed among obsessionals in the simplest (flash 
stimulation) condition. With increasing complexity 
(patterned stimulation) however, the amplitude of 
EPs was significantly lowered, although the latency of 
responses appeared to be unaffected. 

2 The distinction between obsessionals and normals 
~~ was clearest as task complexity was further increased 
~ to include cognitive processes. In pattern discrimin- 
... tion the patient group again showed a significant 
|. reduction in amplitude (N220 component). The shorter 
_ latencies for obsessionals, which were also found, 
|. parallel those reported in psychotic patients 
- - (Shagass and Schwartz, 1965; Saletu et al, 1971) and 

.. this finding may add weight to the argument advanced 
(Flor-Henry et al, 1979) that a link exists between 
obsessional states and psychoses. 

The data for the P340 component showed a similar 
trend to those for N220 but failed to achieve statistical 
significance, a finding that may be attributable to the 
task employed, which emphasizes the N220 component 
(Ritter et al, 1979; Ciesielski and French, 1980). 
P340 abnormalities on the other hand, might be 
more clearly revealed on a cognitive task requiring 
symbolization or verbal activity (Courchesne, 1978), 

One of the few previous electrophysiological studies 
of obsessionals (Flor-Henry et al, 1979) suggests a 

disturbance in the verbal regulation of behaviour, 
, associated with the left brain hemisphere. The results 
' of our study, concentrating on pre-verbal stages of 






= Obsessional patients demonstrated a significant — 


(Table II). This component also revealed shorter | 
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visual information processing, indicate that a problem 


may exist at an earlier stage than verbalization, 





although we would argue that the extent of the 


abnormality revealed increases with the information 
processing complexity involved. 

In our view, an aderequdini of the vagaries and 
complexities of obsessional behaviour requires the 
postulation of some | basic but variable abnormality of 
function. It has been suggested that the nature of this 
abnormality is that of a special potential for becoming 
aroused and exhibiting strong defensive reactions to 
minimal stimulation (Beech, 1971; 1974; 1978) which, 
in turn, implies a disorder of either excitatory or 
inhibitory processes. It is of interest to note, in this 
context, that significant decreases in the inhibitory 
neurohormone serotonin have been found in obses- 
sionals (Yarura-Tobias et al, 1977), In relating this to 
our present findings we would postulate that the 
observed faster latencies might reflect this lack of 
inhibitory control. Given, however, that lateral 
inhibition of sensory signals has the function of 
reducing responses to competing, irrelevant. stimuli 
(Hartline et al, 1956) our finding of lowered amplitude 
could arise from an attenuation of brain response to 
the experimental task due to the concurrent response 
to distracting stimuli (Jane er al, 1962). Future 
research may clarify this point by utilising distraction 
or secondary task interference in the EP recording 
paradigm. 

Finally it is of note. that two of the 8 obsessional 
subjects produced cognitive EPs which were very 
similar to those seen in normals, both in shape and 
amplitude. These two subjects did not appear to be 
differentiated from the remaining patients respecting 
age, clinical status or personal/social variables. 
However, this suggestion of individual differences in 
the clinical group emphasized the tentative nature of 
our current formulation of obsessional states, and 
perhaps indicates the need to take account of variables 
such as background EEG levels and subjective state 
at the time of recording. We consider that our present 
data demonstrate the utility of further research i in this 
direction. 
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Facial Electromyography as a Predictor of Treatment 
Outcome in Depression 


ROBERT M. CARNEY, BARRY A. HONG, MICHAEL F. O'CONNELL 
and HENRY AMADO 


Summary : 


Electromyograms (EMGs) from the corrugator, zygomatic and 


splenius capitis muscle sites and Beck depression inventory scores were obtained 
from 21 depressed in-patients shortly after admission and after two weeks in 
hospital. Contrary to the result of a previous study by other investigators, signifi- 
cant covariation between depressive symptoms and corrugator EMG levels was 
not seen. However, consistent with a second finding of the previous study, initial 
corrugator EMG levels were shown to be significantly predictive of treatment 


outcome. Further, 


initial EMG from the zygomatic was also found to predict 


changes in depression. The explanation is unclear and further research is needed. 


In a series of studies, Schwartz and his colleagues 
have demonstrated that both normal and depressed 
subjects, when asked to imagine events with specific 
affective content, show affect-specific covert facial 
muscle patterning during electromyographic recording 
(Schwartz et al, 1976a; 1976b; 1979; 1980). This 
‘pattern’ corresponds roughly to the muscle patterning 
observed in overt emotional facial expressions. Thus, 
EMG from the corrugator muscle which is located on 
either side of the bridge of the nose, and is the muscle 
primarily responsible for producing a frown, has been 


c: shown to be elevated from baseline levels in subjects 
_ who have been asked to imagine something sad 
(Schwartz et al, 19762). EMG from the zygomatic (the 


muscle extending from the side of the mouth to the 
upper cheek and primarily responsible for producing 
the smile), on the other hand, is significantly elevated 
during happy imagery conditions (Schwartz et al, 
1976b). 

In an attempt to determine the applicability of 
these findings to the assessment of clinical depression, 
Schwartz and his colleagues (1978) found that a group 
of depressed out-patients who showed decreases in 
EMG from the corrugator muscle also showed 
improvement in clinical symptoms of depression as 
measured by the Hamilton rating scale. This relation- 
ship was not found with the Zung self-rating depression 
scale. Furthermore, they noted that subjects with 
higher corrugator EMG showed the most improve- 
. ment in their depression after two weeks of treatment 

with either tricyclic antidepressants or a placebo drug. 
. Schwartz et al stated that the EMG activity measured 
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from the corrugator muscle site is part of a covert 
facial muscle pattern reflecting the level of depression 
for these patients during each assessment period. That 
is, depressed patients have elevated corrugator EMG 
because they are producing covert facial expressions: 
of sadness. When their depression improves, corru- 
gator EMG decreases. 

While this seems a reasonable interpetation of their 
data, previous investigators have reported a general 
hyperarousal associated with depression which 
includes an elevation in EMG from several muscle 
sites relative to normal subjects or non-depressed 
psychiatric patients (Whatmore and Ellis, 1959; 
Martin and Davies, 1965). As no other muscle sites 
were monitored in the Schwartz et al (1978) study, it is 
unclear whether the reduction observed in corrugator 
EMG accompanying a decrease in depressive symp- 
toms is specific to the corrugator and other frown 
related muscles, as predicted by the facial expression 
hypothesis, or would be evident in other skeletal 
muscles as well. | 

The purpose of the following study was to attempt 
to clarify and extend the results of the Schwartz et al 
(1978) study by monitoring EMG from the corrugator, 
zygomatic and the splenius capitis (neck) muscle 
sites in a series of depressed in-patients shortly after 
admission and again after two weeks in hospital. The 
zygomatic is a muscle primarily responsible for 
producing a smile expression and has little involve- 
ment in the production of a frown. As such, its activity 
was not expected to covary positively with depressive 
symptoms. Activity of the splenius capitis muscle was 
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also not expected to show covariation with depressive 
symptoms. 

The second hypothesis in the Schwartz et al study, 
that subjects with higher initial corrugator EMG 
would show the greatest change in their levels of 
depression, was based on the law of initial values 
(Wilder, 1957). That is, the more extreme the values 
obtained at the initial assessment, the greater the 
change observed at the second assessment. If levels 
of depression and corrugator EMG covary, higher 
levels of EMG would be expected to be associated 
with a larger decrease in corrugator EMG, and, 
consequently, with a greater change in depression. 
This also served as the second hypothesis for this 
study. 


Method 

Subjects: Subjects for this study were a series of 21 
newly admitted adult female patients who received a 
diagnosis of primary unipolar affective disorder by 
their attending psychiatrist (and verified by one of the 
investigators) using criteria proposed by Feighner et al 
(1972). These subjects then received the Beck depres- 
sion inventory (BDI) (Beck, 1967). Patients with a 
BDI score of 20 or more were accepted into the study. 
The subjects ranged in age from 19 to 63. Seventeen 
of these patients were receiving tricyclic antidepressant 
medication prior to admission. All were receiving 
tricyclic antidepressant medication shortly after the 
first assessment and at the second assessment period. 

Apparatus: EMG activity from three muscle sites 
was recorded through three pairs of Beckman Ag/AgCl 
miniature electrodes with an interelectrode distance 
of 1.25 cm. A third electrode for each set was used as a 
ground and was placed 2.5 cm from the other two, 
forming an isosceles triangle. Electrode resistance was 
reduced by lightly abrading the skin with an abrasive 
pad. The electrodes were then filled with Redux 
electrode paste (Hewlett-Packard) and attached to the 
appropriate sites with Beckman adhesive electrode 
collars. 

The EMG signals were amplified by three Coulbourn 
bioamplifiers (models S75-01) with the bandwidth 
set at 90-1,000 Hz. The EMG signal was then pro- 
cessed by three Coulbourn integrators (models 876-22) 
and the output of these integrators was recorded on 
counters in units of mV seconds. 

Procedure: Each subject was approached by one of 
the investigators within 24 hours of admission. 
Patients were told, “We are interested in studying the 
relationship between depression and various physio- 
logical functions. In order to do this, you will be asked 
to respond to some questions concerning how you 
have been feeling lately, and then you will be asked 
to relax in a comfortable chair while we monitor 


certain physiological activity by applying electrodes 
to the surface of your skin". Twenty-one of the first 
25 patients who received the diagnosis of primary 
unipolar affective disorder agreed to participate in the 
study. and written consent was obtained. 

Each subject was asked to sit in a large comfortable 
reclining chair and electrodes were attached beginning 
with the corrugator, the zygomatic and splenius 
capitis. The facial muscles were identified by explain- 
ing, “to prevent a weakened electrical signal, we need 
to place the electrodes on the flattest possible surface 
of the skin and away from thick bone structure". The 
subjects were then asked to wrinkle their faces "in 
order to determine the best possible placement". In 
this way the corrugator and zygomatic were made 
distinct and were easily identified. Placements were 
all on the left side of the face. Electrodes were also 
attached to the forearm and a thermistor was attached 
to the middle finger of the non-dominant hand. The 
forearm placement and thermistor were applied to 
obscure the experimenter's primary interest in head 
and facial muscles. 

Subjects were asked to close their eyes and move 
as little as possible to reduce artifact. In order to 
allow subjects to adjust to the experimental situation, 
no data was collected for the first ten minutes follow- 
ing electrode placements. Integrated EMG was 
recorded every 30 seconds for 15 trials. Twenty 
seconds of each 30-second period constituted an 
integration interval with the final ten seconds devoted 
to data recording. If the experimenter detected gross 
movement during any trial, data for that period was 
not included in the final data analysis. The experi- 
menter noted no overt facial expressions from any 
subject during the time of EMG recording. This 
procedure was repeated 14 days after the initial 
assessment for each subject. 


Results 


There were no significant differences between EMG 
recorded during the first seven and last seven 30- 
second trials from any muscle in either session. Thus, 
the EMG data obtained represent stable levels 
within each assessment period. The EMG values 
were averaged over the 15 trials for each subject and 
these means were used in all subsequent data analyses. 

Since the EMG data were not always normally 
distributed, a non-parametric statistic, the Spearman 
rank correlation coefficient (r,) (Siegel, 1956), was 
used to assess the degree of association. A matrix 
showing Spearman's rho values for mean EMG from 
all three muscle sites and for the Beck depression 
inventory scores is presented in the Table. In order 
to determine if changes in mean EMG levels covaried 
significantly with changes in depressive symptoms, 
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differences between assessments one and two were 
calculated for each subject's scores on the Beck 
depression inventory and for mean EMG levels from 
each muscle site. The correlation coefficients (r,) 
between changes in the BDI scores and changes in 
EMG recorded from the corrugator, zygomatic, and 
splenius capitis sites were r, = .25; r, = .16 and 
r, = .03 respectively (all P's >.05). Hence, the 
hypothesis that changes in EMG activity should be 
related to changes in depressive symptoms received no 
support from these data. 

In order to determine if initial resting EMG levels 
serve as a predictor of improvement in depression, 
Spearman’s rho and corresponding z scores were 
calculated for initial EMG levels from each muscle 
site and BDI change scores. The correlation co- 
efficients obtained were r, = .66 (P <.05) for the 
corrugator, r, = .48 (P <.05) for the zygomatic, and 
r, = .13 (P. > .05) for the initial splenius capitis EMG 
level and the BDI change scores. Thus, the initial 
resting EMG from the corrugator and zygomatic 
muscle sites were found to be significantly associated 
with subsequent improvement in depressive sympto- 
matology as measured by the Beck depression inven- 
tory. 

To determine whether the subjects with higher 
initial resting corrugator and/or zygomatic EMG 
levels also had higher BDI scores, initial BDI scores 
were compared with initial corrugator and zygomatic 
EMG. The correlation coefficients were r, = .11 and 
r, = .41, respectively (P’s > .05). 

In order to determine whether the proportion of 
subjects admitted to the hospital on antidepressant 
medication differed between the seven subjects with 
the highest and the seven subjects with the lowest 
corrugator and zygomatic EMG at the initial assess- 
ment, a Fisher’s exact probabilities test (Siegel, 1956) 
was conducted. Five subjects in the high-corrugator 
EMG group and six subjects in the low-corrugator 
group were on medication at the time of admission. 
Five subjects in the high-zygomatic EMG group and 
five subjects in the low-zygomatic group were among 
those admitted on medication. Neither of these 
differences is significant. 


Discussion 


The results of this study do not support the finding 
reported by Schwartz er al (1978) that changes in 
resting corrugator EMG levels over a two-week 
interval were significantly related to changes in 
depressive symptoms. Furthermore, there were no 
significant relationships found in this study between 
changes in EMG levels from two other muscle sites 
and changes in the Beck depression inventory scores. 
However, a second finding reported in the Schwartz 


et al (1978) study, that the subjects with higher initial 
corrugator EMG levels showed greater changes in 
depressive symptoms, did receive support from this 
study. EMG measured at the initial assessment from 
the zygomatic facial muscle site, which was addition- 
ally monitored in the present study, was also found to 
predict change in the BDI scores, although the 
relationship was not as powerful as that obtained for 
the corrugator. 

Subjects with high or low initial corrugator or 
zygomatic EMG levels did not differ significantly with 
respect to initial BDI scores. Only subjects with BDI 
scores of 20 or more were admitted to the study 
(X = 28.6 t 7.01), and all subjects were thus classified 
as moderately to severely depressed (Burns and Beck, 
1978). Of the seven subjects with the highest initial 
corrugator EMG levels, 5 scored 10 or less (non- 
depressed) on the BDI (X = 9.39 3.4) two weeks 
following the first assessment. Five of the middle 
seven subjects also scored 10 or less (X = 9.43 t 7.29). 
Each of the seven subjects with the lowest initial 
corrugator EMG levels had BDI scores well above 10 
(X = 23,86 + 8.75). Thus, the treatment-outcome pre- 
dictive capability of corrugator EMG obtained shortly 
after hospitalization from these patients was both 
statistically and clinically significant. 

The failure to support the first hypothesis concern- 
ing corrugator EMG and BDI covariation does not 
lessen the significance of high initial corrugator EMG 
levels being associated with greater changes in 
depressive symptoms. However, the explanation for 
the finding is presently unclear. Schwartz and his 
colleagues presented their second hypothesis as a 
corollary to the covariation hypothesis. If the corru- 
gator EMG recorded during each assessment repre- 
sents that muscle's contribution to a miniature or 
covert facial expression reflecting the individual's 
affective state, then improvement in symptoms of 
depression should be accompanied by changes in the 
level of resting EMG. If changes in resting levels of 
corrugator EMG covaried with changes in the 
depressive symptoms, given the law of initial values 
(Wilder, 1957) (ie. subjects with higher levels at 
time one will show greater decreases at time two), the 
subjects with high EMG levels should show greater 
changes in depressive symptoms. Our data cannot be 
explained in this way as initial EMG levels are 
significantly predictive of treatment response but do 
not significantly covary with depressive symptoms. 
The seven subjects with the highest initial corrugator 
EMG did show the greatest change at the second 
assessment, as predicted by the law of initial values. 
The mean change in corrugator EMG levels for the 
seven subjects with the highest initial corrugator 
EMG levels was 12.35 + 9.64 uV, with mean changes of 
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84 x.71 uV and .57+.93 uV for the seven subjects 
with the middle and seven with the lowest initial 
corrugator EMG levels. However, all subjects with 
initial EMG levels above 3.0 uV showed considerable 
change in BDI scores (3 change = 19.2 + 5.8, N = 14), 
. whereas subjects below this level showed little change 
(X change = 4.9 + 6.4, N = 7). There was little or no 
measurable advantage to having microvolt levels 
higher than 3.0. 

The reason that subjects with elevated facial EMG 
levels should be more responsive to tricyclic anti- 
depressants, and/or psychiatric hospitalization, and/or 
the passage of time is not clear. Perhaps this hyper- 
arousal is a characteristic of those depressed patients 
whose depressions are more time-limited or more 
responsive to treatment. Additional research with 
larger numbers of subjects will be necessary to clarify 
the relationship between resting corrugator EMG 
levels and treatment success. If this finding continues 
to be replicated, it will be of great significance to 
clinicians who may thereby predict their patients' 
response to treatment. Facial myoelectric research 
may also provide additional insight into the nature 
and treatment of depression. 
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Schizophrenics Fully Remitted on Neuroleptics for 3-5 years 


— lo Stop or Continue Drugs? 


HUNG K. CHEUNG 


Summary: A double-blind comparison between benzodiazepines and neuro- 
leptics was carried out for 13 years on 30 schizophrenics who had hitherto 
continuously received neuroleptics and remained apparently in full remission for 
at least 3-5 years. The benzodiazepine-group had a significantly higher relapse 
rate than the neuroleptic-group, meaning that we cannot stop neuroleptics for 
these patients yet. Three possible reasons for this are (1) demand of the natural 
course of the illness, (2) the fact that the patients agreed to stay in therapy for 
so long may signify a need for therapy, (3) some of the relapses on stopping 
neuroleptics may be 'withdrawal psychosis' after prolonged neuroleptic therapy. 

if withdrawal of neuroleptics is really needed, however, it may be considered 
for a subgroup of female patients whose illness started after the age of 40. 


The findings of a number of major studies have 
established the efficacy of neuroleptic medication in 
Schizophrenia over a range of situations (National 
Institutes of Mental Health, 1964; Prien et al, 1968; 
Leff and Wing, 1971; Hirsch et al, 1973; Hogarty 
et al, 1973, 1974). In a review of 24 controlled studies, 
Davis (1975) concluded that the evidence for the 
efficacy of neuroleptics in preventing relapse is 
overwhelming. 

On the other side of the story, long-term neuroleptic 
medication carries with it the risk of unwanted side- 
effects, Le. extrapyramidal symptoms (Johnson, 1978), 
tardive dyskinesia (Gibson, 1978), weight gain 
(Johnson and Breen, 1979), malignant neuroleptic 
syndrome of hypertonicity and hyperthermia (Vedrine 
1967), the sudden death syndrome (Richardson et al, 
1966), and skin-eye syndromes (Rubin and Slonicki, 
1967). It is therefore logical to maintain patients on 
the lowest dose, for the shortest possible time that is 
compatible with the patient's clinical progress. 

However, there is little information on how long 
regular medication should be continued with the 
expectation of therapeutic benefit to the patient. A 
review of discontinuation studies of oral medication by 
Hogarty ef al (1976) suggested that maintenance 
phenothiazine therapy is required for at least 2 years, 
with their own results suggesting a longer period. 
The samples studied were exclusively chronic patients. 
Johnson (1979) studied patients treated within the 
community with long-acting injections, and found 
that those who defaulted after having been stabilized 
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on drugs for 3-4 years had a higher relapse rate than 
those who continued treatment. 

The latter study suffered from the defect that the 
experimental and control groups were self-selected 
rather than randomized (in other words the group who 
defaulted at follow-up might have had a poorer 
prognosis before the experiment started). I report 
here a double-blind controlled study on randomized 
samples in order to find some answer to this question 
of minimum duration of maintenance therapy. 


Method 
Selection of cases 


Among out-patients attending the South Kwai 
Chung Psychiatric Centre of Hong Kong in the 
summer of 1978 all patients who satisfied the following 
criteria were collected: 


(a) A review of the past medical records confirmed 
the diagnosis of schizophrenia according to 
the criteria of Parkes (1963). (The latter consist 
of Schneider's first-rank symptoms and other 
symptoms diagnostic of schizophrenia, plus 
exclusion-clauses for affective, organic and 
neurotic disorders) All doubtful cases were 
excluded. : 

Their last relapse (defined as a need for 
increasing drug-dosage or hospitalization) fell 
within the range of 36-60 months prior to the 
onset of the present study. (This definition of 
relapse was meant to be a strict one, for a 


(b) 








few of these patients may have had their last. 
relapse more than 60 months earlier). 


(c) Throughout these last 36-60 months thay " 
remained fully remitted while continuously 


maintained on neuroleptic medications, and 
they apparently had not suffered from any 
appreciable personality or social defect as a 
result of the illness (as thoroughly judged from 
clinical observation, report from relatives, 
work record, etc.). 


Design 


Thirty cases fulfilled the criteria. They were then 
randomly divided into two groups of 15 each, so that 
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the groups were dd for age and sex. Using two 
. by two contingency tables, or Student's t test where 
appropriate, there was no significant difference 


between experimental and control groups in any of 
the other parameters tested (see Table I). 

A double-blind controlled trial was carried out. 
Both groups had their drugs changed: one group 
continued to receive active. neuroleptics (though a 
different one from the one previously taken, e.g. 
thiothixene 10 mg was replaced with trifluoperazine 
10 mg, chlorpromazine 50 mg replaced with thiori- 
dazine 50 mg, etc.), while the other group was given 
‘active placebo’ consisting of benzodiazepines (so as 
to maintain some of the non-specific tranquillizing 


TABLE I 


Comparisons between placebo and active groups on various variables before the trial 
(in no. of patients or mean t S.D.) 











Control group Active drug group 
(n = 13 because 2 defaulted) (n = 15) 
(1) Male sex 6 6 
(2) Age at onset of trial 40.3+8.7 years 39.6+8 years 





(3) Length of last remission up to onset of trial 


42.5-- 6.6 months 45.3 7.5 months 





(4) Dosage of neuroleptics at onset of trial (mg chlorpromazine 








equivalents) 165 3-70 mg 139 +78 mg 
(5) Long-acting injections 0 2 
(6) No. of previous admissions 1.5+0.9 1,741.1 





(7) Total duration of previous stay in mental hospitals 


5.35.5 months 4.56.2 months 




















(8) Ageatonset of illness 31.2: 10 years 28.64: 8.5 years 
| (9) Length of illness up to onset of trial 9.23-5.6 years 11.0+4.5 years 
- 46) Secondary education E B 3 
(11) Schizóid premorbid personality 8 13 
(12) Single marital status 3 5 
(13) Presence of preci pitant in any. one of previous episodes 3 ; | 0 
(14) Prominant paranoid symptoms 7 12 
(15) Family history positive i 2 2 
(16) Acute onset de e 0. 
(17) Living alone 0 j 1 
as “Rejected by family | 
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and sedative effects of the neuroleptics). Both groups 
were urged to continue taking the drugs prescribed to 
them in order to prevent relapse and achieve a cure. 
(In fact, all the patients accepted their new drugs 
without complaint). 

The nursing staff helped to control the designated 
prescriptions. They also tested the urines of the 
patients at each appointment for phenothiazines. 

There were two criteria for relapse: 

(a) Recurrence of symptoms of definitely schizo- 
phrenic type, regarded as a relapse under all 
circumstances. 

(b) If the symptoms were not diagnostic of 
schizophrenia, e.g. insomnia or non-specific 
changes in mood, the doctor would try to 
deal with them by any means other than 
antipsychotic drugs or ECT if at all possible. 
However, when the condition became so 
deteriorated that the therapist felt that it 
would become unethical to procrastinate 
further, the patient would be taken out of the 
study and considered as having relapsed. 


The study was terminated at 18 months from the 
start. Patients who had still not relapsed by then were 
asked to fill in the Symptom Questionnaire of Kellner 
and Sheffield (1973), which is a measure of subjective 
distress. 


Results 


Two patients in the benzodiazepine group defaulted 
follow-up and could not be traced subsequently. None 
of the patients in the neuroleptic group was lost. 
Patients on neuroleptics unequivocally did better 
than those on benzodiazepines: 2 relapses out of 15 
against 8 out of 13 (P = 0.01, one tailed, Fisher’s 
exact test), Even if we assume that neither of the two 
drop-outs. from the benzodiazepine group have 
relapsed, we still obtain a statistically significant 
difference (P = 0.025). 

In the neuroleptic group, the two relapses occurred 
at 3 and 12 months respectively from the start of the 
trial. The number of patients involved is too small 
for comment on their time-distribution. In the 
benzodiazepine group, however, 6 of the 8 relapses 
occurred in the first two months, while the other two 
occurred at 6 and 8 months. In this group the time- 
distribution is definitely skewed. 


identification of sub-groups with low relapse-rate 


The data of Table II suggest that females and 
late-onset patients have a significantly better prognosis 
than males and early-onset cases. Comparison in 
other parameters revealed no difference of significance. 
In particular, patients remitted for 4-5 years did not 


show any trend of a lower relapse rate than those 
remitted for only 3-4 years. 

Table IH shows that there was no significant 
difference in the amount of subjective distress in 
the non-relapsed patients in the two groups, as far as 
could be ascertained by the Kellner's Questionnaire. 
There was also no significant difference between the 
two groups in the number of patients who had 
changes in mental or social state not designated as 
relapse but resulting nevertheless in a change in 
treatment. 


Discussion 

The present trial is not epidemiologically based, as 
Leff and Wing (1971) postulated. It is therefore 
essential to be clear to which subset of patients our 
results are applicable, Fig 1 shows the fate of a 
cohort of acute schizophrenics in terms of different 
end groups A-E. Our sample here is Group A and, 
as in most drug-trials in schizophrenics, represents a 
group of intermediate prognosis (Forrest, 1976). It is 
evidently of better outcome than Groups B, D and E, 
because it has not relapsed in 3-5 years, it is compliant 
with treatment, and it is free from residual defects. 
On the other hand, its prognosis is probably worse 
than that of Group C, which remains well despite 
early stopping of neuroleptics. 


TABLE II 
Numbers of relapses in various sub-groups 











Control Group Active drug group 
(n = 13) (n — 15) 
F 2/7 | 0/9 
Sex ——— — »P s» 0.021 
M 6/6 2/6 
Age at z40 0/3 0/1 
onset of | ——————————— *P = 0.035 
illness « 40 8/10 | 2/14 





TABLE III 
Comparison of symptom severity in those who stayed well 





Kellner’s symptom questionnaire 





score P 
Control group 
(n = 5) 26.2 9.9 (S.D.) 
N.S. 
Active drug group 
(n — 13) 21.3 46.8 (S.D.) 





(A higher score means more symptoms. Maximum score 
possible = 92.) 
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Clinically, the decision to treat or not to treat is 
relatively simple for Groups B, D and E: the decision 
will be to treat under normal circumstances. For 
Group C, we cannot, and probably need not, treat. 
It is Group À which puts us in dilemma, and it is the 
purpose of this paper to find some solution to this 
problem. 

Our finding suggests that for Group A continuation 
of neuroleptics is still essential for the prevention of 
relapse, despite the fact that they have been fully 
remitted while on drugs for a continuous period of 
3-5 years. It also suggests that neuroleptics do 
something which benzodiazepines cannot. 

There is no indication that patients remitted for 
S years have a better chance than those remitted for 
3 years, Johnson (1979) thought that "this must 
..suggest that drugs are doing no more than suppressing 
symptoms" rather than altering the course of the 
ilinéss. An alternative explanation, however, may be 
that those with the best prognosis may successfully 
drop out of treatment (i.e. go into Group (C)), and 
those who stick to the therapy for so many years may 
somehow feel the need to continue medications for 
their perfect mental health. Our Kellner scores did not 
lend positive support to this hypothesis. However, it 
must be borne in mind that our control-group was on a 
benzodiazepine which might itself have exerted 
therapeutic effect on neurotic symptoms. If this is so, 
it means that we may prescribe benzodiazepines for 
neurotic distresses of schizophrenics, but may not rely 
on them for the prevention of relapses. 

The majority of relapses occurred within the first 
two months of stopping neuroleptics. Chouinard er al 
(1978, 1980) proposed, in patients who had taken 
neuroleptics for many years, the existence of a 

neuroleptic-induced supersensitivity psychosis”, 
which is a dopamine-rebound in the mesolimbic 


region akin to the tardive dyskinesia produced 
., through change in the neostriatal receptors. An 
Em implication is that the tendency towards psychotic 
" relapse in a patient who has developed such a super- 
sensitivity is determined by more than just the normal 
Course of the illne s. In other words, the patient has 










tc the drug, with abstinence syn- 
dromes consis ig of psychosis and tardive dyskinesia. 
However, in our sample none of the relapsed patients 
developed any significant dyskinesia upon withdrawal 
of neuroleptics. - 

Another implication of this quick occurrence of 
relapse is that ‘drug holidays’ are probably precarious 
for this group of patients, especially as the usefulness 
of a drug holiday is still not yet clearly established. 

We isolated two good prognostic factors: 

Late age of onset: We found that patients who 
started to. become schizophrenic at the age of 40 or 
over had a better prognosis than the earlier-onset 
cases. This finding is in keeping with a polygenic 
hypothesis for schizophrenia (Edwards, 1960; Shields, 
1967)— patients with a weaker predisposition tend to 
develop the illness later in life. Feighner et al (1972) 
used onset before age 40 as one of the criteria for the 
diagnosis of schizophrenia, and it was found by Bland 
and Orn (1979) that cases diagnosed schizophrenia 
which did not fulfil the criteria of Feighner et al had a 
better outcome than the Feighner-criteria cases. 

Female sex: This study confirms Lo and Lo's 
(1977) finding in their 10 year follow-up of Chinese 
patients in Hong Kong that females had a better 
prognosis. (Incidentally, they used an entirely different 
population from that of the present study). Numerous 
other studies also supported the same finding (Rennie, 
1939; Guttmann et al, 1939; Wing et al, 1964; Slater 
and Cowie, 1971; Allon, 1971; Forrest and Hay, 
1972; Offord, 1974; Affleck et al, 1976). The number 
of patients in each sub-category is admittedly small, 
but the fact that these two factors can emerge as 
statistically significant despite the small numbers 
serves only to emphasize their importance. 
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Identity Alterations and Prognosis in Schizophrenia 


PAUL E. YARDEN and CHARLES S. RAPS 


Summary: Delusions of altered personal identity were studied over a four-year 
period in 53 young schizophrenic in-patients divided into 13 with persistent 
delusions, 16 with fleeting delusions and 24 with. no delusions of identity 
alteration at first examination. The three groups were clinically otherwise 
comparable. Follow-up showed that those with persistent delusions of altered 
identity had a poor prognosis and deteriorating course. 


Delusions of altered personal identity are known 
symptoms of schizophrenia. Patients who exhibited 
delusional personality alterations were common in the 
institutional settings of the past (Kraepelin, 1919). 

Bleuler (1911) described such identity alterations in 
detail. He considered them as accessory symptoms 
dependent on delusional trends. Bleuler thought that 
persistent alterations were indicative of a deteriorating 
course. Bleuler's observations must be reconsidered 
: -Since delusions of altered personal identity, similar to 
some other features of schizophrenia, may have been 

reinforced and maintained by institutional experiences 
(Wing and Brown, 1970). Freeman et al (1958) sug- 
gested that disturbances in the maintenance of self- 
identity might be a core psychopathological feature in 
chronic schizophrenics. Alterations of personal 
identity have also been reported in neurosyphylitic 
psychoses with grandiose expansive delusions, (Varma, 
.1952); and in hysterics and multiple personalities with 


dissociative trends in whom no other characteristic 


schizophrenic symptoms were found (Larmore et al, 
1977). 

The present authors are impressed with the adverse 
consequences of delusions of personal identity alter- 
ation in schizophrenics, There is a paucity of recent 
clinical studies in the relevant literature on this sub- 
ject, despite the abundance of theoretical speculations 
(Federn, 1952; Arieti, 1955; Guller, 1966). 

This follow-up study was, therefore, initiated to 
investigate delusional alteration of personal identity 
in a representative sample of young schizophrenics and 
evaluate the clinical and prognostic significance of 
such symptoms. 


Population and Methods 
All cases of schizophrenia admitted to a unit of the 
. New York State Northeast-Nassau Psychiatric Center 
during the one year period between April 1, 1974 and 
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March 31,. 1975. were studied and followed for a 
period of four years. This unit served a geographic 
catchment area for approximately 150,000 people in 
the suburban Nassau County, New York. The unit 
had its own in-patient, out-patient, aftercare, day 
hospital, home visiting and placement services. 

During the first year of the study 57 patients were 
admitted to the unit with a diagnosis of schizophrenia. 
The diagnoses. were reviewed and they all met the 
RDC criteria for schizophrenia (Spitzer and Fleiss, 
1974; Spitzer et al, 1975), Particular attention was paid 
to the presence of delusions of alteration or con- 
fusion of personal identity, misidentifications, and 
disordered awareness of time and place. Information 
about the presence or absence of such delusions of 
altered personality was obtained from various 


sources, These included weekly clinical examinations 


for a period of two months after admission by one of 
the authors (P.Y.), case records, discussions with the 
ward’s nursing staff, and interviews with the patients’ 
families. Alteration of personal identity was diagnosed 
if the patient said that he was somebody else, called 
himself a fictitious name, or reported himself to be 
two or more persons. Such delusional statements had 
to be made unambiguously, repeatedly, and con- 
firmed for the reliability by staff, family or others. 
Depersonalization experiences such as feeling distant, 
detached, strange or unreal were by themselves in- 
sufficient. Patients who were drug abusers or alco- 
holics were not included in the study. The patients 
were given follow-up examinations by the authors 
two and then four years after their original admission 
date. Of the 57 original patients, four could not be 
followed and the final sample consisted of 53 patients. 


Results and Discussion 
The 53 patients were divided into three groups: 13 
patients (6 females, 7 males) who during the two 
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months of initial observation persistently verbalized 
delusions of personal identity alteration; 16 patients 
(4 females, 12 males) who expressed such delusions 
fleetingly; and 24 (9 females, 15 males) who did not 
express such symptoms. 

The mean age at study admission for patients in the 
persistent identity alteration group was 28.5 years, for 
the fleeting alteration group was 29.0 years, and for the 
no alteration group was 26.9 years. The mean ages at 
first hospitalization for the three groups respectively 
were 23,4 years, 24.9 years and 24.7 years. Two 
analyses of variance revealed no differences between 
the groups on these variables. 

The Table presents data comparing the course of 
the illness during the four years of the study for the 
patients in the three groups. The table shows that 
patients with persistent delusions of identity alter- 
ation, relative to patients in the other two groups, 
spent more time hospitalized, were more likely to 
show disordered awareness of time and place, and 
were less likely to work. Additionally, the likelihood 
of working decreased for both the fleeting and no 
alteration patients from admission to four-year 
follow-up. There were essentially no differences 
between fleeting and no identity alteration patients. 

Of the 13 patients who persistently presented iden- 
tity alterations during the admission period, 10 main- 


tained such delusions at the two-year follow-up and 
nine at the four-year follow-up. Of the sixteen who 
were only fleetingly delusional, two presented the 
symptom at the two-year follow-up and two at the 
four-year follow-up. Of the 24 patients who did not 
show such delusions, none presented such symptoms 
at the 2 and 4-year follow-ups. 

Of the 13 patients with persistent identity alteration, 
two clinical subtypes could be distinguished. Seven 
patients presented new identities congruent and con- 
sistent with affect-laden delusions. In these patients, 
false identities became fixed and were maintained for 
years. Six other patients were never sure who they 
really were. They changed their identity haphazardly 
in response to outside influences. 

These findings indicate that delusional alterations of 
personal identity are often enduring symptoms in 
schizophrenics, indicative of a poor prognosis. This 
supports Bleuler's observations that persistent iden- 
tity alterations are associated with a deteriorating 
course, 

It is of some interest that patients with persistent 
identity alterations were also often unaware of their 
correct age, the day, date and year, or misidentified 
where they were. These patients present characteristics 
of an organic psychosis, although no other evidence of 
organicity was found. It is possible that some patients 


TABLE 
Data comparing course of illness in three groups of schizophrenics 

















Persistent identity Fleeting identity No identity 
alteration alteration alteration 
(n — 13) (n = 16) (n — 24) 
Duration of hospitalization in mean number of 
months during four years of study 33,5 16.0** 13.4** 
Number of patients with disordered awareness of 
time: , 
Admission 6 4 0** 
2-year follow-up 6 "s o** 
4-year follow-up 8 I** j** 
Number of patients with disordered awareness of 
place: | 
Admission : 6 a 1* 
2-year follow-up 3 1* 0* 
4-year follow-up 3 o^ 0* 
Number of patients who perform no work: 
Admission 10 4* AT 
2-year follow-up 10 = St" 
4-year follow-up | 10 9 7* 





The significance levels apply to a comparison between the fleeting or no alteration group and the persistent alteration 
group (two-tailed test on the difference between proportions): *P «.05; **P <.01. 
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knew the correct time and place, but were unmotivated 
to give appropriate answers (Fish, 1962) These 
findings correlate well with recent investigations on 
organic brain damage in chronic schizophrenics 
. (Johnstone et al, 1976; Stevens et al, 1978; Crow and 
— Stevens, 1978; Johnstone et al, 1978). They showed an 
association between radiographically (CT) demon- 
strable structural brain damage and organic symptoms 
such as age disorientation and intellectual impair- 
ment in chronic schizophrenics. 
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Study of HLA Antigens among Japanese 


Schizophrenics 


AKIO ASAKA, YUJI OKAZAKI, IKURO NAMURA, TAKEO JUJI, 
MITSUKO MIYAMOTO and BUN-NOSHIN ISHIKAWA 


Summary : 


HLA antigens were typed among 136 Japanese schizophrenics. 


Increased frequencies were seen in A9 (Aw24), A10 (A26) and Bw54, and 
decreased frequency in B40 antigens when compared to 187 Japanese controls. 
It is suggested that there may be an association between A9 (Aw24) and 
schizophrenia with a chronic-progressive course and also an association between 


A10 (A26) and hebephrenia. 


The relationships between HLA antigens and 
various diseases has received much attention in recent 
times (Sasazuki et al, 1977). Concerning endogeneous 
psychoses, and in particular schizophrenia, several 
studies have been performed in different countries 
(Eberhard et a/, 1975; Smeraldi et al, 1976; McGuffin 
et al, 1978; Ivanyi et al, 1978; Julien et al, 1978; 
Crowe et al, 1979). The present article deals with the 
association between HLA antigens and schizophrenia 
in Japan. 


Methods 


The subjects were 136 unrelated schizophrenics 
admitted to a mental hospital from November 1977 to 
June 1978, consisting of 74 males and 62 females. 
Patients were chosen who showed characteristic 
schizophrenic features such as thought disorder, 
emotional disturbances and disturbances of volition 
and the self with or without delusions and hallucin- 
ations. They were mostly hebephrenic or catatonic. 
The age of the patients ranged from 24 to 74 years 
(mean: 40.0 years), and duration of the illness from 4 
to 34 years (mean: 15.2 years). Patients who were 
mentally retarded, posttraumatic, drug dependent or 
other "Kórperlich begründbar" psychotic were all 
. excluded from the present sample, even if they showed 
schizophrenia-like symptoms. 

HLA antigens of A-locus and B-locus were typed by 
the method of microlymphocytotoxity test (Miya- 
moto and Juji, 1978) at the Blood Transfusion Service, 
Tokyo University Hospital. The control HLA fre- 
quencies were obtained from 187 healthy subjects 
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HLA-typed at the same Blood Transfusion Service. 
The significance of difference between the two groups 
was assessed by chi-square test including Yates’ 
correction and Fisher exact probability test. 


Results 


Phenotype frequencies of HLA antigens in schizo- 
phrenics and controls are shown in the Table. The 
frequencies of A9(Aw24) and A10(A26) antigens were 
significantly higher in schizophrenics than in controls. 
The figures of relative risk were 1.98 and 1.89, and 
those of probability 0.002 and 0.017, respectively. 
Higher frequency of Bw54 was seen in schizophrenics, 
and the relative risk was 2.01 (P = 0.014). Lower 
frequency of B40 was observed in schizophrenics, and 
the relative risk was 0.59 (P = 0.019). When the cor- 
rected probability for avoiding type I error was taken 
into account, by multiplying the original probability 
by the number of antigens tested, the figure in 
A9(Aw24) antigen was 0.052 (0.002 x 26), which was 
significant approximately at the level of 5 per cent. 


Discussion 


The results of increased frequency of A9(Aw24) 
among schizophrenics in Sweden (Eberhard et al, 
1975), in France (Julien et al, 1978) and in USA 
(Crowe et al, 1979) are in accordance with ours. 
Eberhard et al (1975) reported that A9 was mostly 
seen in older patients and suggested that A9 might be 
associated with schizophrenia with a chronic course. 
The frequency of A9(Aw24) antigen in the present 
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TABLE 
Phenotype frequencies of HLA antigens in schizophrenics and conte 




















Schizophrenics Controls : 
| (N = 136) (N = 187) E Fisher exact 
HLA Relative Chi-square probability 
antigens N Yo N yA risk test test 
Al 1 0.7 2 1.1 0.69 0.08 0.168 
A2 54 39.7 60 32.1 1.39 2.00 0.937 
A3 0 0.0 3 1.6 0.00 0.80 0.193 
A9 (Aw24) 86 63.2 87 46.5 1.98 8.84 0.002 
A10 (A26) 34 25.0 28 15.0 1,89 5.10 0.017 
A11 14 10.3 32 {7.1 0.56 3.00 0.056 
Awl9 20 14.7 31 16.6 0.87 0.21 0.384 
Aw30 0 0.0 l 0.5 0.00 0.03 0.579 
Áw31 15 11.0 18 9.6 1.16 0.17 0.726 
Aw33 4 2.9 6 3.2 0.91 0.04 0.580 
Aw34 0 0.0 5 2.1 0.00 2.15 0.063 
B5 52 38.2 8l 43.3 0.81 0.84 0.212 
BwS51 19 14.0 38 20.3 0.64 2.18 0.091 
Bw52 22 16.1 24 12.8 1.31 0.72 0.844 
B7 12 8.8 24 12.8 0.66 1.28 0.171 
B12 15 11.0 28 15.0 0.70 1.06 0.194 
B13 3 2.2 3 2.7 0.82 0.01 0.545 
B15 33 24.3 36 19.3 1,34 1.18 0,889 
Bi7 0 0.0 2 1.1 0.00 0.24 0.334 
Bw16 12 8.8 13 7.0 1.30 0.39 0.798 
Bw38 0 0.0 2 1.1 0.00 0.24 0.334 
Bw39 | 3 2.1 10 5.3 0.96 0.01 0.573 
so. BAO 36 26.5 71 38.0 0.59 4.70 0.019 
w^ Bw35 21 15.4 28 15.0 1.04 0.01 0.609 
E Bw54 31 22.8 24 12.8 2.01 5,53 0.014 
(0 Bw46 -— 12 8.8 | 010]-2 6.4 1.41 0.66 0,848 
“subjects was higher in those aged 40 years and older References 





(50/75) than in those younger than 40 years (36/61), 
although it did not reach the statistically significant 
level. Thus, there may be an association between 
A9(Aw24) antigen and schizophrenics with chronic 
and progressive traits. - 

Smeraldi et al (1976) indicated a higher frequency of 
Al in hebephrenics than in paranoids. McGuffin et al 
(1978) showed that patients with first rank symptoms 
had a higher frequency of Al than controls. Crowe 
(1979) reported that a higher frequency of A10(A26) 
was seen in hebephrenics than in controls, and the 
present results showed increased frequency of 
A10(A26) in our subjects many of whom manifested 
- hebephrenia. Thus, there might also be an association 
between hebephrenia and A1 or A10. 
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A Study of Naloxone with Schizophrenic and Manic Patients 


BRIJ B. SETHI and RUDRA PRAKASH 


Summary : 


Eleven schizophrenic and three manic patients were randomly 


administered 0.3 mg/Kg b.wt. of naloxone or placebo in a drug-free state 
using a double blind procedure. BPRS and CGI were employed for making 
periodic assessment of mental status; the MRS was additionally used for manic 
patients. The authors discuss their findings, which are essentially negative. 


Clinical investigations of psychotic patients with 
naloxone have yielded inconsistent data (Gunne et al, 
1977; Volavka et al, 1977; Watson et al, 1978; Gunne 
and Terenius, 1978; Lehmann et al, 1979; Lipinski et 
al, 1979). The discrepancy of observations has been 
ascribed to variations in the dose of naloxone (Ver- 
ebey et al, 1978) and duration of observation (Emrich 
et al, 1978). In this communication we present our 
findings with respect to therapeutic effectiveness of 
naloxone in a group of schizophrenic and manic 
patients. 


Methods 
The patients were taken from the in-patient psych- 
iatric unit of GM and Associated Hospitals, Luck- 
now, which extends therapeutic services only on a 
short-term basis. Twelve schizophrenic patients 
(9M:3F) whose ages ranged from 18 to 45 years were 


admitted to trial. The majority of patients had an 


illness of recent onset (N = 10), showed hallucinatory 
behaviour (N = 7), and had been on irregular and/or 
inadequate neuroleptic medication prior to hospital- 
isation (N — 7). 

Four manic subjects (all male), aged 24, 58, 40, and 
38 also participated. All patients had had depressive 
phases in the past, and at the time of admission to trial 
showed a full-blown manic picture. Only one patient 
had received oral neuroleptics in the conventional 
dosage prior to his admission and the remaining three 
subjects had received irregular treatment. 

However, one schizophrenic and one manic dropped 
out owing to the appearance, respectively, of a steep 
rise in blood pressure and a depressive phase following 
the first injection, so 11 schizophrenic and three manic 
patients were studied. 

Each patient was independently examined by two 
psychiatrists who reached a diagnostic consensus 
employing the ICD, 9th edition (WHO, 1977). The 
possibility of coexisting physical disorders was ruled 
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out. Although only two schizophrenics and one manic 
were receiving oral neuroleptics in conventional 
dosages prior to selection, all patients were kept in a 
drug-free state for one week without regard to their 
previous histories of medication. During this wash-out 
period, emergency situations were dealt with by oral 
nitrazepam and/or phenobarbitone as required. 

Informed consent was obtained in each case before 
admission to trial: The Brief Psychiatric Rating Scale 
(BPRS) (Overall and Gorham, 1962) and the Clinical 
Global Impression Scale (CGI) were administered 
1/2 hours before and after every injection, and then 
hourly for six hours. The Mania Rating Scale (MRS) 
(Beigel and Murphy, 1971) was also used for evalu- 
ation in the manic group. 

A double-blind, placebo-controlled, crossover design 
was adopted to study each case who randomly 
received subcutaneous injection of 0.3 mg/Kg body 
weight of naloxone or placebo at the same time of day, 
on two different days. Patients who exhibited a 
favourable response on the naloxone-day were 
administered five additional injections of naloxone/ 
placebo, the sequence of which was randomly deter- 
mined. 


Results 

Schizophrenics: The ratings of only the BPRS were 
subjected to statistical analysis and a y? test was used 
to find the relationship, if any, between therapeutic 
response and the type of substance administered to 
patients. The two treatment groups (naloxone and 
placebo) were compared in terms of scores on indi- 
vidual parameters of the 16-item BPRS as well as the 
total scores. In order to achieve this aim the frequency 
distribution of subjects showing an increase, no 
change and a decrease in scores was derived. However, 
the statistical treatment could not differentiate bet- 
ween the response of patients in the two treatment 
groups. If any, a paradoxical finding was noticeable 
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number of patients showed an increase (P. « 0.05) in 
the scores on the 4th parameter of BPRS, ie conceptual 
disorganisation. Besides, it was observed that three of 
our patients showed a relatively favourable response 
to the first injection of naloxone, but during the 5 sub- 
sequent injections of either naloxone or placebo, the 
response did not seem to have a significantly specific 
relationship with the type of substance. 

Manics: A similar statistical procedure was adopted 
to analyse the data of manic individuals, except for the 
use of the y? test, since the sample was too small to 
merit its application. In addition, the mean scores for 
the elation-grandiosity subscale of MRS were also 
derived to evaluate therapeutic response. The elation- 


9---0 PLACEBO 
$9 NALOXONE 


INJECTION 





PRE 1/2 i 2 3 4 $ § 7 


TREATMENT ———————— HOURS 





* BEIGEL & MURPHY (1971) 
FiG 3, 





™ 
5 











BRI B. SETHI AND RUDRA PRAKASH 503 


grandiosity subscale consisted of item nos. 2, 7, 21 and 
26 of the 26-item MRS. The results obtained with the 
two evaluational tools were largely negative. 


Discussion 


.. Our findings are in line with the growing body of 

data against a therapeutic role of naloxone both in 
schizophrenia (Volavka et al, 1977; Gunne and 
Terenius, 1978; Lipinski et al, 1979) and in mania 
(Davis et al, 1977; Huey et al, 1980). A striking 
procedural difference in our study was a subcutaneous 
route which was used to administer naloxone/placebo 
conveniently to drug-free patients. However, a recent 
study, employing an identical methodology exclusively 
with manic patients, reports comparable findings 
(Davis et al, 1980). It is possible that, owing to 
differential affinity to opiate receptors, antagonists 
such as naloxone are not the appropriate tools for 
-. uncovering multidimensional central roles of enkepha- 
lins, as was concluded by Mackay (1979). 
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Psychiatric Effects of Alternate Day Steroid Therapy 


CHRISTOPHER CORDESS, MARSHAL FOLSTEIN and DANIEL DRACHMAN 


Summary: The prevalence of emotional disorder in a total of 72 patients 
suffering from myasthenia gravis or from peripheral neuromuscular disorders 
was assessed, using the General Health Questionnaire and Present State 


Examination. 


Approximately half the patients were being treated with an alternate day 
regime of prednisone, receiving high dosage one day and low the next. Emotional 
disorder was found to be less prevalent among these patients than among 
patients not on steroids. The significance of the finding is discussed. 


Since the introduction of treatment with adreno- 
cortical steroids and adrenocorticotrophic hormone 
in the late nineteen-forties and early nineteen-fifties, 
the physical benefits and side effects of such treatment 
have become well known and established. However, 
the pattern and incidence of psychological changes and 
psychiatric side effects with steroid treatment remain 
in some dispute. 

From the time of the introduction of these drugs 
there have been reports of a high incidence of minor 
mood change, particularly euphoria but also depres- 
sion, irritability and emotional lability. Estimates of 
the incidence of these minor changes vary according 
to the criteria used ; none of the studies in the literature 
makes any objective assessment. There is consensus, 
however, that the changes are common. 

Previous authors have been more precise in stating 
the incidence of psychosis associated with steroid 
treatment. Two fairly recent studies, the Boston 
Collaborative Drug Surveillance Program (1972) and 
Hall et al (1979) concur in finding an incidence of 
approximately five per cent in patients treated with a 
dosage of prednisone of 40 mg or more daily, or its 
equivalent. This finding is in agreement with the 
estimate of Michael and Gibbons (1963). In the Boston 
study the incidence of psychosis was much less at a 
dosage below 40 mg daily, while at 80 mg or more 
daily it was 18 per cent of all those treated. In Hall’s 
study (1979) psychosis set in at a mean of six days 
(range 2-23 days) after the institution of therapy. 

There has been less agreement concerning the form 
of the psychosis, and Hall (1979) comments that there 
is nothing characteristic of steroid psychoses except 
variability. He suggests that this variability of symp- 
tom presentation may explain the frustration felt by 
previous authors in attempting to classify these 
reactions. 
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Despite much speculation in the earlier literature 
concerning the influence of previous personality or 
previous psychiatric illness upon the incidence and 
form of the mental changes following steroid treat- 
ment, there is no satisfactory evidence of the predictive 
value of either factor. No studies have made use of 
objective measures of personality. 

It was the aim of the present study to assess the 
overall incidence of psychiatric sequelae, including 
minor effects, using established standardized measures. 
The patients investigated were all being treated with an 
alternate day regime of prednisone—high dose one 
day, low dose the next. This mode of steroid adminis- 
tration is known to be associated with a lesser 
incidence of physical side effects than are daily 
regimes (Jacobson, 1971). Our study was concerned to 
find out whether this lower incidence of side effects 
extended to psychiatric changes also. Such a finding 
would have important therapeutic implications. 


Method 

The patients investigated were all out-patients of the 
neuromuscular clinic at the Johns Hopkins Hospital. 
Of the total of 72, 52 suffered from myasthenia gravis 
and 20 from peripheral neuromuscular disorders. The 
patients in the latter group had no evidence of central 
nervous system involvement, For the purpose of this 
investigation, no distinction is drawn between these 
two sub-groups. 

Both groups were randomly selected from the 
names on the register of the neuromuscular clinic. 
There is a tendency for patients with particular 
management problems to be referred to this clinic, 
which might have been an additional reason to expect 
a high prevalence of emotional disturbance. Patients 
were rejected for the study only if they lived too far 
away for examination to be practicable. 
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f Interviews were conducted personally, mostly in the 
outpatient department but in some cases at home. All 
patients were interviewed briefly and screened by a 
.28-question General Health Questionnaire (Goldberg, 
1978). Those who scored five or more were regarded 
. as positive; this threshold score has been validated by 
Goldberg (1978) and by others. The 15 who recorded 
positive scores on GHQ were further assessed by 
means of the full Present State Examination (Wing, 
1974), the symptom scores on PSE being added to 
give a total symptom score. 

The following variables were noted for all patients; 
age, sex, social class, mean duration of illness, and 
disability caused by the underlying illness. Social class 
was recorded on a scale of one to five according to 
the method of Hollingshead and Redlich (1958). 

The disability at time of interview was assessed on a 
scale of one to four: 

-" Score one: Asymptomatic. 

^ Score two: Minor (mostly localized weakness in the 
| case of myasthenia gravis). 
5 Score three: Generalized weakness preventing work or 
px normal daily or social activity. 
Score four: Severe disability. 

Those patients taking prednisone were on an 
alternate day regime; a mean dose of 65 mg (range 
100 mg to 10 mg) one day alternating with a mean of 
5 mg (range 25 mg to none) the next. All had been 
on this regime for longer than six weeks. 





Results 


n A correlation between GHQ and PSE scores of 

> r= 0.77 (P «.0001) was obtained using the Pearson 

40 product moment correlation coefficient. This is 

= consistent with previous correlations of PSE and a 

(60 item GHQ (Goldberg, 1978; Newson-Smith and 

Hirsch, 1979). In view of the highly significant 
correlation, only GHQ scores were used in further 
analysis of the data. 

The PSE scores fell into the profile of 'simple 
depression' and 'general anxiety' (Wing, 1974). There 
were no scores within the PSE symptom categories 
‘subjective euphoria’ or ‘hypomania’. No psychoses 
occurred in these patients. 

Table I shows the composition of the two groups. 

A comparison was made between those patients 
who were positive on GHQ and those who were 
negative, according to whether or not they were being 
treated with steroids. The data are shown in Table II. 

It can be seen from Table II that patients on 
prednisone were /ess emotionally disturbed, as 

. Measured by GHQ and PSE than those not on 
<: prednisone. This difference could not be attributed to 
 4ifferences in disability ratings, since the mean 








disability score for GHQ positive patients was 1.8 and 
for GHQ negative patients 1.9. 

Taking the myasthenia gravis group of 52 patients 
alone, there was a trend towards less emotional dis- 
turbance in patients on prednisone compared with 
those not on prednisone, but this difference was not 
significant at the P «0.05 level. 


Discussion 

The present finding of a decreased prevalence of 
emotional distress in a group of patients treated with | 
alternate day steroids, compared with a group not so 
treated, contrasts with previous findings of the effect 
of daily steroids upon mental state discussed in the 
introduction. Differences in mental state in the patients 
we studied were not related to the degree of disability 
amongst the various groups. 

The patients were on the equivalent of a mean 
daily dose of 35 mg prednisone (i.e. a mean of 65 mg 
alternating with a mean of 5 mg). At this dosage, on a 
daily regime, minor mood change would be a common 
occurrence. It appears, therefore, that the alternate 
day regime protects patients not only from physical 
side effects (Jacobson, 1971) but from psychiatric 
side effects also. 





TABLE I 
Composition of groups 
Patients on Patients not 
prednisone on prednisone 
Number and sex of 
patients 39 33 
(Male 15, (Male 13, 
female 24) female 20) 
Mean age in years 44.4 47.2 
Mean social class 
rating 2.1 2.5 
Mean duration of 
illness in years 7.6 | 8.1 
Mean disability 2.0 / 1.8 


None of these differences was significant. 


Taste H 
Numbers of patients in each GHQ group and steroid status 





On Not on 
prednisone prednisone 
GHO positive — 4 Hoo 
GHQ negative 35 22 
Total number 39 33 


(N = 72; chi-square = 4.46; df = 1; P < .05). 
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The General Health Questionnaire was not designed 
to detect euphoria, so that a euphoric effect of steroids 
might have been missed using it as a screening device. 
However, on the Present State Examination, neither 
subjective euphoria nor hypomania was noted in any 
patient. If mild mood elevation was present, therefore, 
it was insufficient to score on these scales, though it 
might have accounted for the reduction in the number 
of positive GHQ scores in treated patients compared 
with those in the control group. 

It is notable that no case of psychosis occurred in 
our series. However, numbers are small and firm 
conclusions cannot be drawn. 

in summary, it can be said that alternate day 
regimes of steroids are preferable to daily regimes, so 
long as an adequate therapeutic effect can be achieved. 
Where psychiatric side effects occur on a daily regime, 
changing to an alternate day regime may well offer 
an acceptable alternative to reduction in dosage or 
cessation of treatment. 
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Statement 


Contemporary Indications for Psychosurgery 


JOHN BARTLETT, PAUL BRIDGES AND DESMOND KELLY 


The initial period of enthusiasm for the surgical 
treatment of certain psychiatric illnesses, has later 
given way to increasing rejection of this mode of 
therapy. But more recently there has been a re- 
appraisal of the therapeutic possibilities of the 


|... modern refined operations, which are now receiving 


- more objective assessment. 

However, it may have come as a surprise to some 
psychiatrists and neurosurgeons to find that as many 
as 431 psychosurgical operations were carried out in 
Britain during 1974, 1975 and 1976 (Barraclough and 
Mitchell-Heggs, 1978). Operations for psychiatric 
illnesses were performed during the period of the 


survey in 31 (70 per cent) of the 44 neurosurgical 


units. About one-third were admitted to the Geoffrey 
Knight Unit and another one-third were treated in 
centres at St George’s Hospital, London, at Bristol 
and at Birmingham. It was also reported that nearly 
half the total operations were carried out stereo- 
tactically. With regard to diagnosis, 63 per cent of the 
patients had refractory depressive illnesses, 12 per cent 
suffered from anxiety, tension and phobic states, while 
a further 7 per cent suffered from severe obsessional 


illnesses. Six per cent of the patients were diagnosed 
either as schizophrenic or having schizo-affective 


states, 

Data from the United States and Canada between 
1971 and 1974 (Donnelly, 1978) were derived from a 
wide spread of centres, but in essence 195 neuro- 
surgeons in the USA carried out 314 operations for 
intractable pain and 307 psychosurgical operations, 
there were 327 operations carried out for both 
conditions and another 567 operations were im- 
possible to assign in this way. In 1971 the three most 
active US neurosurgeons performed 110 operations 
and in 1972 three neurosurgeons performed 133 
operations; in 1973 the single most active US neuro- 
surgeon carried out 132 procedures. During the same 
three-year period the most active Canadian neuro- 
surgeon or neurosurgeons never carried out more than 
five operations in one year. 


Results with Psychosurgery 
It is often difficult to assess reliably the effectiveness 
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of psychiatric treatments because there is so much 
controversy concerning diagnostic criteria. For ex- 
ample, it is now well established that British psych- 
iatrists tend to diagnose affective disorders more 
commonly than do American psychiatrists, who tend 
relatively more frequently to diagnose schizophrenia 
(Kendall et al, 1971). Psychosurgery seems to have 
been originally considered as a treatment for schizo- 
phrenia, with the intention of bringing intractably 
disturbed behaviour under control. This was shown by 
Burckhardt's premature attempt at psychosurgery, 
with his report in 1891 which described his intentions 
thus—'if we could remove these exciting impulses 
from the brain mechanism, the patient might be 
transformed from a disturbed to a quiet dement . .. 
should excitement and impulsivity arise in our 
patients because stimuli in above normal quantity, 
originating in the sensory areas, enter the motor zone 
frequently and strongly, an improvement can only be 
brought about by inserting a resistance between 
both...’ (Valenstein, 1973). 

Leaving aside this historically curious episode, 
psychosurgery originated from an observation made 
by Fulton and Jacobsen in 1935 concerning be- 
havioural changes which developed in two chimp- 
anzees following bilateral ablation of the frontal 
association areas. They reported that post-operatively 
‘the animals seemed devoid of emotional expres- 
sion . . .', and frustrating test situations which pre- 
operatively had produced what were termed *temper 
tantrums' and 'experimental neurosis' post-operatively 
did not have this effect (Fulton, 1948). Presum- 
ably some kind of control of arousal responses had 
occurred and this led Egas Moniz to suggest from 
these observations that neurosurgery on the frontal 
lobes might relieve some psychiatric illnesses in man. 
He went on to carry out 100 operations and even at an 
early stage it became clear that affective illnesses 
responded better than did cases of schizophrenia 
(Freeman and Watts, 1950). 

On 14th September 1936 Freeman and Watts of the 
George Washington University, Washington, USA - 
carried out their first psychosurgical operation using 
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the method of Moniz. But they soon devised their 
own operation, the standard prefrontal leucotomy. 
This involved a large lesion produced by a freehand 
cutting technique and it became very widely used 
although serious side-effects were sometimes caused. 
The indications given by Freeman and Watts (1950) 
were as follows, 'Among the schizophrenics there are 
two bases for decision. Prefrontal leucotomy is 
indicated in young individuals early in the psychosis 
when it seems reasonably certain that other therapy 
will fail. Among these, periodic catatonics do best, 
hebephrenics next and the paranoid and the simple 
types last. As will be emphasized later, the emotional 
component of the psychosis is the outstanding 
phenomenon on which to base the decision to operate. 
As long as the patient is still showing tension, a 
reasonably satisfactory result may be anticipated. 
Prefrontal leucotomy is also indicated in the chronic- 
ally disturbed schizophrenic'. 

A review of 10,365 cases operated on in the period 
1944-55 was carried out by the British Ministry of 
Health (Tooth and Newton, 1961). In three-quarters 
of the cases prefrontal leucotomy was the technique 
used and the post-operative results for the schizo- 
phrenic patients (63 per cent of the total) showed that 
30 per cent were placed in categories described as 
"Total Recovery", *Social Recovery" and “Greatly 
Improved". The price paid, among patients of all diag- 
noses, was an incidence of adverse effects on the 
personality “severe enough to prevent discharge from 
hospital" and of ‘ severe sequelae” with later death, of 
about 3 per cent. In about 2 per cent the illness 
worsened and 1.3 per cent suffered epilepsy 'persisting 
at the time of survey or at death". A fatal outcome 
"attributed wholly or partly to the operation" occurred 
in 4 per cent of the patients. It should be added that 
41 per cent had been ill for over six years and another 
10 per cent had been ill for 17 years or more. The 
authors observed that ‘in accordance with expectation, 
improvement was most marked among the affective 
group and least marked among the schizophrenics'. 
They also noted that '. . . since 1955 drug treatments 
have provided a safer means of obtaining comparable 
results’. 

In a comprehensive review Greenblatt (1950) con- 
cluded that ‘from the point of view of nosology, 
lobotomy is first indicated in the affective psychoses 
... Which have been disabling for long periods of time 
and refractory to electric shock treatment . . . The 
results in chronic anxiety states and long-standing 
obsessive compulsive neuroses have also been worth 
while . . . In schizophrenia, lobotomy has not been so 
successful... 

Standard prefrontal leucotomy is now viewed with 
clinical revulsion. Yet in its day, when there was no 


specifically antipsychotic medication available, it 
surely must have been a more acceptable treatment 
than it now appears. Nonetheless, criticism continues 
(Robin and MacDonald, 1975), although pre-frontal 
leucotomy should not remain a battlefield for con- 
troversy because it was made obsolete during the 1950s 
by the introduction of chlorpromazine, the first of 
many potent neuroleptic drugs of value in almost all 
cases of schizophrenia. 

As a result of the use of the neuroleptics the number 
of psychosurgical operations declined, but there were 
also attempts in a few centres to refine psychosurgical 
techniques. From many observations reviewed by 
Greenblatt. (1950, p. 12) the main target became the 
orbito-frontal cortex. Similarly Fulton (1951) re- 
ported careful studies relating the actual site of 
cerebral lesions determined post-mortem to the psych- 
iatric results reported clinically, and he concluded that 
lesions localized to the ventromedial quadrants of the 
frontal lobes were likely to give optimal results and 
least chance of side-effects. In his book schizophrenia 
is mentioned only transiently. 

One of the two most important modifications was 
the bimedial operation (Greenblatt and Solomon, 
1952). A study by Post et al (1968) described the 
results using this technique for 70 patients of various 
diagnoses but only 6 (8.6 per cent) were schizophrenic 
and. the data were not further considered for this 
group, as it was regarded as too small. In a long-term 
follow-up study of patients after bimedial leucotomy, 
Bernstein ef a/ (1975) pointed out that symptomatic 
improvement displayed by the schizophrenic group 
was primarily in some associated psychological symp- 
toms, and the text makes clear that these included 
uncontrollable depression, obsessive thoughts and 
fears or compulsive behaviour. Paul et al (1956) 
reported a five year follow-up of patients who had one 
of three different lobotomy procedures, including the 
bimedial operation. They noted that, 'five patients, 
each of whom was rated unimproved in terms of 
clinical response to lobotomy because of continued 
assaultiveness and behavioural disorganization, were 
treated with chlorpromazine. In each case, dramatic 
disappearance of assaultiveness with emergence of 
more normal behavioural features was observed. This 
suggests that some undesirable clinical features, un- 
changed by lobotomy, benefitted by administration of 
chlorpromazine’. Not everyone would agree with this 
interpretation of the effects of the treatments but this 
is an important published observation as it demon- 
strates the superiority of neuroleptic medication over 
psychosurgery at least for a few disturbed schizo- 
phrenic patients. 

The other frequently used modification was cortical 
undercutting, proposed by Scoville (1949), and he 
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selected the orbito-frontal region because of its 
importance in animal experimental work which he 
quoted. It was a further modification of this operation 
was used by Knight for 350 patients, with the 
ical results. subsequently reviewed. by. Sykes. and 
Tredgold (1964). In this series there were 13 patients 
7(3.7 per cent) with schizophrenia and it was noted that 
they ‘certainly did less well than the average . . . Re- 
stricted undercutting can scarcely be regarded as a 
cure; in some cases it may be a step forward. 

The next surgical development by Knight was of 
fundamental importance. He proposed his operation 
of stereotactic subcaudate tractotomy (Knight, 1965) 
which was then carried out on 210 patients and 
Stróm-Olsen and Carlisle (1971) reported on the 
clinical results up to seven years later. In this series 
there were five (2.4 per cent) schizophrenic patients, of 
whom three were found to be unchanged and two were 
. reported as improved but still needing treatment. A 

further 208 patients who had the same operation were 
subsequently reviewed by Góktepe. et al (1975) who 
reported that of the four (1.9 per cent) schizophrenic 
patients in the series, two were found to be unchanged 
post-operatively and two were “improved, but signi- 
ficant symptoms remain". For comparison, 68 per cent 
of patients with intractable depression recovered or 
virtually so; for anxiety states it was. 63 per cent and 
for obsessional illness 50 percent.  . 

Stereotactic limbic leucotomy (Kelly et a/, 1973) 
involves two pairs of cerebral lesions, one pair placed 
in the cingulate area-and the other in the ventromedial 
quadrants of the frontal lobes. The results, which are 
particularly good in obsessional neurosis (83 per cent 
improved), also seem to offer more grounds for 
optimism than other reported studies for cases of 





~ Schizophrenia. Kelly’s“ opinion in 1976 regarding 
"schizophrenia as an indication was that 


'severe 
delusions and hallucinations are unlikely to be 
abolished by stereotactic procedures although these 
can help patients with very high levels of anxiety, 
severe depression or obsessional symptoms. Anergic, 
apathetic and. withdrawn schizophrenic patients are 
unlikely to respond to any type of psychosurgery'. 

Ina later paper, Mitchell-Heggs et al (1976) noted 
the generally unfavourable reports of the results of 
psychosurgery in schizophrenia but found their own 
results to be encouraging. They | observed that ‘... the 
definite impression gained to date is that it produces a 
reduction in psychotic episodes and florid symptoms of 
a degree which permits the patients to attain a new 
way of life...’ . Kelly (1980) has more recently des- 
cribed the response. of 19 such patients who were 
selected because “they either had very distressing 
psychotic symptoms, or high levels of anxiety, de- 
pression or obsessions”. Twenty months after the 





operation none became "symptom free" but six were 


“much improved”, six were “improved”, five were un- 
changed, and two were found to be worse, not 
necessarily as a result of surgery. The overall i improve- 
ment rate was thus 63 per cent, similar to the improve- 
ment rates found for 27 patients with chronic anxiety 
(63 per cent) and 36 with depression (61 per cent). 
Kelly (1980) has suggested that ‘No part of the limbic 
system seems to be a: specific focus for the neuro- 
pathology of schizophrenia. Many operations have 
been tried for this condition, and yet after forty years 
no particular operation has emerged as clearly 
superior or specific for schizophrenia. It is likely that 
schizophrenia is a. diffuse process affecting. many 
limbic structures and this would in part explain the 
disappointing results of surgery in this condition’. 

It is apparent that psychosurgery has evolved with 
so much fundamental change in indications and sur- 
gical techniques that the present clinical situation has 
little in common with that obtaining during the period 
of widespread enthusiasm for standard. prefrontal 
leucotomy. Since then the target lesions have become 
much more refined, side-effects are now unusual, and 
even mild effects on the personality are rare, Affective 
disorders and obsessional neurosis are now the prime — 
indications, but some carefully selected schizophrenic 
patients may be helped. 

In retrospect it appears that the extensive lesion of 
prefrontal leucotomy. probably had multiple effects, 
producing quite good results with some intractable 
cases of schizophrenia, and an excellent outcome with 
affective disorders, but with quite high risks of serious 
side-effects. As present-day stereotactic operations 
produce so few side-effects they can be regarded as 
acceptable forms of treatment for certain intractable 
psychiatric illnesses, especially when the associated 
mental anguish, the possibility of death by:suicide and 
the personality deterioration that accompanies these 
chronic, incapacitating conditions is taken into 
account. — ~ 
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Appendix | 
An Agreed Statement on Indicatious " Fa osurgery 
` This statement has been prepared by Dr. J. Cobb, Dr D. 





Kelly and Mr A. Richardson (Atkinson Morley's Hospital, 
London), Professor E. Hitchcock (Midland Centre for 
Neurosurgery and Neurology, Birmingham), Mr J. R. 
Bartlett and Dr P. K. Bridges (Geoffrey Knight Psycho- 
surgical Unit, Brook General Hospital, London). : 


Subcaudate tractotomy-—larger ‘subcaudate lesions (Brook 
Hospital) 


Depression: 





Of endogenous type, either chronic or 
persistently recurrent, with a limited or 
absent response to routine therapies. The 
prognosis for bipolar illnesses is not yet 
clear from the few operations so far 
carried out for such cases, but patients 
with this diagnosis may now be referred 
for assessment. 


Chronic or recurrent episodes of anxiety 
or tension, or intractable phobic anxiety 
states. 

A behavioural assessment may need to 
be arranged before offering a psycho- 
surgical opinion, and  post-operative 
behaviour therapy is often required as 
part of the rehabilitation programme, 
usually at the referring hospital. 
Obsessional In cases with associated symptoms of 

neurosis: depression. 


Schizo-affective Prominent affective symptoms, such as 
illnesses: intractable depression, anxiety or tension, 
may be relieved in some patients. 


Limbic leucotomy—smaller subcaudate lesions with cingulate 
lesions (Atkinson Morley’s Hospital) 


Intractable illnesses with or without 
associated depression. A behavioural 
pre-operative assessment will be carried 
out and surgery will only be advised if 
behaviour therapy and all other treat- 
ments have failed. 

A post-operative behavioural rehabili- 
tation programme will usually be needed. 


Anxiety and 
tension: 


Obsessional 
neurosis: 


(There is likely to be doubt as to. 


whether a patient with. a refractory 


obsessional illness should. be referred to- 


. Atkinson Morley's or the Brook Hospital. 

. . . The referral history may be sent to either 

hospital and the two units will decide 

between them where the patient will be 
best initially as S ed). 


Some carefully sel sci 
. depression, anxiet bsessional symp- 

toms are very prominent. Patients who 

are severely deteriorated are unlikely to 

benefit. Delusions and  hallucinatioris 

may be modified with stereotactic lesions 
but are seldom abolished. 







Schizophrenia: ted cases in whom 
























| persistent © ' distress and. incapaci 
‘shorter duration the ‘Jengi 


Amygi alotomy (Midland Centre for Neurosurgery and 
| Neurology, Birmingham) 
For cases of severe, pathological and 
uncontrollable aggressiveness associated 
with a psychiatric or neurological 
po bo Dad. epilepsy). 
ui iti to Refer | l | 
-With longer term illnesses the: criteria for niia 
clude inadequate or absent response to routine. therapies, 
en if the symptoms are jally- severe but cause 
. For. conditions of 
h of the illness may be of less 
importance than its severity, the suicidal risk and poor 
response to other treatments. For example, cases with a 
high suicidal risk which have not responded adequately to 
treatment have been accepted for operation less than.one 
year after the illness began. In any case, consideration for 


















5 _psychosurgery. should not. be. delayed until personality 
function has. been significantly and: perhaps irreversibly 
impaired by chronic and/or severe incapacity. It is certain 
a that. maintainance ECT is now contra-indicated because 
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psychosurgery is likely to produce better results with much 
less risk of permanent memory disturbance. 
_ For assessment, patients do not need to be definitely 
in favour of having a psychosurgical operation, but they 
bes at least be willin to chiag, the a. Patients 










accepted © fter " careful UU | 
imple, a. previous cerebrovascular E 
y a contra-indication. Patients with 





do well, even if the ‘presenting symptoms are appropriate. 
Advanced age is not itself a contra-indication and psycho- 
surgery is likely to offer a better outcome with fewer 
side-effects than long courses of ECT. Howeyens the 

physical operstive risks tend to increased with age. | 


(This essay is Based. on an invited. paper at the I20 CINP 
| Congress, eene Sweden, June 1980). 
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Comments 





RATING SCALES 


One of the major impediments to scientific progress 
in psychiatry is the confusion which surrounds the 
instruments with which the severity of disorders are 
assessed. It is certainly true that large numbers of 
measurement scales are published and an even larger 
number of ad. hoc scales are used by individual 
researchers in their particular studies. However, it is 
very rare for any further work to be undertaken in an 
attempt to improve a scale once it has been published, 
and work to compare the merits and drawbacks of 
various scales is an even rarer event. Since the choice 
of a rating scale is often an arbitrary decision (Carroll 
et al, 1973), undertaken without much thought con- 
cerning the characteristics of the scale or whether it is 
best suited to the study, it is not surprising that re- 
searchers using rating scales repeatedly report contra- 
dictory findings; in fact the surprising thing is that 
agreement between one study and another ever occurs. 

Questionnaires and scales have three main uses in 
psychiatric research: as screening devices to detect the 
incidence of a disorder in a community; as instruments 
to establish the pattern of symptoms or other char- 
acteristics in an individual or in a group of patients; 
and as rating scales or measures of the severity of dis- 
orders. This paper is concerned only with the last of 
these uses. 

Rating scales may be designed for administration by 
a trained observer who may make his observations and 
complete the scale during an interview or in the setting 
of daily contact with the patient; or scales may be 
designed to be completed by the patient. Both types of 
scale have their uses and also their drawbacks. The 
deficiencies of self-assessment scales are very obvious; 


they can only be used by cooperative patients who are 


also literate and not too ill; they must also not suffer 
from a condition where non-comprehension (e.g. 


senile dementia) or falsification (e.g. anorexia nervosa). 


of the scale responses would be likely to occur. The 
deficiencies of observer scales are less obvious but just 
as serious if not recognized and allowance made. The 
main drawback is that of rater bias, that is the user is 
influenced in his scoring by a general expectation of 
how ill the patient ‘ought’ to be; for instance it is 
generally assumed that patients are more ill before 
they commence on a drug trial than they are at the end 
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of it. A second drawback is that raters are influéhesd 


in their scoring of severity by their general experience 
of patients suffering from the disorder but. whereas one 
rater's experience may be confined to mild cases in the 
community another may have a. long acquaintence 
with severe cases in hospital. 

Carroll and his colleagues (op. cit.) have delineated 
the properties of rating scales under the following 
headings: orientation, sensitivity, information access, 
utility and specificity. Orientation is the bias inherent 
in the items which compose the scale; this aspect of 
five ward rating scales for use in hospitalized psychotic 
patients was studied by Hall (1977); he noted that, 
although these scales may all have originally been 
introduced for a specific purpose, they tended to be 
used interchangeably or in the usual arbitrary way. 
Nonetheless the orientation varied considerably; for 
example in one scale 40 per cent of the content was 
concerned with speech disorder and none with 
aggressive behaviour whereas in another scale 25 per 
cent of the content was concerned with aggression and 
only 12 per cent with speech disorder. Another ex- 
ample of difference in orientation is that of two 
observer scales for depression: whereas in the Hamil- 
ton Rating Scale (Hamilton, 1967) there is a consider- 
able emphasis on somatic symptoms and observed 
psychomotor behaviour, these elements are missing 
from the Montgomery-Asberg Depression Rating 
Scale (1979) in which the emphasis is upon the patient’s 
report of his mood. 

The sensitivity of a scale refers to its ability to 
distinguish in numerically significant terms between 
various degrees of severity of illness throughout the 
whole range for that disorder i.e. from very severe to 
symptom free. For instance if a scale distinguishes 
clearly between mild and moderate degrees, between 
moderate and severe degrees but not between severe 
and very severe degrees of the disorder, then it is not 
sensitive when used in very severe degrees of the dis- 


order. Information access and utility have related. 
meanings. The former term applies to aspects of an. 


illness which the scale cannot assess; for instance 
self-assessment scales cannot probe the vast range of 
somatic symptoms which may occur in the setting of 
an anxiety state or delusional denial of illness which 
may accompany depressive illness. The utility of the 
scale refers to its ease of usé by the patients for which 
















it is designed ; both observer and self-assessment scales 
which pose obscure concepts in long-winded phrases 
-will suffer from a defect in their utility. 

.; The specificity of a scale is the degree to which high 
scores. are achieved in the disorder for which it was 
designed and low scores in all.other disorders. How- 
ever a lack of specificity is inherent in the nature of 

psychiatric disorders which are rarely composed of 
non-overlapping symptoms; for instance depression i is 
common in anxiety neurosis and, recognizing this, 
depression items appear in the Hamilton Anxiety 
Scale (Hamilton, 1959); therefore depressed as well as 
anxious patients might achieve a high score on the 
scale but this fact does not invalidate its use as a 
measure of the severity of anxiety neurosis. 
"Most rating scales for psychiatric disorders are 
^« composed of items representing the prominent 
.. symptoms of the disorder to which the rater ascribes 
> numerical values indicating the intensity of the indi- 
: vidual items; the scale score is the sum of the item 
scores. This procedure has been criticized and it has 
|. been pointed out that it is illogical to add together 
"scores of two such different symptoms as anorexia and 
insomnia. However the procedure has been defended 
on mathematical grounds by Hamilton (1968) and, in 
practice, the method probably works better than scor- 
ing a single symptom, say depressed mood in de- 
pressive illness, and representing the severity of the 
disorder by that score. À good rating scale should 
consist of not too many items and not too few and 
they should have been selected by both the intuition of 
clinical experience and by the statistical process of 
item analysis but unfortunately these desiderata apply 
to very few scales. 
sv Another form of scale is generally referred to as a 
| global severity scale; the global rating is the numerical 
|... value allotted by the rater after a short, or longer, 
acquaintance with the patient and represents his 
|. general impression of how ill he considers the patient 
(7 1 to be. Visual analogue scales have been developed by 
Aitken (1969) and further validated by Luria (1975). 
In this form of rating the patient makes a mark on a 
10 cm line, the ends of which are anchored by defin- 
itions e.g. ‘as depressed as possible’ or ‘as depressed as 
I have ever been’ to ‘normal mood’. A major drawback 
of this procedure is that the patient has only his own 
experience by which to judge the severity of his dis- 
order. Moreover very careful choice of words are 
necessary, especially in the area of mood, for, as Leff 
(1978) has pointed out, patients and psychiatrists 
often mean different things by the use of such words as 
depression. Nonetheless the visual analogue method 
_ probably has a useful role in the assessment of the 
T Ogress of an individual patient. . | 
in interesting development in the measurement of 
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symptoms is. the Personal Questionnaire Rapid 
Scaling Technique (PQRST) developed by Muthall 
(1976, 1978). This is an ingenious and useful technique 
in which the therapist and patient work out, before 
treatment commences, which symptoms or areas of 
discomfort will be used to assess progress. The device 
has an in-built reliability and is not governed by the 
usual rigidities of the: rating scale; for instance such 
symptoms as pain in the jaw, arousal during sexual 
intercourse "and anxiety when the spouse is late 
returning home may be the chosen items on which 
progress is assessed (the scores on each item are 
considered separately and not added together as in the 
usual form of rating. scale). A drawback is the diffi- 
culty in. replication of the findings by other workers 
unless the precise words in which the symptom is 
formulated are known. | 

It is unusual for others. waren to attempt the 
analysis of the items of a published scale. However 
both the Hamilton and the Beck depression scales were 
subjected to a careful item analysis by Bech et al 
(1975). They found that subscales of both scales led to 
an improvement in sensitivity. Another example of 
modification of an existing scale was undertaken by 
the author and his colleagues (Snaith et al, 1976, 1978); 
the first of these studies led to a development of a 
depression self-assessment scale into four subscales 
relating to depression and anxiety; in the second paper 
the common mood disorder of irritability was added 
to the other moods. Improvement may come about 
through a new approach to the use of an existing scale 
as was the case when Robertson and Mulhall (1979) 
applied a grid scoring method to an obsessional scale, 
the Leyton Obsessional Inventory. 

The time has probably now arrived for a mora- 
torium to be declared upon the publication of new 
scales and for researchers to spend their effort in 
taking a careful look at existing scales to see how they 
may be improved and to compare their properties. It 
is certain that researchers in psychiatry and allied 
sciences stand in much need of good guidance based 
upon careful work. Until more information is avail- 
able about the properties. of various scales and their 
suitability for use.in various populations and types of 
disorder, assessment of severity should be based upon 
two or more different types of measure such as a 
global scale completed by nurses and an observer 
scale completed by the researcher, or by an observer 
scale and a self-assessment scale. 
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Discusses the topic of weight control by examining the 
foci of the various behavioural methods currently used 
in its treatment. It examines major issues confronting 
the clinician treating the obese by behaviour therapy, 
giving realistic appraisals of behavioural influence in 
weight control. It is unique in presenting a very 
comprehensive review of the evaluation of behaviour 
therapy in treating obesity from historic, theoretical 
and methodological standpoints. 
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of General Practitioners Working Party 
on Prevention entitled "Prevention of 
Psychiatric Disorders in General 
Practice’ indicated that psychological 
factors are relevant in at least half of a 
GP's consultations and yet little atten- 
tion has been paid to the GP's role in 


preventing psychiatric disorders. The 
aim of this conference is to encourage 
psychiatrists, GP's and para-medical 
professionals to discuss issues of 


NEURORECEPTORS — Basic and 


Clinical Aspects 
Based on Symposia held at the American 
College of Neuropsychopharmacology mutual concern and to suggest ways of 


Annual Meeting, December 1979 increasing the GP's awareness of his 
edited by Earl Usdin and W.E. Bunney, Jr., both of the role in detecting and managing 
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Book Reviews 






Greatness and Limitations of | Freud’s ‘Thought, By apers on P - Analysis. „By HANS W. LOEWALD. 
ERICH FROMM. London: Jonathan Cape. 1980. m 2 | .. London: Yale "University Fest 1980, Pp 418. 
Pp 147. £4.95. - £15.75. | 
It was easy to agree to review this book; I have ome of the themes devétoped by Hans Loewidd'i in 
always had à soft spot for Erich Fromm's original his paper on the “Therapeutic Action of Psycho- 
perspective since hearing him give his version of the analysis” suggests that the work of a therapist is like 
Garden of Eden myth that man first became human that of a sculptor. It is an idea he has taken from 
when he learned to say ‘No’ to God (the Father), Freud. In psychoanalysis, the analyst has only a 
relating this to the stages of a child’s development and rudimentary notion of what needs to be brought out, 
: individuation as a separate person. Fromm, who to be freed within the individual in order to establish 
aS _ emigrated from Germany to the USA in the 1930s and his integrity. As may be said of the sculptor, the 
died in 1980, was one of the Neo-Freudians who analyst 'creates' by releasing the core of what is in the 
placed as much emphasis on the interpersonal patient by allowing for an experience and then à 
dimension as on the intrapsychic. In this they could revelation of the distortions which trap the personality: 
be said to be descendants of Adler who took a greater in its ‘marble’. The work requires “. . . an objectivity 
= interest in the sociological dimension than Freud had and neutrality the essence of which is love and 
. done. respect for the individual and individual develop- 









~ — The book is an extended essay on the theme of the — ment". 
title, Probably justifying the claim of the blurb that Dr Loewald’s papers reflect this attitude of respect. 


it is "inspired by great admiration for Freud’ S for the rough-hewn body of psychoanalytical theory. 
achievements but with a clear understanding of the — More important, he sets out to clarify, refine and 
preconceptions of his blinkered vision". While elaborate its structure and in so doing makes creative. 
indulging Freud because every new system must discoveries. The result is a collection of papers written 
necessarily be erroneous, since the creative thinker can for psychoanalysts which span his work of more than 
only think in terms of his culture, Fromm is fairly 30 years. They reveal the attempts of a distinguished 
co, Severe on him for his attitude of “bourgeois clinician and teacher to take further the conceptual 
|. materialism” and his “authoritarian-patriarchal” view heritage left by Freud. His style is elegant so his 
- ex of women, whom he consigned toaninferiorrole. ~ papers are a pleasure to read. Their publication as a 
| He reviews the major areas of Freud's thought, for collection recognizes Dr Loewald's contribution to 
C .— example the Oedipus complex, ‘transference, dream developments in psychoanalytical theory. 
-interpretation and instinct theory and considers how It will be of particular benefit to students of 
these have contributed or where they need revision. psychoanalysis to have access to his papers in this 
As Fromm's own personal statement and last book it form since Dr Loewald’s interest has focussed on 
makes interesting reading. Some of his views appear theoretical concepts and the psychoanalytical process, : 
as prejudiced as he complains that some of Freud's Many readers may regret the absence of clinical 
were, for example (p. 28) that psychologically father examples to illuminate the ideas which he presents. 
plays no role till a child is 4 or 5. At other times he i is Nevertheless the abstract concepts he explores do not 
criticizing an early view of Freud's which most become indigestible thanks to his lucid style. 
psychoanalysts would nów wish to revise, for example 
that the child's tie to his mother is more than merely — F.H.G. BALFOUR, Senior Clinical Psychologist, 
sexual, or that dreams are more than wish fulfillments. Tavistock Clinic, London 
Though by no means essential reading and though 
often pushing at doors that have already opened, this 


essay will not disappoint those who have enjoyed The Story of Ruth: One Woman' s Haunting Psychiatric 
Fromm's writings before and may interest some who Odyssey. By MORTON SCHATZMAN. London: 


have not. Duckworth. 1980. Pp 306. £6.95. 
_ JONATHAN Pepper, Consultant Psychotherapist, This is a long and, at times, tedious account of a 
+ Maudsley Hospital, London disturbed lady, pseudonymously named Ruth, who 
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. enjoys the propensity to create apparitions, or pseudo 
hallucinations—or whatever you would care to call 
them. | 

Her first experience of this phenomenon was during 
a state of emotional crisis when the apparition of her 
father who, allegedly, had attempted to rape her at the 
tender age of ten, manifested itself in her bed. 

Dr Morton Schatzman, the author, who became her 
psychotherapist, exploits this bizarre propensity 
therapeutically in order, it would seem, that she might 
displace her somewhat ambivalent feelings about her 
father onto the apparition. 

However, in the course of the treatment, and with 
the active encouragement of Dr Schatzman, Ruth 
extends her repertoire very considerably indeed and 
at the drop of a hat, can conjure up apparitions of 
herself, or anybody else for that matter, apparitions 
who can talk, be touched and smelled. However, not 
all these apparitions are unpleasant by any manner of 
means, She can create, most conveniently, a com- 
panion for herself on a long car journey, or even more 
to the point, succeed in creating an apparition of her 
husband who proceeds to make love to her. “It’s not 
adultery if you make love with an apparition of your 
husband ?", she asks naively. It's a moot point, isn't 
it, and one that academic lawyers would love to get 
their teeth into. | 

Dr Schatzman retains a degree of scepticism—and 
who wouldn't?—and in order to explore these 
phenomena further enlists the aid of psychologists, 
physiologists and psychiatrists at prestigious London 
hospitals, including the Maudsley. The answer they 
come up with is a nice juicy psychiatric lemon. 

At one point in the narrative, Dr Schatzman reflects 
that his relationship with Ruth “had been impressing 
upon me that the human understanding of the mind is 
very limited and that much indeed remains unknown". 
And so say all of us. 


Henry R: RoLum, Consultant Psychiatrist, 
Epsom, Surrey 


Internal World and External Reality: Object Relations 
Theory Applied. By Orro KERNBERG. New York: 
Jason Aronson. 1980. Pp 360. $27.50. | 

Otto Kernberg is among the foremost of present-day 
writers on psycho-analytic object relations theory 
and he has made significant contributions to the 


derline states. His 

latest work is primarily concerned with the applica- 
tionsofthistheory. — (de o a ND 

He begins with a brief review of the clinical and 
research findings leading to his present theoretical 
stance, in essence an object relations theory based on 
and consistent with ego. psychology. In his critical 
review of the theories of Klein and. Fairbairn he 
adopts those contributions which he, considers of 
value and freely acknowledges his theoretical debt to 
them. It might be considered by some that his debt to 
Melanie Klein is perhaps even greater than that 
which he acknowledges. —— ee 

Many of the applications will be of interest not only 
to psycho-analysts but to all professionals in the 
field of mental health— particularly those chapters on 
regression in groups and organizations and on the 
interaction between groups and their leaders. He also 
discusses consultancy and would appear to. lean 
towards the “engineering model” where the con- 
sultant attempts to define the problem and offer a 
solution rather than the “experimental model” where 
the consultant works with the organization in such a 
way as to allow it to define its own problem and find 
its own solution. | 

For the clinician those chapters on narcissism and 
on a theory of psycho-analytic psychotherapy must 
be of special interest. In the former an important 
finding is the possibility of a better prognosis in the 
older rather than the younger age range in the treat- 
ment of some narcissistic patients. In the latter 
Kernberg would find considerable support among 
some psycho-analysts in this country for his views and 
findings insofar that psycho-analytic psychotherapy 
must be clearly defined and distinct from psycho- 
analysis and furthermore it is an appropriate treatment 
for some patients presenting with severe character 
pathology. | | 

In the final section on love, the couple, and the 
couple and the group, he presents some original 
psycho-analytic formulations. | 

Dr Otto. Kernberg in this excellent work offers a 
comprehensive survey of his theoretical and clinical 
approach. For psycho-analysts it is a rich and chal- 
lenging book. For psychiatrists it demonstrates 
clearly the considerable developments. which have 
occurred in psycho-analytic thinking and practise. - 





understanding and treatment of borc 


James D. TEMPLETON, Consultant Psychotherapist, — : 
Southern General Hospital, Glasgow | 
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Judgement of Emotional ession in Schizophrenics 


* 


t mary: Acute Yuhissphrénice chron izephrenics, ‘avelatiic controls 
- and Dationts with a depressive illness were asked to judge which of two faces in 
“photographs ` was the more friendly. Acute schizophrenics disagreed significantly 
with the other three groups of subjects whilst agreeing with them on a control 
task of perceptual judgement involving colours. In a second experiment a new 
group of acute schizophrenics disagreed with remitted psychotics and psychotic 
depressives in judging friendliness and meanness but agreed with these control 
groups in judging age of the faces. The findings are presented as a potentially 











fruitful area for research on psychological deficits in schizophrenia. 


“Kraepelin (1919) and Bleuler (1950) placed consider- 


- able emphasis on a disturbance of-emotion in their 


original descriptions of dementia praecox and schizo- 
phrenia. Although clinicians generally accept the truth 
of these notions, they have been incorporated into few 
_of the many recent empirical definitions of schizo- 
phrenia (Brockington et al, 1978). They have also been 
ignored “in the otherwise extensive research into 
psychological deficits in schizophrenia (Chapman and 
Chapman, 1973). There are a number of reasons for 
this, Two are particularly important. A disturbance of 
emotion has always been difficult to rate: it had one of 
the lowest inter-rater reliabilities of the items in the 
- Present State Examination (WHO, 1973). Secondly, in 
the last two decades psychologists have been pre- 
occupied with behavioural approaches to psychiatric 


| v disorders. Terms like ‘drive’ and ‘attention’ were more 


relevant to their models than ‘emotion’. 

The renewal of interest in cognitive psychology in 
recent years has led to some re-examination of the 
matter. The approach taken has been the opposite of 
the traditional one. Instead of asking normal people to 
evaluate abnormal and unreliably rateable emotions 
such as blunting or flatness in a schizophrenic patient, 
schizophrenics have been asked to evaluate normal 
and reliably rateable emotions such as joy and fear in 
normal people. In three experiments (Dougherty er al, 
1974; Muzekari and Bates, 1977; Walker et a/, 1980) 
chronic schizophrenics were worse than psychiatric 
controls at recognizing from pictures of faces the eight 
most reliably rateable emotions (joy, surprise, sadness, 
anger, shame, fear, interest, disgust). La Russo (1978) 
asked chronic schizophrenics to decide whether an 
actor on videotape was receiving real or simulated 
electric shocks. They were worse than controls at this. 


Pilowsky and Bassett (1980) asked for spontaneous 
comments on. six photographs of actors. Schizo- 
phrenics were less likely than controls to remark on 
the person's state of mind and tended to comment on 
their physical appearance. Less relevant, but of some 
interest, is the experiment of Griffith er al (1980). 
Schizophrenics were worse at sorting schematic faces 
than abstract shapes matched for complexity ; controls 
found the faces easier. 

I shall report two experiments in which I attempt to 
examine whether schizophrenics are impaired in 
judging emotional expression, with careful consider- 
ation of the many methodological problems. 


Experiment I 
Subjects 

There were four groups. There were 20 subjects in 
each of the three pathological groups and 40 psych- 
iatric controls. Acute schizophrenics fulfilled the broad 
Research Diagnostic Criteria (RDC) for schizophrenia 
(Spitzer et al, 1975). Any patient with organic brain 
damage, any puerperal patient and any with formal 
thought disorder (as defined in the RDC manual) 
were further excluded. The term ‘acute’ was defined as 
a continuous inpatient stay of under six months. The 
mean length of the current psychotic episode was 
three weeks and 12 patients had been psychotic on 
previous occasions. All were deluded or hallucinated 
at the time of testing and were on phenothiazines. 
Chronic schizophrenics fulfilled the RDC criteria for 
schizophrenia, were deluded or hallucinated at the 
time of testing and were on phenothiazines. They had 
been continuous inpatients in the long-stay wards of a 
mental hospital for at least one year (mean 9,8 years). 
Any patient with organic brain damage or leucotomy 
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was excluded. Eight had formal thought disorder but 
they also exhibited delusions or hallucinations. 
- Psychiatric controls were patients attending psych- 

jatric outpatients with no current formal psychiatric 
disorder and no history of a psychotic episode. They 
either had a personality disorder or a previous history 
of a neurotic disorder. None was on phenothiazines. 
Depressives were psychiatric inpatients with a major 
depressive episode according to the Research Diag- 
nostic Criteria (Spitzer et al, 1975). They were all on 
antidepressants and none had been given ECT in the 
past year. Five patients had delusions or hallucin- 
ations. 

It was not feasible to match subjects for age and sex 
but there were no significant differences between 
controls and. acute schizophrenics on premorbid 
intelligence measured by the Adult Reading Test 
(Nelson and O'Connell, 1978). 


Procedure 


Subjects were asked to perform two tasks. The first 
was a comparative judgement as to which of two male 
doctors in photographs was the more friendly. The 
second task required them to decide which of two 
varieties of a basic colour was more typical of that 
colour (e.g. bright red and reddy-brown). 

The colour task was to act as a control condition to 
evaluate the degree of application to a perceptual 
task: any deficit in performance in the faces task 
would have to be significantly different from per- 
formance on the colour task before an impairment in 
the appreciation of emotion could be accepted. 
Twenty cards, each showing two varieties of either 
red, yellow, blue or green (five of each) were presented. 
They were selected from an original sample of 40 
cards which had been offered to 10 normal standard- 
izers (friends and relatives) and comprised those where 


at least eight of the ten normal standardizers had 
agreed that the same one of a pair was more typical of 
that basic colour. | 

Twenty pairs of faces were selected from an original 
40 in the same way: eight of the ten standardizers 
agreed that one man was more friendly than the other. 
In addition, an attempt was made to equate difficulty 
of the colour and faces tasks. There were 13 instances 
of disagreements on typicality by the standardizers in 
the eventual pairs of colours and the face pairs were 
chosen to match this level of disagreement. 

Subjects were strongly urged to select one or the 
other of a pair. In only 14 of 4000 possible instances 
did a subject fail to indicate one or the other. Such 
rare failures were regarded as disagreements with the 
standardizers as they did not significantly distort the 
results. 


Results 


The mean number of agreements with standardizers 
by subject group and task. is shown in Table I. After 
arcsine transformation of these raw scores analysis of 
variance gave a significant effect to subject groups 
(F—7.4; df—3,192; P. <0.001) but not tasks (F— 
0.27; df—1,192; NS). There was a significant inter- 
action between subject groups and tasks (F—4.7; 
dí—3,192; P «0.01) The only result contributing 
significantly to this interaction on post hoc t-tests was 
the acute schizophrenics' performance on faces. 

The significance of this finding is well shown in 
Fig 1 where the individual subjects’ scores are plotted. 
Eighteen of the 20 acute schizophrenics disagreed 
with the standardizers on at least seven of the 20 pairs 
of faces, compared with only six of the 40 psychiatric 
controls and five of the 20 depressives. The chronic 
schizophrenics showed a similar degree of agreement 


TABLE | 
Agreement on friendliness 





Acute 





Psychiatric Chronic 
controls Depressives schizophrenics schizophrenics 
No m 40 20 | 120 .— W 
Age 40.6 44.6 3.1. — 386 |. 
Sex—m:f | 20:20 6:14 11:9 17:3 
IQ (Nelson reading test) - 100.7 100.8 99,7 95.8 
Colours(typicalx) /20 15.7 15.7 15.5 (0454 


Faces(morefriendly) /20 - 16.6 (ex —— My = 15.3 


























Fic 1.—Individual plots of scores on colour and friendliness judgement by patient groups. 
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- ¿o with the standardizers as the controls, despite being 
: actively psychotic at the time of testing. 







| Experiment 2. 
a Subjects 
—In.this experiment there were two main groups of 


defined in the first experiment though with a longer 
duration of the current psychotic episode (mean 48 
weeks), and a group of remitted psychotics. The latter 
group were chosen as a control on whether the findings 
in the first experiment were a feature of psychosis or of 
a personality which is prone to psychosis. They were 
chosen on the basis of interview and documented 
evidence of a previous psychosis. All were on pheno- 
thiazines at the time of testing and none admitted to 
current psychotic experiences or beliefs. As a further 
control a group of ten patients with psychotic de- 
pression were tested. These fulfilled the RDC criteria 








hallucinations. They were included to examine whether 
he findings generalized to other psychotic forms. 





ubjects—a new group of acute schizophrenics as - 


-for a major depressive illness and had delusions or 


= depressives; Schiz. as - schizophrenics. 


| Procedure 


Subjects were. asked to. Mr three tasks. The 
first was to judge the more friendly man on the same 
set of 20 cards of Experiment 1. The second required 
subjects to judge which man was older in a new set of 
20 pairs of photographs of male doctors. The third 


‘required subjects to judge which man was meaner in a 


set of 20 pairs. of photographs of male actors, in 
natural pose. 

The ‘old’ and“ 'mean' ‘pairs were selected from 40 of 
each such that 15 of 20 normal subjects indicated that. 
one man was older or meaner than the other. An 
attempt to equate degree of difficulty across tasks was 
again made. The number of disagreements with the 
original standardizers made by the first 20 psychiatric 
controls in the friendly condition of experiment 1 was - 
taken as the standard. The eventual ‘old’ and ‘mean’ 
pairs were selected to match this total number of 
disagreements. | 

The judgement of age was a control task to evaluate 
whether a failure to appreciate facial features underlay 
the schizophrenics' performance in judging friend- 
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liness. The judgement of meanness was another 
evaluation of the judgement of emotional expression. 
All of the ‘friendly’ pairs contained one man smiling 
and one not. Many subjects expressed the opinion 


during that task that one cannot necessarily trust | 


people who smile and I tried to choose pairs for the 
meanness judgement where neither man was smiling. 
Subjects were urged to select one or the other of a 
pair and there were only 16 of 6000 possible instances 
where a subject did not decide. These were regarded as 
disagreements with standardizers. Order of present- 
ation of the three tasks was randomized for subjects. 


Results 


The mean number of agreements with standardizers 
across the three tasks and the three subject groups are 
shown in Table II. After arcsine transformation of raw 
scores analysis of variance was carried out between 
remitted psychotics and acute schizophrenics only. 
There was a significant effect of subject groups (F— 
242; df—1, 114; P « 0.001) but not tasks (F—1.53; 
df—2, 114; P >0.2). There was a significant inter- 
action between subject groups and tasks (F—3.2; 
df—2,114; P « 0.05). This was accounted for by the 
greater number of disagreements with standardizers by 
the schizophrenics on the friendly and mean tasks. The 
individual scores are plotted in Fig 2. 

Fewer acute schizophrenics than in the previous 
experiment were below a cut-off point of 13 agree- 
ments but there were still more than half below this 
point. Only two of the 10 psychotic depressives fell 
below this point. 


Discussion 
The first experiment showed that a group of acute 
schizophrenics disagreed to a significant extent from 


psychiatric controls, patients with a depressive illness 
and chronic schizophrenics on a relative judgement of 
friendliness from photographs of two men. It showed 
that this result could not be attributed to a general lack 
of application to perceptual tasks because they agreed 
with the other groups on a colour judgement task. It 
suggested that medication, preoccupation with psych- 
otic experiences and other factors related but not 
essential to an acute psychotic episode did not affect 
their performance, because chronic schizophrenics 
performed like non-psychotic controls. 

The second experiment addressed itself in. more 
detail to the type of task where their judgements 
differed from controls and the type of patient who 
made these abnormal judgements. The acute schizo- 
phrenic group agreed with controls in judging age, 
suggesting that it was not a lack of appreciation of 
facial features which. was responsible for their parti- 
cular judgement of friendliness. Further, it appeared 
that they did not simply distrust smiling people. 
Secondly, the abnormal judgement was not seen in the 
large majority of remitted psychotics nor psychotic 
depressives, suggesting that it was neither a premorbid 
feature in those prone to psychosis nor common to all 
acute psychotic conditions. 

Although one can draw hazy boundaries of the type 
of task and the type of patient where the particular 
judgement appears, this still leaves open a number of 
possibilities within each. First, | had no manic or 
organically psychotic controls, and no patients with a 
paranoid psychosis outside the RDC definition of 
schizophrenia. Secondly, one could argue that the only 
difference between the ‘friendly’ and ‘mean’ tasks on 
the one hand and the ‘colour’ and ‘age’ tasks on the 
other is essentially one of complexity. It may be that 
acute schizophrenics find complex tasks of whatever 


i |. Tall 
Agreement on age, friendliness and meanness 


——— 
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kind harder. Fewer cues may be necessary to judge age 
(e.g. bald head, wrinkles). The literature on psycho- 
logical deficits in schizophrenia 1s so contradictory 
that one can support any case from it. However, in 
another experiment (Cutting, in preparation) evalu- 
ating thought disorder, the same acute schizophrenics 









: controls on a task involving complex judgements of 
-:semantic. category membership, whereas chronic 
schizophrenics were impaired. This suggests that it is 


F psychiatric groups. The task where their judgement 
disagreed with controls involved: judgement of emo- 


tion in others but whether this is attributable to. some. E 
more basic perceptual abnormality can only be 


clarified by further investigation. 

The two experiments are presented as preliminary 
studies in an area which has taxed psychiatrists and 
psychologists ever since Kraepelin and Bleuler's 
description of schizophrenia. Further research in this 
area might prove useful both in improving the psycho- 
pathological 
psychoses and more generally in clarifying the psycho- 







e pathological manifestations of psychosis. 


who took part in the first experiment were as good às 


complex perception rather than complex tasks in  - 
general where acute schizophrenics differ from other > 


criteria for subdividing the major gi 


. logical substrate which underlies the raw psycho-. 
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Summary: Little work has been done to determine objective, reliable differ- 
ences in formal characteristics of the actual utterances of thought-disordered and 
non-thought-disordered subjects. The type-token ratio (TTR), a quantitative 
measure of repetition in language, correlated highly with clinical judgments of 
thought disorder when spoken language was examined, and statistically 
differentiated thought-disordered from non-thought-disordered schizophrenics 
and psychiatric and normal controls. Elicited and spontaneous motor abnorm- 
alities were associated with reduced TTRs both in schizophrenics and in affective 
subjects with motor disturbance. The TTR is a reliable, objective indicator of 





language deviance and thought disorder, and strongly associated with motor 


disturbances. 


Although formal thought disorder has figured 
prominently in many definitions of schizophrenia 
(Bleuler, 1911; Slater and Roth, 1969; Feighner et al, 
1972; DSM-I11, 1980), reliable measures for it have 
developed slowly. Clinical rating scales (Wing et al, 
1974; Spitzer and Endicott, 1977; Andreasen, 1979) 
have helped standardize the evaluation of thought 
disturbance and have provided a basis for furthering 
clinical and epidemiological knowledge of disturbed 
thinking. On the other hand, laboratory assessments 


:.- Of formal thought disorder have not been as useful as 


hoped for. Most of the latter evaluations have been 
«based on. performance on categorization tasks (e.g. 
|. Object sorting —Goldstein and Scheerer, 1941; Reper- 
|. tory Grid testing—Bannister and Fransella, 1966). 
- The value of such testing has not always been clear. 








Often laboratory testing has focused on a single, 


narrow dimension of thought disorder such as 
abstraction deficit, lack of logical consistency, or 


peculiar quality of associations (Chapman and 
Chapman, 1973), derived from a specific view of the 


nature of schizophrenia. Such approaches have not 
convincingly identified the abnormal features that 
lead clinicians to consider formal thinking to be 
disturbed, and, not surprisingly, have seldom been 
used routinely in clinical settings. | 

Indeed the ultimate validating criterion for tests of 
disturbed thinking has been clinical judgment, usually 
of speech produced during clinical encounters. Yet, it 


is striking how little work has addressed the formal 
features of actual utterances and written language of 


schizophrenic subjects. Maher (1972) has suggested 
that this inattention may result from concern that 
available measures merely detect language deviance 
and do little to illuminate its sources. Yet, an accurate 
index of the occurrence of shifts in pathological 
processes to or. away from normal could become a 
powerful tool for identifying and analyzing the course 
of psychopathological changes and the effects of 
treatment. 

The number of relevant measures is large (e.g. 
cloze analysis, hesitation characteristics, rank fre- 
quency indices of words, noun-verb ratios—Mowrer, 
1953; Manschreck et al, 1979). One potentially 
useful approach, the type-token ratio (TTR), has 
been employed to analyse verbal and written responses 
in schizophrenia. Considered a measure of flexibility 
or variability in lexicon usage, the TTR is computed by 
dividing the total number of words (tokens) into the 
number of different words (types) in a sample. The 
ratio is reported as a number between 0 and 1.0. It is 
important that the length of language samples to be 
compared be identical, as the overall ratio decreases 
as sample length increases. Most studies have used 
the mean segmental type-token ratio (MSTTR) 
Gohnson, 1944), which is the average of the TTR's of 
several consecutive segments of equal word length 
(usually 100 word segments) in a language sample. The 
MSTTR appears to be a reliable and stable measure, 


relatively independent of sample length. Indeed, 


Chotlos (1944) found even samples of 100 words to 
have similar TTR's to the MSTTR of samples several 
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. thousand words in length. Other properties of th 
. TTR and related measures have been discussed “i 
1944; 
. Wachal-and Spreen, 1973). 


z samples than in those of normals (Table I). T 
. literature also suggests that spoken TTR's are low 
than written. TTR's, and that thought-disordere 
schizophrenics have lower TTR's than do non- s 
thought-disordered, although the latter finding was 


2. diagnosing schizophrenia, 
* v phrenic psychiatric controls in most studies, the lack 


detail elsewhere (Chotlos, 1944; Johnson, 


The TTR has been generally lower in schizophreni , 


based on written, not spoken, samples (Mann, 1944; 
Maher et al, 1966). These observations have not been 
tested specifically. Moreover, it seems plausible that 
among thought-disordered individuals whose language 
is already clinically abnormal, the TTR would be 
abnormal as well, or at least distinguishable from 
those not suffering from disturbed thinking. Never- 
theless, the varied approaches to assessing TTR and to 
the lack of non-schizo- 


Of standard procedures for sampling language 


responses, and the small number of subjects studied 

_ «have posed obstacles to firm conclusions. At least two 

— Studies, for example, have challenged. previous work 

(Feldstein and Jaffe, 1962; Hammer and Salzinger, 

Uu 1965) by indicating no differences exist between TTR 
—inschizophrenics and controls. 


= The TTR is a relatively simple, straightforward 
measure of language deviance. With standard pro- 
cedures for obtaining language samples and scoring 
the TTR, as well as clearer delineation of diagnostic 
and psychopathologic features, it promises to be a 
valuable tool for extending previous work on schizo- 
phrenic language. In the first study reported below, 
we wished to examine the relationship between the 
TTR and clinically manifest formal thought disorder 


in schizophrenia. The basic hypothesis is that for 


. samples of spoken 


language, thought-disordered 


schizophrenics would have lower TTRs than non- 
^ thought-disordered schizophrenics and controls. 









STUDY 1 | 
Method | 

Hypothesis: The experiment tested the hypothesis 
that the speech of thought-disordered schizophrenics 
has lower TTR’s than that of non-thought-disordered 
schizophrenics. 

Subjects: The investigators asked the clinical staff 
of the Massachusetts General Hospital to refer 
psychiatric patients bearing current clinical diagnoses 
of schizophrenia or affective disorder. Thought 
disorder was not an entry criterion. Twelve normal 
ubjects were also recruited. All subjects signed 
nformed consent forms, possessed normal intelli- 
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ce as judged by education and absence of mental 
‘dation, and were free of other medical illness. 
n age of the 27 schizophrenics was 28.8 + 8.1, 
nge 19 to 45 years; mean age of the 12 affective 
yjects was 36.6+ 11.5, range 23 to 69 years; mean 
normals was 23.3 + 4.2, range 18 to 33 years. 
years of education was 12.4 (schizophrenics), 
ffective), and 15.1 (normals). Twenty-two of the 
izophrenic subjects (81 per cent) were receiving 








antipsychotic medication. Seven of the twelve affective 


subjects (58 per cent) were receiving antipsychotic 
medication. Length of illness in years did not differ 
between the schizophrenic and affective subject 
samples. 

Procedure: All subjects were diagnosed according to 
Research Diagnostic Criteria (RDC) (Spitzer e£ al, 
1975). Schizophrenic subjects were also required to 
meet more conservative criteria (Feighner et al, 1972) 
and were given subtype diagnoses according to the 
RDC. 

Forma! thought disturbance was evaluated by 
ratings from the Schedule of Affective Disorders and 
Schizophrenia (SADS) (Spitzer and Endicott, 1977). 
The Present State Examination (PSE) (Wing et al, 
1974), more familiar perhaps to readers outside the 
United States, rates similar features, e.g., coherence of 
speech, poverty of content of speech, neologisms, and 
idiosyncratic use of words or phrases. In the PSE item 
for incoherence of speech, the subject's meaning is 
obscured by distorted grammar, lack of logical con- 
nections, sudden irrelevancies; this definition is much 
like that of SADS item for impaired understand- 
ability. Ratings were obtained for impaired under- 
standability, loosening of associations (derailment), 
disturbed logic, and poverty of content of speech using 
a scale of 0 (absence of feature) to 5 (present to an 
extreme degree) during the diagnostic interview. 
Neologisms were rated as absent or present. To be 
considered to be thought-disordered required a rating 
of 3 or higher on at least one of the first four dimen- 
sions of disturbance, or definite presence of neo- 
logisms. These criteria are more stringent than those of 
the SADS itself. Reliability of these ratings, made by 
two observers, were excellent, and there were no 
disagreements regarding the judgment that thought 
disorder was present. 

All subjects were separately asked to describe ‘The 
Wedding Feast', a painting by Brueghel. In order to 
obtain a sufficient sample of words (at least 100 words), 
the interviewer would occasionally encourage con- 
tinued description by saying "Anything else?" 
Samples were tape-recorded, transcribed, and assessed 
using the mean segmental! type-token ratio measure, 
which represented the average of TTR's for consecu- 
tive segments of 100 words. 
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Analysis of the data was performed using appro- 
priate analysis of variance and t-test techniques. Level 
of significance was set at .05. The analysis proceeded 
first by assessing whether the MSTTR differed among 
the  thought-disordered, non-thought-disordered 
schizophrenic, affective, and normal controls. Then 
the relationship between the TTR and specific features 
of disturbed thinking was examined using the point 
biserial correlation coefficient. Analysis of covariance 
was performed to ascertain whether age or education 
interacted with subject status to affect TTR in any 
statistically important manner. Because it is difficult to 
find drug-free samples of schizophrenic subjects, our 
approach to analyzing the effects, if any, of neuro- 
leptics was as follows: first, we compared the TTR’s of 
schizophrenics taking medication with those not 
taking medication; secondly, we compared the TTR of 
thought-disordered schizophrenics taking medication 
with those who were not; finally, we compared the 
TTR of these affective subjects who were themselves 
taking neuroleptics with those who were not. 


Results 

Fifteen of the twenty-seven schizophrenics were 
rated as thought-disordered. This subgroup consisted 
of six individuals of the disorganized phenomenologic 
subtype, and nine of the undifferentiated subtype. No 
schizophrenic showed evidence of neologisms during 
the assessment. Among the non-thought-disordered 
group were eight paranoid and four undifferentiated 
schizophrenics. The affective subjects included six 
major depressives, three manics, and three schizo- 
affectives, manic type. None of the affective or normal 
controls had clinical evidence of formal thought 
disorder. 

The mean segmental TTR for the various groups is 
presented in Table Il. Analysis of variance of the 
MSTTR scores by the specified groups revealed a 


| . Taste H 
Mean segmental type-token ratios and subject status 


NENNEN E t OM 








Subjects | mE Mean (+SD)* 
Thought-disordered pe (15) 576+ .76 
Non-thought-disordered schizophrenics (12) .652 + .67 
Affective controls (12). 645 + .30 
Normal controls (12) .679 + .50 

. ANOVA significant effect 

i (TDS/NTDS/AC/NC; F = 267.9 = 7.50; df = 3,48; 


— P < 01) 
35.7 


significant group effect (F = 7.50, df = 3,48, P < .01); 
similar analysis folowing removal. of the thought- 
disordered group showed no significant difference (F 
= 1.56, df = 2,35, NS). MSTTR's among normals, 
affectives, and non-thought-disordered schizophrenics 
were not statistically distinguishable. Significant 
differences were found in comparisons of thought- 
disordered and non-thought-disordered schizophrenics 
(t = —2.46, df = 25, P <.025, one-tailed); thought- 
disordered schizophrenics and affective subjects (t = 
—3.25, df = 25, P <.005, one-tailed); and thought- 
disordered and normal subjects (t = 4.03, df = 25, 
P <.005). Analysis of covariance showed that the 
impact of education and age on TTR scores was 
negligible. Hence the data are consistent with the 
hypothesis that thought-disordered schizophrenics 
have lower MSTTR’s than controls and non-thought- 
disordered schizophrenics. 

We attempted to determine the relationship bet- 
ween individual mean segmental TTR among the 
schizophrenic subjects and evidence of specific patho- 
logy among formal thought disorder dimensions (i.e. 
understandability, loosening of associations, logic, 
poverty of content of speech, and neologisms). These 
relationships are presented in Table HI, and indicate 
that MSTTR is negatively related to poverty of con- 
tent, a dimension that reflects vagueness, talking past 
the point, empty repetitiousness or use of stereotyped 
or obscure phrases. Understandability was also 
negatively related to MSTTR; the relationships 
between MSTTR and both logic and loosening of 
associations bordered on significant. 

The effects of medication on the MSTTR was 
examined comparing those schizophrenics taking 
neuroleptics with those who were drug free. This 
comparison was not significant (t = 90.61, di = 25, 
NS). Four of the five drug-free schizophrenics were 
thought-disordered; a comparison of their MSTTR's 


Tane HI 


Relationship of mean segmental type-token ratio (MSTTR) 
and dimensions of formal thought disorder among schizo- 


phrenics 

eeen 

Level of . 
Dimension of FTD MSTTR significance 
Understandability pu —.43 P «.05* 
Loosening of | 

associations p—. Not significant 

Logic r= — 31 10<P> .05 
Poverty of content r = ~ 54 Po <.01 





tene 


* Point biserial correlation coefficient 
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with those of the medicated thought-disordered 


: sample was also made. This proved not significant (t = - 
13, NS). The MSTTR of affective sub- 


—10.56, df = 
‘jects taking medication and those who were not was 
= not significant (t = —0.22, df - zl, na Pat 


d Discussion z 
- The main finding of this study is that iocis 


ug language disorganization as indicated by the type- 
token ratio is statistically lower for the thought- 
-. disordered schizophrenic group cómpared to' non- 


_thought-disordered schizophrenics and controls. By 
contrast, we could detect no significant difference 
between the TTR's of the latter groups. The study 
used standard techniques for eliciting speech for 
laboratory analysis and for assessing formal thought 
disorder in the clinical setting. 

The subiects were carefully diagnosed according to 


a, Fesearch criteria. Age, education, and medication 


"status do not appear to influence substantially the 
main conclusions. The effect of medication on the 
* TTR has been unclear, primarily because of a lack of 
data. One small study (Pavy et al, 1969) indicated that 
among acute schizophrenics, thé TTR was higher 
before treatment than after. Among chronic schizo- 
phrenics in that study, no difference in TTR was 
found. Feldstein and Jaffe's study (1962) indicated no 
significant difference between schizophrenics and 
controls; the schizophrenics were reported to have 
been on medication. Other clinical variables, for 
example subtype status and thought disorder, were 
not specified. Hart and Payne's study (1973) sug- 
gested that formal features (including TTR) tested 
before and after phenothiazine therapy are relatively 
stable. To determine definitively whether neuroleptic 


<- drugs influence the TTR directly requires careful 
. longitudinal investigations of drug responses in an 


initially unmedicated subject group. 

Interestingly, the MSTTR means are comparable to 
those reported in previous studies (Table I). Perhaps 
some of the inconsistencies in findings with spoken 
samples are a result of not specifying the presence of 
clinical formal thought disorder as a key variable for 
comparisons. When the MSTTR is compared to 
specific dimensions of formal thought disorder, signi- 
ficant relationships with poverty of content and under- 
standability are disclosed. As these features at 
least partially reflect repetitiousness in the patient's 
speech, that association is hardly surprising. Nonethe- 
less, the case for the concurrent validity of the 
MSTTR as a measure of clinically manifest thought 
disorder appears supported. 

Certainly the strong association between thought 
sorder and reduced TTR's suggests that the TTR 
r have value in predicting clinical judgments of 
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ht disorder or in identifying deviant language. 
- reliability of the clinical judgment that formal 
lought disturbance is present is influenced by several 
ictors, including the examiner's skill, experience, and 
wold for recognition of psychopathology. Even 
of rating scales is subject to inaccuracies and 
rces of unreliability. Hence, highly reliable 
of the features that prompt this important 
udgment may have broad potential for 


d application i in longitudinal and pathogenetic studies of 


schizophrenic behaviour. . 

-On the other hand, the lack of a clear rationale for 
understanding the TTR characteristic in schizophrenic 
language remains à barrier to further progress. Per- 
haps this accounts for the small number of studies 
attempted. In the second study presented here, this 
issue is addressed directly. | 


STUDY 2 


Many previous investigàtórs have pointed to the 
probable role of attentional deficit in mediating the 
symptoms of schizophrenia (Shakow, 1962; McGhie, 
1969; Allan and Kristofferson, 1974). Specific empha- 
sis has been given to the association between atten- 
tional deficit and schizophrenic language disorder by 
Maher (1972), Cromwell and. Dockecki (1968) and 
Neale and Oltmanns (1980). 

Much work in experimental psychology has also 
shown that the performance of motor responses is 
critically dependent upon the operation of attentional 
processes. This literature is substantial, but suitable 
descriptions of the main relationships between motor 
activity and attention may be found in Rosenbaum 
(1980), Ells (1973), Stelmach (1978) and Nickerson 
(1980). Particular importance is attached to the effects 
of attention in the timing of sequential movements 
(Rosenbaum and Patashnik, 1980). 

Returning to the phenomena of schizophrenia, we 
find that disorders of motor activity have long been 
reported by clinicians (Kleist, 1908; Kraepelin, 1919; 
Slater and Roth, 1969). These include descriptive 
terms such as clumsiness, stereotypies, mannerisms 
and motor blocking. Little in the way of formal 
quantitative investigation of these components of the 
schizophrenic syndrome has been reported in the 
recent literature and little attempt has been made to 
relate the presence of these elements of the syndrome 
to anomalies of language. One clinical study, reported 
by Bram et a/ (1977), demonstrated the connection 
between the development of language and of motor 
control in an autistic child. The presence of such a 
relationship in normal subjects has been demon- 
strated in an investigation of speech and typewriting 
by Sternberg et a/ (1978). Bartlett's early observations. 
about the relationship between language, thought, and 
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motor movements (Bartlett, 1958) have been employed 
by Posner (1980) to elaborate a sophisticated model 
pointing to the processes of attention involved in the 
sequential shifting of motor acts and thoughts. 

Given the importance of attentional deficit in 
schizophrenia, and the central role of attention in both 
language and motor movements, it seems reasonable 
to examine the relationship between measures of 
language utterance known to be characteristic of 
schizophrenia and measures of motor behaviour in 
which schizophrenic patients might show impair- 
ment. As most investigators of the role of attention in 
normal motor behaviour have stressed its function in 
the timing of motor actions, the most plausible 
beginning appears to be the relationship between 
language utterance and simple rhythmic movements. 
Recently, we have reported that clinically manifest 
formal thought disorder and abnormal features of 
spontaneous and elicited motor behaviour are 
strongly associated (Manschreck and Maher, 1981). A 
laboratory test, such as the TTR, offers an opport- 
unity to extend these observations and to examine 
potential associations between the TTR and a feature 
of schizophrenia not confounded by language. 


Method 


Hypothesis: This study examined the hypothesis 
that disruptions in language behaviour as indicated by 
the TTR would be associated with clinical evidence of 
disruptions in motor movement. 

Subjects: The motor responses of 21 schizophrenics 
and all of the affective and normal controls investi- 
gated in the first study were examined. The schizo- 
phrenic sample was smaller because we did not begin 
the motor assessment until six subjects had been 
completed and were unable to return for further 
evaluation. The testing for Study H was completed as 
part of a larger sample of motor disturbances and 
clinical features of schizophrenia, the results of which 
are reported elsewhere (Manschreck and Maher, 
1981). The mean age and education of the 21 schizo- 
phrenics was 28.8 and 12.4, respectively. As in Study I, 
five of the schizophrenic and five of the affective 
subjects were taking no medication. 

Procedure: The assessment of motor behaviour 
required approximately one hour. 

_ Neuroleptic drug effects: Neuroleptic drugs fre- 
quently induce motor effects. These effects are in- 
voluntary and generally do not disrupt the sequential 
expression of skilled movements. Nevertheless, each 
subject was carefully examined for evidence of neuro- 
leptic side effects to ensure that such effects were not 
being mistaken for disturbances intrinsic to schizo- 
phrenic disorder. Two rating scales were used to 
summarize these observations: The Abnormal In- 
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voluntary Movement Scale (AIMS) (National Insti- 
tute of Mental Health, 1974) and Targeting of Ab- 
normal Kinetic Effects (TAKE) (Wojcik et al, 1980). 

Disturbances in voluntary motor. behaviour: Motor 
disturbances not ascribable to neuroleptic medication 
were evaluated in two ways. First, throughout the 
investigation of each subject, spontaneous motor 
movements were observed and rated according to 
items drawn from the Present State Examination 
(Wing et al, 1974) for mannerisms, stereotypies, 
clumsiness, motor blocking, and forms of catatonic 
movement, including negativism, ambitendency, echo- 
praxia, catalepsy and cooperation. 

Secondly, a series of examinations (Freeman and 
Gathercole, 1966; Freeman, 1969; DeJong, 1967) was 
undertaken to find disruptions in the orderly expres- 
sion of skilled movement (see Appendix). Published 
reports (Freeman, 1969; Tucker and Silberfarb, 1978) 
indicate that specific tests may help to detect motor 
abnormalities not evident in routine observation of 
spontaneous behaviour. We therefore tested general 
motility in several simple voh ary motor tasks (clap- 
ping, shaking hands, closing the eyes) for evidence of 
disorganization, delay in response, lengthy completion, 
and postural persistence, according to the proposals of 
Freeman (1969). Like the items from the PSE, the 
latter were scored as absent (0), definitely present (1), 
or present to severe degree (2). The same assessments 
were made for more complex tasks developed by 
Luria (1966): Ozeretski's test, the fist-ring test, and the 
fist-edge-palm test. These tests were developed to 
assess problems in switching from one movement to 
another and are used to elicit repetitive action (Free- 
man, 1969). It is generally considered that they are 
most clearly disturbed in the absence of other neuro- 
logical findings in patients with diffuse frontal- 
cortical lesions. Their value in clinical investigation in 
schizophrenia has been pointed out by Freeman 
(1969). Finally, on the basis of previous reports 
(Tucker and Silberfarb, 1978; Rieder and Nichols, 
1979), we examined coordination, station, and gait 
according to standard techniques (Delong, 1967). 

To analyze the data, evidence of neuroleptic side 
effects (TAKE, AIMS) and observations of spon- 
taneous and elicited motor movements were tabulated. 
Also, a summary score, representing the overall 
performance of each subject grouped according to 
diagnostic category was used for comparison with 
mean segmental TTR as determined in Study I. The 
motor ratings were combined because they tapped 
similar repetitive features of movement. Moreover, it 
was felt that many of the specific features might not 
occur frequently enough to warrant separate analyses. 
In fact, this view was borne out in a preliminary 
clinical investigation (Manschreck and Maher, 1981). 
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motor abnormality (apart from neuroleptic effects; 





“analysis was performed to estimate the relationshi 
. between motor scores and the several dimensit 
thought disorder. The numbers of individuals. 


| priate within-group comparisons: 


Results 


. Ten of the 21 schizophrenics were rated as thought- 
disordered. This subgroup consisted of five dis- 
organized and five undifferentiated subtypes. The 11 
non-thought-disordered schizophrenics included eight 
paranoid and three undifferentiated subtypes. The 
affective and normal control subjects are described in 
Study I. 
Co The reliability of the assessments was high and 
~~ comparable in each instance with Kappa coefficients 
- previously published. Evidence of drug-related extra- 
pyramidal effects and/or tardive dyskinesia was found 
in 5 of the schizophrenics and 3 of the affective subjects. 
These effects were in no case severe and in most cases 
minimal. Tremor and akathisia were the most 
common features. 

Each schizophrenic subject and several affective 
(schizoaffective types, in particular) showed evidence 
of disruption of skilled motor performance in the 
testing procedure. In order of frequency, clumsiness, 
stereotypic, manneristic, and motor blocking res- 

x ponses were found commonly in spontaneous be- 
_. haviour, and among the testing procedures, the tests of 
o = Luria and Ozeretski were most likely to elicit dis- 
| M turbance. 
-= The mean summary motor disruption score for 
. o non-thought-disordered schizophrenics was 3.91; for 
» thought-disordered subjects 11.2. The mean score for 
affective subjects was 0.33; for schizoaffectives, 1.67. 
Analysis of covariance revealed negligible impact of 
education and age on motor summary scores and on 
the TTR characteristic. 

The relationship between scores summarizing 
evidence of disruption in skilled motor movements 

-and MSTTR's was examined, using the Pearson 
product-moment correlation procedure. Because six of 
the affective subjects showed evidence of motor dis- 
turbance, the affective group was included in this 
analysis. The results indicated that a very strong 
negative association (r = — 59, df = 32, P <.001) 
exists between the two measures. Within the schizo- 

phrenic group, taken alone, the relationship was also 
significant (r = —.58, df = 20, P <.01). These results 
appear to confirm the relationship between disturbed 
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The Pearson product-moment correlation was used to - 
assess the degree of association between evidence of 













. and language deviance. A point biserial correlational. 


taking medication allowed us to estimate the impact o i 
medication on motor disturbance through appro- px 
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Sequential behaviour in the speech and motor spheres. 


ollowing this analysis, we examined the relation- 
hip between motor disturbance and the dimensions of 
ormal thought disorder. The results showed a strong 
ationship between the poverty of content feature and 
tor disruption (r = :.78, df = z= 20, P <.001), im- 
understandability (r= s=71, df = 20, P <.001), 
isturbed logic (r == 61, df = 20, P < 01). 
sened associations ad motor disturbance. were 
sociated; but not. significantly sor = .37). : 
The effects of medication status were examined 
through the following comparisons. First, summary 
scores of motor. disturbances of schizophrenics not 








taking neuroleptics (5) were compared to those motor 


disturbances not attributable to drugs of medicated 
schizophrenics (16). Non-medicated and medicated 
schizophrenics were not statistically distinguishable 
(t = —1.75, df = 19, NS). Secondly, because four of 
the five non-medicated schizophrenics were thought- 
disordered, a further comparison between their scores 
and those of six medicated. thought-disordered indi- 
viduals was done. This comparison, which would 
appear to be more informative because of shared 
thought disorder status, again revealed no significant 
difference (t = 0,72, df = 8, NS). 

The data then are consistent with the hypothesis that 
disruption in language behaviour is associated with 
clinical evidence of disruptións in motor behaviour. 


Discussion 

The main finding of this study is that. indices of 
disorganized motor behaviour and language de- 
viance are strongly associated. Age and education 
appear to have little impact on the basic correlation. 
More importantly, while the evidence is too limited to 
draw a firm conclusion about the relationship between 
drug status and the two measures studied here, the 
data provide no evidence of significant differences 
between the drug-free and medicated subjects. Cer- 
tainly, longitudinal study. using a drug-free sample 
which after initial assessment is treated and retested 
serially would be.one way to examine this issue. 
Nevertheless, the kinds of spontaneous movement 
disturbance (e.g. stereotypies) examined here are those 
described repeatedly in the psychiatric literature prior 
to the advent of neuroleptic treatment (Kleist, 1908; 
Kraepelin, 1919; Jaspers, 1963). Moreover, neuro- 
leptic drugs have been reported to reverse their 
occurrence (Ban, 1972). Hence, the plausibility of drug 
effects as an explanation for these observations is 
questionable. - 

Our results point to a potentially important re- 
lationship between disruptions in speech and move- 
ment behaviour especially in, but not limited to; 
schizophrenics, particularly among the thought- 
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disordered. subgroup. Elsewhere we have reported 
(Manschreck and Maher, 1981) the association 
between clinical evidence of formal thought disorder 
and disrupted movement. This study extends those 
findings by introducing a more reliable index of 
speech deviance. In future investigations, it may be 
useful to use laboratory procedures to assess the motor 
component of disorganized behaviour both to improve 
on the reliability of clinical assessments and to provide 
a means for experimental variation and analysis of 
suchdisturbances. |. 

The bearing: of these. findings on the nature of 
schizophrenic pathology is not clear, but a promising 
avenue for further work may have been opened. The 
writers favour an interpretation that points to the 
central role of attentional deficit in mediating the 
Observed relationship between motor and language 
features of the disorder... 
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"Appendix - 


Techniques used to elicit intrinsic motor disturbance. 

Shake your head 

Open and then close: your eyes - 

Clap the hands three times 

Grasp the examiner’s hand three times 

Ozeretski's test : 

Fist-ring test 

Fist-edge-palm test: . 

Tests. of sonde. including rapid alternating move- 
ments and finger-nose-finger 

Station and gait 
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Platelet DM Oxidase Activity in Acute RM RNC 
Relationship to Symptomatology and N euroleptic. Medication 


FRANK OWEN, RACHEL C. BOURNE, TIMOTHY J. CROW, 
^A ADNAM A. FADHLI and EVE C. JOHNSTONE 


Summary : 


Platelet MAO activity was assessed in 35 schizophrenics during a 


trial of the isomers of flupenthixol. Enzyme activity was unrelated to severity of 
symptoms, the presence of delusions, hallucinations or thought disorder or to 
negative symptoms. In a few patients MAO activity fluctuated widely with time, 
but in the group of patients on medication there was a slow decrease in enzyme 
activity which was significant after 28 days of treatment. Enzyme activity after 
14 days' drug treatment was still correlated with activity before treatment, but 
after 28 days this significant correlation disappeared. Slow effects of neuroleptic 
drugs on platelet MAO activity may explain previous findings of reduced activity 


of the enzyme in schizophrenia. 


Murphy and Wyatt (1972) reported that platelet 
monoamine oxidase (MAO) was significantly reduced 
..in chronic and acute schizophrenic patients compared 
with controls. Subsequently Wyatt and colleagues 
(1973) reported low platelet MAO activity in both 
the psychotic and non-psychotic twins of monozygotic 
pairs discordant for schizophrenia and suggested 
that low platelet MAO activity might be a genetic 
marker for vulnerability to schizophrenia. In the 
same study Wyatt et al found a significant inverse 
correlation between the severity of schizophrenic 
symptoms and platelet MAO activity. 

These findings have become the focus of disagree- 
ment. Some workers have confirmed a reduction in 
platelet MAO activity in schizophrenia (Meltzer and 
Stahl, 1974; Nies et al, 1974; Zeller et al, 1975; 
Domino and Khanna, 1976; Schildkraut et al, 1976; 
Berretini et al, 1977; 1978; Sullivan et al, 1977; 
Orsulak ef al, 1978) while other groups (Friedman et 
al, 1974; Carpenter et al, 1975; Shaskan and Becker, 
1975; Belmaker et al, 1976; Owen et al, 1976; White 
et al, 1976; Becker and Shaskan, 1977) have been 
unable to "demonstrate any differences in platelet 
. MAO activity between schizophrenics and control 

subjects, sometimes in quite large samples and with 
Strict diagnostic criteria. No group has confirmed the 
inverse correlation between platelet MAO activity 
and symptom severity although some workers have 
reported a relationship between low platelet MAO 
activity and the presence of auditory hallucinations 
and/or delusions (Schildkraut et al, 1976; Becker and 


Shaskan, 1977; Orsulak et al, 1978; Bond et al, 1979). 
Berger ef al (1978) reported reduced platelet MAO 
activity in chronic schizophrenia, but failed to 
confirm the claim of Wyatt that within this group 
patients with paranoid symptoms have lower MAO 
activity. Friedman er al (1974), Shaskan and Becker 
(1975), Owen et al (1976) and Berretini et a/ (1977 and 
1978) were unable to demonstrate any relationship 
between platelet MAO activity and symptomatology. 

There is also disagreement over whether platelet 
MAO activity is stable in one individual over time. 
Murphy et al (1976) and Sullivan et al (1977) reported 
platelet MAO to be relatively stable whilst others 
(Owen et al, 1976) have found large fluctuations in 
individuals over time. Shaskan and Becker (1975) 
initially reported platelet MAO activity to be stable 
but later (Becker and Shaskan, 1977) observed 
considerable changes in enzyme activity in some 
individuals over a one month period. 

Neuroleptic medication has been reported to have 
no effect on platelet MAO activity (Murphy and 
Wyatt, 1972; Wyatt and Murphy, 1976; Orsulak et al, 
1978) and to increase enzyme activity (Owen ef al, 
1976). Takahashi et af (1975) reported a reduction of 


platelet MAO activity in schizophrenics treated with 


phenothiazines compared with controls but normal 
MAO activity in untreated patients. Friedhoff er al 
(1978) have also reported reductions in platelet MAO 
activity in medicated but not in unmedicated schizo- 
phrenic patients. 

In the present study we have measured platelet 








. acute schizophrenic. patients who were the subjects o 
a trial of the clinical efficacy of the isomers .of flu 
. penthixol. This trial provided a further opportun 

not only to study the activity of platelet MA! ; 
Schizophrenia but also the relationship be 
“symptomatology, medication and. enzyme. activity 
over a 28-day period. e 


Subjects and Methods - 


(i) Acute schizophrenic patients in a trial of the 
isomers of flupenthixol 


The subjects were patients with. acute psychotic 
illnesses, who conformed to the criteria for nuclear 
schizophrenia of the Present State Examination 
(Wing et al, 1974) and who participated in a trial of 
the isomers of flupenthixol (Johnstone er al, 1978). 
Forty-five patients were randomly and blindly 
allocated to one of three treatment groups, x-flupen- 
thixol, 8-flupenthixol or placebo. The trial lasted for 
four weeks. Where acute behavioural disturbance or 
distress made it necessary, patients were given chlor- 
promazine in doses of 100 mg, and the amount of 
chlorpromazine given in each case was recorded. 
Samples for MAO estimation were obtained in 35 
(21 male, 14 female) of the 45 patients. The study was 
confined to patients with new acute schizophrenic 
symptoms who had either received no neuroleptic 
medication in the month prior to admission or who 
had received less than 200 mg per day chlorpromazine 
||, Or equivalent for 1 week during that month. Thirty of 
L- the 35 patients in whom platelet monoamine oxidase 

activity was estimated had either never received 
neuroleptic medication or had received none in the 
month before admission. The remaining 5 patients 
had received medication within the limits described 
above. | 

The mental states of the patients were assessed 
before, and at weekly intervals during the study, with 
the rating scales for schizophrenia devised by Kra- 
wiecka et al (1977). This scale assesses anxiety: 
depression; flattening/incongruity of affect: retarda- 
tion; hallucinations and delusions: incoherence of 








thought and poverty of speech—each on a five-point - 


scale. In the present study the scale was modified to 
allow flattening and incongruity of affect to be 
assessed separately. 

Platelet monoamine oxidase activity was measured 
with "C tyramine as substrate as previously des- 
cribed (Owen ef al, 1976), before treatment was 
begun and at the end of the 4-week trial period. In 
-most cases (n = 31) platelet MAO activity was also 
estimated in samples taken on day 14 of the trial. 















‘MAO activity over a 1-month period in a group.of- 
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Chronic schizophrenic patients on inicia 
medication — 


"The results of the platelet MAO ATEM 
uggested the possibility that chlorpromazine might 
i ave a ‘Particular tendency to reduce platelet MAO 

ity.. For this reason an additional study was 


cai ed out on 24 ‘chronic schizophrenic patients - 


se illnesses conformed to the Feighner criteria for 


cse ophrenia (Feighner et al, 1972). Platelet MAO 
-= activity was measured on single blood samples from 
these patients and the enzyme activities in the Ho > 





patients. being treated with chlorpromazine were 
compared. with those in the 13 patients treated with 
other neuroleptics (thioridazine, trifluoperazine, flu- 
penthixol or fluphenazine). 


Results 


(a) Platelet MAO activity and relationship to sympto- 
matology in acute schizophrenic patients 


In the patient group.as a whole (i.e. those receiving 
a- OF, 6-flupenthixol or placebo) there was no sig- 
nificant change in mean. platelet MAO activity over 
the 28-day course of treatment (Fig 1). When the 
three treatment groups were considered separately 
(Fig 2) platelet MAO was decreased by 24 per cent in 
patients on «-flupenthixol and by 21 per cent in 
patients on 6-flupenthixol, although neither. of these 
changes was separately significant (but see section (c) 
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Fic 2, —-Platelet MAO activity at start and after 28 days 
in acute schizophrenic patients receiving «-flupenthixol, 
&-flupenthixol or placebo. (6) males, (Bl) females. 


below); and there was no change in patients on 
placebo. 

Over the period of the trial. there was an improve- 
ment in symptoms which was greatest in patients on 
x-flupenthixol (Table D. There. were no significant 
correlations between platelet MAO activity and total 
rating scores on day 1 (r = 0. 15) or on day 28 (r = 
/ 0.10). Neither were there any significant correlations 

between platelet MAO activity and positive symptoms 

_ (hallucinations, delusions and thought disorder) on 
B -day 1 (r = —0.03) or day 28 (r = 0.02), or between 
- enzyme activity and negative symptoms on day 1 

(r- Q, 44) or day 28 (r = 0.02). When patients were 
allocated to groups with high (H) or low (L) platelet 
MAO activity, on the basi | of whether the enzyme 
activity was greater than or le s than the mean, there 
were no signif ican differences n mean scores between 










the two groups on day 1, day 14 or day 28 for any of 
the individual items on the Krawiecka scale. A 
comparison of groups with high "and low platelet 
MAO activity with ratings for hallucinations and 
delusions at three points in the trial is: shown in 
Table IH —no significant differences were apparent: 

The fact that the study was confined to patients 
with nuclear schizophrenia makes it difficult to. use 
this sample to consider the relationship between 
platelet MAO activity and subtypes of schizophrenia; 
almost all thepatients had delusions and hallucinations. 
An attempt was made to classify the patients as 
paranoid or non-paranoid on the following basis:— 
patients classed as paranoid had firmly held delusions 
in the absence of thought disorder and: affective 
incongruity. Patients classed as non-paranoid had 
marked thought disorder: and. had. affective incon- 
gruity. On this basis, 12 of the 35 patients studied 
could be classed as paranoid and 11 as non-paranoid, 
with the remainder not falling clearly. into either 





TABLE l 


Total rating scores (Krawiecka rating scale) on day 1 and 
day 28 of trial of groups receiving, «- and P-flapenthixol or 
placebo 


Total rating scores (mean + SD) 


Day 1 | Day28 T P 
a-flupenthixol 
(n — 10) 13.742.8 5 +4.3 5.04<.001 
8-flupenthixal 
(n = 13) 12.05:3.7: 8.7+5.1 1.93 NS 


Placebo (n = 12) 13.24+1.8 8.843.7 3.35«.01 


TABLE II 


Relationship between high (H) and low (L) platelet MAO 
activity and hallucinations and delusions on three days during 


the trial | 

| Day! | Day!4  Day28 
7 0 Ho BORG L8tb4 LIrL6 
Hallucinations ipe aes, He y i 
L 334462 1:4+1.6 1. ott. 9 
H 37:09 2751.3 2141.8 

Delusions FCMPCR _ 

L 3.9195 3S AEE, (2451.6 


Platelet MAO activity was described as high or low 
dependent on whether an individual's enzyme activity was 
above or below the group mean. 

No significant differences. 
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category. There was no significant difference 









group. 


e Stability of platelet Mao activity over the. 
wc pertod. | 
| Although there were no signifeant differences i in ithe 


mean platelet MAO activities between day 1, day l4. - 
and day 28 of the trial (29.4 + 12:9, n. = 35; 30.7. 


14,9; n = 31; 25.7 : 139; n = 35, respectively), there 
were some: individuals, of both sexes, whose platelet 
MAO activities varied widely over this period of time. 
Some extreme cases are illustrated in Fig 3. 
Throughout the trial period females had consistently 
higher platelet MAO activities than males (Table IIT). 


€ (e). Platelet MAO activity and neuroleptic medication 
ccce Although there was no significant difference in 
v = platelet MAO activity from day.1 to day 28 in each 
cC of the treatment groups; if patients receiving «- or 
-= B-flupenthixol were considered as one group then 
"there was a significant reduction in platelet MAO 
activity (P <.02 paired “t Table IV) in this group 
over the trial period. The fall in platelet MAO 
activity was most marked (24 per cent N.S.) in the 
patients on B-flupenthixol. Of the 13 patients in this 
group, 8 received chlorpromazine in addition to the 
trial medication. No patients receiving «-flupenthixol, 
70 





40 
30 


20 





10 


Platelet MAO activity (n mol/mg protein/hour) 





0 


. day! day 28 


aay. 14 
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platelet MAO activity between these: subgroups, wit 65€ 
platelet MAO activities (Mean € S.D., expressed as —— 
manomol/mg protein/hr) of 29.04 13. 8 for the .—. 

-paranoid group and 29.3 + 13.9 for the nompa 
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Taace il 


omparison of platelet MAO activities of male and Aii 
acute schizophrenics 


Males. Females P 





Dayl 24.1411. 2-2) 36.2:12.(0-14 «.02 
Day 14 25. 5444. 5(n-19) 39. 0:1.9(0—12) <.02 





Day28 19. ot: 8. 8(n—21) 35. 314.9 (n-14) «.001. 





- Platelet MAO áctivity expressed às nanomoles of product 
formed/mg platelet protein/hr. 


Taste IV 


Platelet’ ‘MAO activity in’ groups receiving «- and B- 
 flupenthi: xol and placebo over the trial period | 








&, 8-Flüpenthixol Placebo 
Day | m 30.2112.7 (n—23)  27.0t13.4 (n—12) 
Dayl4 —— 30.1£13.9(n—21) — 32.1£ 17.5 (n=10) 
Day28 *23.8:10.2 (n=23) 29.6+19.0(n=12) 





* Significantly PERCIO (paired *t? = 2. 5589, P «.02) 
compared with day he 


but two patients receiving placebo, required chlor- 
promazine. To investigate further the possibility that 
chlorpromazine might have a particular tendency to 
reduce platelet MAO activity, enzyme activities were 
measured in samples from chronic schizophrenic 
patients (n — 11; 6F, 5M) receiving chlorpromazine 
and compared with those of similar patients treated 
with other neuroleptics (n = 13; 8F, 5M). : 

In chronic patients receiving- chlorpromazine 
platelet MAO activity was 33.2+13.1 nmol/mg 
protein/hr compared with 26.2+10.5 nmol/mg 
protein/hr in patients receiving other neuroleptics. 
Thus it seemed unlikely that the decrease in platelet 
MAO activity over the trial period could. be directly 
attributed to chlorpromazine. © | 

A drug effect. on platelet MAO activity was also 
suggested by correlations of enzyme activity on day 1 
with that on day 14 and day 28 (Table V). By day 28 
of the trial only the group receiving placebo: had 
enzyme activities significantly correlated with activities 
on ony T of the trial. 


Discussion 
Although there were significant improvements ii 
the mental state of most patients there were no 
significant: changes in mean platelet MAO activity for 
the group as a’ whole over the trial period. We were 
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TABLE V 


Correlation of platelet MAO activity on day I with that on 
day 14 and day 28 in the three treatment groups 





Correlation coefficients 
Day 14 Day 28 
a-Flupenthixol *0.6201 (n=10) 0.1510 (n—10) 
B-Flupenthixol *0.7101 (n—11) — 0.2861 (n—13) 
Placebo 0.5998 (n—10) **0.7365 (n—12) 


*P<0.5 **P < O01. 


unable to demonstrate significant relationships 
between total symptom score and platelet MAO 
activity on the three occasions that the enzyme 
activity was determined. There was no relationship 
between positive or negative symptoms and platelet 
MAO activity nor any relationship between high (H) 
and low (L) enzyme activity and the individual items 
on the Krawiecka rating scales. This lack of relation- 
ship between symptomatology and platelet MAO 
activity is in agreement with some previous reports 
(Carpenter et al, 1975; Owen et al, 1976; Berretini 
et al, 1977; 1978). We were also unable to confirm the 
findings of Schildkraut et a/ (1976) and Orsulak et al 
(1978) that hallucinations and delusions were asso- 
ciated with low platelet MAO activity. 

It might be argued that at the outset of the study 
our sample was not suitable for assessing this relation- 
ship since the method of selection meant that almost 
all the patients had a maximum score on delusions and 
hallucinations. As the study progressed, however, 
these features improved in some cases and persisted in 
others, but still. no relationship between low platelet 
MAO activity and the psychotic phenomena emerged. 
In agreement with Berger et al (1978) but in disagree- 
ment with. Wyatt we failed to find a reduction in 
platelet MAO activity in paranoid as opposed to non- 
paranoid schizophrenics. 

The marked fluctuations in enzyme activity observed 
over the trial period in some patients agree with some 
(Owen et al, 1976; Becker and Shaskan, 1977) but not 
all previous reports (Shaskan and Becker, 1975; 
Sullivan et al, 1977). Domino and Gahagan (1977) 
studied the rate of disappearance of the MAO 
substrate “C tyramine in whole blood and noted 
significant changes in the rate of disappearance of the 
substrate in some individuals on re-assaying after a 
lapse of five months. In the present study there was 
some evidence that non-systematic changes in enzyme 
activity might, in part, be due to drug therapy; only in 
the group receiving placebo were enzyme activities at 


the end of the trial significantly correlated with activi- 
ties on day 1. Such marked changes in platelet MAO 
activity as we observed in some individuals over 
relatively short periods of time (Fig 3) must cast doubt 
on the significance of single measurements of enzyme 
activity. 

Throughout the trial period females had consistently 
higher platelet MAO activity than males. We have 
previously reported that female schizo-affectives have 
significantly higher platelet MAO activity than male 
schizo-affectives (Brockington. et al, 1976). Some 
workers have reported platelet MAO activity to be 
higher in mentally normal females compared with 
males, but that the sex difference is no longer present 
in schizophrenics (Friedman et al, 1974; Zeller et al, 
1975; Murphy er al, 1977), whilst others have found 
no significant sex difference in enzyme activity in 
either controls or schizophrenics (Meltzer and Stahl, 
1974; Orsulak er al, 1978). 

Our present finding that patients receiving « and 
8-flupenthixol had significantly reduced platelet MAO 
activity after 28 days' treatment is in contrast to our 
previous report (Brockington et al, 1976) of a small 
increase in activity in chronic schizophrenics after six 
months of depot neuroleptic medication. Our present 
observation of a slow reduction in platelet MAO 
activity in patients on neuroleptic medication is 
consistent with the reports of Takahashi et al (1975) 
and Friedhoff et a/ (1978) of a reduction in platelet 
MAO activity in chronic schizophrenic patients 
treated with neuroleptics for many years compared 
with drug-free patients. 

In the present study there was no significant reduc- 
tion in platelet MAO activity in patients receiving 
flupenthixol after 14 days' treatment (Table IV). The 
reduction became apparent only after 28 days. This 
suggests that the reduction is not due to a direct 
inhibitory effect of drugs on platelet MAO activity, 
but would be consistent with a change in platelet or 
enzyme synthesis. Our initial suspicion that chlor- 
promazine might have a particularly deleterious effect 
on platelet MAO activity was, however, not confirmed. 

The results of the present study suggest that a 
detailed investigation of the short and long-term 
effects of various neuroleptics on platelet MAO 


activity may help to resolve the controversy over the 


activity of the enzyme in schizophrenia. 
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Summary: A total of 150 slacks 


psychotics and neurotics—were compared v 
ness. Schizophrenics were significantly more 







PE T affective 
150 normal controls for handed- 
kely to be non-dextrals (i.e. not 


completely right handed) than controls. Affective psychotics and neurotics were : 


not significantly different from controls. 


Handedness is a. simple. measure- of cerebral 
laterality. The present study is an attempt to enlarge 


(the growing body of evidence (Lishman and 


McMeekan, 1976; Gur, 1977) that psychosis” is 
associated with an abnormal incidence of eft- 
handedness: 

Methods 
Subjects ; 


These were 150 in-patients in the psychiatric wards 
of Sassoon General Hospital, Pune. They all showed 
social recovery and were to be discharged. Any with 
organic disorders were excluded. Diagnoses were 
made according to the recommendations of ICD-8 by 
two experienced psychiatrists. All patients were on 
medication. 

Controls were 


150 medical patients without 


Um psychiatric or neurological disorders in the wards of 
DES the same hospital. 


Procedure 


-AIl subjects were given Annett's (1970) questionnaire 


. on handedness and were asked to perform each 


test-item. Subjects were classified into dextrals, 
carrying out all items with the right hand, or non- 





dii, carrying « out at least i one item with the left 
hand. | 


p : Results 

These are ation in Tables I and H. Chi square tests 
showed the following. significant differences. All 
psychiatric patients were more likely to be non- 
dextral than controls (P <0. 05). Schizophrenics were 
more likely to be non-dextral than controls (P « 0,02). 
There was no significant difference in the rate of non- 
dextrality between affective psychotics or neurotics 
and controls. There were no significant differences in 
the rate of non-dextrality between old (over 25) and 
young schizophrenics nor between male and female 
schizophrenics. 

Non-dextral schizophrenics and non-dextral con- 
trols did not differ significantly in the rate of family 
history of non-dextrality. There was no significant 
difference between. dextral and non-dextral schizo- 
phrenics in the incidence of a family history of 
psychosis. 


Discussion 
The study showed that schizophrenics are. more 
likely to be non-dextral than controls. This finding - 


TABLE I 
Handedness | 
Controls Schizophrenics Affective psychotics Neurotics l 








Male Female T otal 








“Male Female Total 





| “Male F Saisie Tota “Male Female Total 
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TABLE II 
Family history of non-dextrality and psychosis 





. Affective | 








Controls Schizophrenics psychotics Neurotics 
T M E (N = 150) (N = 93) (N = 25) (N = 32) 
E Family history of non-dextrality in non-dextrals 25 20 3 6 
Family history of psychosis in non-dextrals 14 5 - 
Family history of psychosis in dextrals 14 | - : 
adds to the literature on the possible relevance of References 


disturbed cerebral organization to the development of 
schizophrenia. The treatment of handedness is 
different from that of other studies (Lishman and 
McMeekan, 1976; Gur, 1977) and leads to a higher 
incidence of left handedness appearing. No statement 
can be made about whether the tendency to non- 
dextrality is acquired or inherited, although there 
was a non-significant trend for both non-dextral con- 
trols and non-dextral schizophrenics to have a higher 
rate of psychosis in their families, than the nondextral 
schizophrenics and dextral schizophrenics respectively. 
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Neuropsychiatric Aspects of Bilingualism: A Brief Review 






Individuals who speak one or more languages in 


addition to English comprise a small but important 
proportion of the general population of this country. 
In most clinical situations, provided verbal communi- 
cation is àdequate, proficiency in a second language 
has little medical relevance. Studies of neuropsych- 
iatric disorder in bilinguals and polyglots have, how- 
ever, demonstrated that their cerebral organization 
and utilization of language is different to that observed 
in monolinguals. Such differences have important 
implications in the clinical presentation and manage- 
ment of neuropsychiatric illness in bilingual patients. 

The medical aspects of bilingualism appear to have 
received little attention in British medical literature. 
This contrasts markedly with the American literature 
which contains a wealth of published data. Such data 
have recently been reviewed by. Albert and Obler 
(1978) in à comprehensive account of the neuro- 
psychological and neurolinguistic aspects of bi- 
lingualism. This paper attempts briefly to highlight 
those aspects of bilingualism which are directly related 
to the diagnosis and management of neuropsychiatric 
disorders. : 


The bilingual patient 
The bilingual population of the United Kingdom 


S > be conveniently subdivided into three categories: 
native’ English speakers who have learned and 


achieved fluency in a foreign language, immigrants 
from non-English speaking cultures who have learned 
English as a second language, and native individuals 
brought up in a bilingual environment, e.g. with a 
Celtic or immigrant tongue in addition to English. Of 
these it is the second and third categories, where 
English is not obviously the primary language, that 
are most relevant in British medical practice. 


Terminology 


The precise meaning of the term bilinpualimn varies 
throughout the literature. Albert and Obler in their 
review refer to Weinreich’s. definition (1953) as ‘the 
practice of alternatively using two languages". This 
statement implies a degree of fluency in both lan- 
| guages, and consequently an ability to switch from one 
to another with little difficulty. A balanced bilingual 
-hasin theory a native proficiency in both languages. In 


5 contrast: & dorhimánt 1 bilingual has a greater fluency in 
one language. The relationship of one language to 
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another may be theoretically explained in one of two 
ways-—independence or interdependence. In the former, 
the coordinate bilingual has the two languages organ-. 
ized as separate systems, whilst in the latter the com- 
pound bilingual utilises. a common system for both 
languages. In neurolinguistic terms, the concept of 
independence and interdependence has led. to. the 
postulation of separate and common language centres 
in the brain. 


Language acquisition and usage 

A number of factors are known to influence lan- 
guage acquisition, and consequently its loss or im- 
pairment in neuropsychiatric disorders, In general, the 
younger the learner, the better a language i is learned. 
Indeed, studies of children reared in isolation from 
human contact suggest marked difficulty in learning a 
first language after puberty (Curtiss, 1977). The . 
situation and manner in which a second language is 
learned will also influence fluency and future loss. 
Differential usage may be developed in. terms of 
linguistic skills, e.g. reading, writing, interpretation 
and translation, or one or other language may be 
preferred in certain situations or with certain people. 
The cultural concomitants of the two languages are 
known to influence acquisition and usage. In this 
respect the emotional or affective component of the 
language is particularly important. 


Historical background 


The neuropsychological aspects of bilingualism have 
been subjects of research for over a century. Various 
approaches have been adopted, the earliest involving 
neurological studies of differential loss in aphasia 
(dysphasia). Later psychological and linguistic studies 
focussed on language production, and only recently 
has research progressed towards an understanding of 
the capacity of a bilingual to perceive and comprehend 
verbal information. 

The concept. of differential language loss or re- 
covery in bilingual « or polyglot aphasics is a generally 
accepted, if not commonly observed, phenomenon. In 
memory impairment, it is accepted that earlier 
memories are better preserved and recovered than 
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recent ones. This observation when applied to bi- 
linguals (Ribot, 1882) implies that differential lan- 
guage loss in aphasia can simply be explained in terms 
of the temporal difference in acquisition, the first 
learnt language being preferentially preserved. One of 
the earliest theories (Scoresby-Jackson, 1867) postu- 
lated that differential loss resulted from separate 


|. anatomical organization of the two languages in the 


brain. This view has been supported by more recent 
studies (Gloning and Gloning, 1965; Albert and 
Obler; 1978). The hypothesis that the language to 
recover first would be the one most extensively used 
before. the onset of aphasia was advanced by Pitres 
(1895) and more recently by Charlton (1964) and 
L'Hermitte et al (1966). Other authors (Krapf, 1957; 
Minkowski, 1965) have felt that the affective com- 
ponent of the language is often the most important 
factor governing recovery. 


Clinical aspects 
Organic states 


The most widely reported clinical aspect of bi- 
lingualism concerns aphasia. Numerous individual 
case reports are recorded, and the literature contains a 
number of comprehensive group studies involving 100 
or more patients (Paradis, 1977; Albert and Obler, 
1978). Selective aphasia or differential language loss is 
reported in a variety of neuro-pathological conditions, 
the most common being that observed following 
cerebrovascular accidents in older patients. The 
language impairment in bilinguals may be character- 
ized by different types of aphasia in the two languages, 
inability to switch from one language to another, in- 
appropriate mixing, and regression of one language as 
the other begins to recover. Aphasia in younger 
bilingual patients following invasive and traumatic 
brain damage has been studied, and selective impair- 
ment in global brain atrophy has also been reported 
(Schwartz et al, 1979). The selective loss in démentia, 
as in localized neurological lesions, may be explained 
in many patients in terms of dominant bilingualism, 
the primary language being preferentially retained. 
Differential loss in balanced bilinguals is, however, 
not uncommonly observed in clinical: practice, as 
illustrated by the following case. | 


J.M.a 73-year-old English-Welsh bilingual woman, was 
admitted to hospital with arteriosclerotic dementia. She 
remained in hospital for five years prior to her death. 
Verbal communication became increasingly difficult as her 
general intellectual ability deteriorated, Welsh being 
preferentially retained. A` simple psychological test for 
dementia (Mayer-Gross et al, 1969) with a translated 
Welsh equivalent was administered on a number of 
occasions, and the patient: consistently scored better in 
Welsh. Although the patient was born and bred in a 


predominantly Welsh-speaking environment, she had 
subsequently trained and spent her working life as an 
English teacher in a grammar school. 


Although most commonly seen in chronic brain 
syndromes, differential language impairment may 
also be observed in transient or acute brain syndromes. 
Dreifuss (1961) described a case of a young German- 
English speaking poet who developed transient 
aphasia for English during attacks of migraine. 
Various other conditions giving rise to transient brain 
malfunction, such as concussion and toxic con- 
fusional states, may also lead to differential language 
impairment. Indeed, such impairment may be pro- 
duced iatrogenically. Lipsius (1975) reports a case of a 
30-year-old French-English-speaking woman who for 
a few weeks following a course of six electro-convulsive 
treatments for severe depression found that her 
fluency in and comprehension of English was marked- 
ly impaired. 

The evidence in favour of any one theory adequately 
to explain recovery patterns in organic disorders in 
bilinguals is inconclusive. Paradis (1977) therefore 
favours the *multiple fáctors' view, which holds that 
the following may influence the order of recovery of 
the two languages in neurological disorders: the order 
of learning, the degree of proficiency, the affective 
component of the two languages, the site and size of 
the lesion, and the general condition of the patient. 


Functional disorders 


Whilst the neurological component of differential 
language loss in organic disorders can be relatively 
easily quantified, identifying the corresponding 
psychological component in functional disorders 
presents more difficulty. The complex interplay of 
psychological mechanisms and the often transient 
nature of psychopathology may result in failure to 
pin-point the precise aetiology. of the differential 
language loss. In most instances, as in organic states, 
pre-morbid fluency to a large extent determines future 
impairment. Where memory is adversely affected, 
differential usage may to some degree be attributed to 
Ribots law relating to. temporal acquisition. In 
general, however, emotional and cultural factors 
appear to be more influential in determining usage in 
functional disorders than in organic states. 

Preferential use of one language is quite —' 
seen in bilingual patients suffering from | major 
functional disorders. Hallucinatory voices may be 
heard in one language only, and as such have ob- 
vious cultural or affective connotations. Lukiano- 
wicz (1962) concluded that auditorily hallucinated 
bilingual patients most often hear aggressive or un- 
pleasant voices in their second language, whereas the 





3 v8 mood. disorders may therefore accentuate lai 
— . preference. Differential use of one language r 

















good or protective voices use the native tone 
Similarly, thought disorder may be more obvious 
one language. Spontaneous use or inclusion of fi 
language words or phrases when conversing 
second language in highly emotional states. 
uncommonly observed in normal individuals. 











directly associated with the elation and disinhibition 
hypomania, or indirectly result from a..consciou 





decision to use one language only. Differential loss - 


may also be associated with depression. of mood, as 
illustrated below. 


M.G., a 70-year-old Polish housewife; had been admitted 
to a psychiatric hospital on a number of occasions during 
the 15 years she had lived in Britain. On each occasion she 
had presented with. moderate to severe depression accom- 
panied by secondary psychotic symptoms, Although not as 
fluent in English as in Polish, she was able, when well, 
adequately to converse with members of the psychiatric 
team. As each depressive episode developed, the typically 
endogenous depressive symptoms. were accompanied by a 
noticeable loss of fluency in English. This was in excess of 
that predicted in terms of the relative pre-morbid fluency 
in the two languages. As the depressive syndrome was 
treated her use of English rapidly returned. 


The most complex and often subtle differential use 
of language in neuropsychiatric disorder occurs in the 
neuroses and character disorders. In these, in con- 
trast to organic conditions, language use is largely 
influenced by unconscious or conscious psychological 
mechanisms. Emotional and cultural components are 
thus of prime importance. A number of authors have 
stressed the need to recognize such linguistic factors in 
the successful treatment of bilingual patients under- 
= going psychotherapy (Marcos and Alpert, 1976). 
Failure to recognize the importance of the second 
language may result in some aspect of the patient's 
emotional experience being unavailable in therapy. 
Similarly patients may use language switching as a 
form of resistance to therapy. Greenson (1950) 
describes the psychoanalytic treatment of a German- 
English-speaking woman. Although both languages 
were used in the initial stages of therapy, she later 
totally refused to speak German because this would 
resurrect painful memories or result in her uttering 
obscenities. The two languages represented two levels 
of sophistication—in English the patient viewed her- 
self as a refined but nervous woman, whilst in German 
she was a 'scared dirty child'. 

Unconscious repression of a second language in an 
apparently monolingual patient may become apparent 
under hypnosis or abreaction, the second language 


. being associated with repressed memories or emo- 


: tions. Similarly, differential loss can occur in hysteria, 
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| amnesic fuges or in malingering. In terms of psycho- 
rapeutic intervention, the authors generally- con- 
de that, whilst a bilingual patient ideally requires a 
ngual. therapist, where this is not possible an 
'ness of the patient's psycholinguistic mechanisms 
essential requirement for successful therapy. 





heoretical and clinical implications 
€ weight of evidence published over many years - 


has. convincingly demonstrated that language is 
Organize 
different to that in a monolingual. Studies indicate that 


An the. brain of'a bilingual in a manner 


the traditionally accepted concept of left-hemisphere 
dominance for language in most individuals needs 
revision with respect to the bilingual patient. The 
non-dominant hemisphere has been shown to play.a 
major role in the learning of a second language even 
in adults. Acquisition of a second language may, in 
certain individuals, lead to a shifting of cerebral 
dominance for the first language from the dominant to 
the non-dominant hemisphere as the second language 
is learned (Albert and Obler, 1978). This observation 
is supported by studies of dominance in aphasics, 
which have demonstrated that more aphasia i is found 
following right-hemisphere lesions in bilinguals (10 
per cent) than has been reported for monolinguals (2 
per cent) Similarly, the brains of non-aphasic 
bilinguals have been reported as showing patterns of 
cerebral anatomy different from those of non- 
aphasic monolinguals. Although few brains have been 
studied to date, the authors conclude that such differ- 
ences are not without interest and require further 
investigation. 

In psycholinguistic terms, fluency in a second lan- 
guage has been shown to broaden perception and 
cognition, giving a bilingual a greater capacity to deal 
with the abstract aspects of language. Acquisition of a 
second language, therefore, not only distinguishes the 
bilingual in terms of language but also in patterns of 
cerebral organization and cognition. Such differences. 
have obvious implications in the understanding of the 
neurophysiological mechanisms involved with lan- 
guage and speech. 

Equally from a clinical viewpoint these differences 
between monolinguals and bilinguals have important 
diagnostic and therapeutic implications in the manage- 
ment of neuropsychiatric disorders, whether in the 
general handling of elderly bilinguals, the successful 
rehabilitation of polyglot aphasics or the management 
of psychiatric disorders in bilingual patients. 
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Summary: Four experimental interview styles, each recommended by experts 
in the field, were compared for their efficiency in eliciting factual information 
during the initial diagnostic interviews with the mothers of children referred to a 
psychiatric out-patient clinic. If encouraged to talk freely, mothers tended to 
mention most (but notall) key issues without the need for standardized question- 
ing on a pre-determined range of topics. However, ‘Systematic questioning was 
essential in order to obtain good quality factual data. Better data were obtained 
when interviewers were sensitive and alert to factual cues and chose their probes 
with care. Clinically significant factual information, idiosyncratic to the family 
and outside the range of standard enquiry was common, but was obtained satis- — 
factorily with all four styles. No one style was generally preferred by informants. 
The advantages of systematic questioning for obtaining factual information were 
not associated with any disadvantages with respect to the eliciting of emotions 









and feelings. 


Clinicians remain divided on the most appropriate 
and effective means of obtaining valid factual in- 
formation for diagnostic purposes. Some have argued 
that whereas patients and clients know best what 
concerns or worries them, nevertheless the clinician is 
in a better position to determine which data are 
needed in order to make a thorough diagnostic 
evaluation. The patient may not appreciate the 
-relevance of many factual items that are crucial for 
diagnosis or the planning of treatment. Accordingly, a 
comprehensive series of standard questions is often 
advocated in order to be sure that there has been 
systematic coverage of all relevant areas (Spitzer et al, 
1970). Moreover, it is often argued that even this is 
not enough, in that the initial replies may be ambi- 
guous, contradictory or not sufficiently full to deal 
with that problem, and Wing er al (1967) have 
suggested that probing and specific cross-questioning 
are needed to get. an accurate picture of actual 
behaviour. 

Other clinicians have fakes a very different position. 
Thus, it has been said that the “unrelenting, massive 
concentration of the structured clinical-type interview 
on psychopathology" may generate such resistance and 
resentment in non-patients that the information 
given may be inaccurate and misleading (Srole and 
"Fischer, 1980). This would seem to suggest that a 
. Structured approach might not be advisable with the 


parents of child patients, in that the parents may object 
to the intrusiveness of à cross-examination style 
interview. Structured questioning “has also been 
objected to on the different grounds that the patient 
appreciates which are the meaningful topics for him 
(Finesinger, 1948) and that the establishment of a 
personal relationship between doctor and patient and 
the therapeutically crucial opportunity of spon- 
taneously revealing himself should take precedence 
over the mere collection of factual data (Balint and 


! Balint, 1961; Gill et al; 1954). 
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"Phe resolution öf these differences and the deter- 
mination of the most effective style of diagnostic 
interviewing is an important matter, On the one hand, 
it would be agreed by most clinicians that a good 
diagnostic formulation requires a great deal of detailed 
factual information—not only on symptomatology 
but also on family life and characteristics, on social 
functioning and psychosocial stresses. Accordingly, it 
is necessary to determine which interview style gathers 
this information most effectively. On the other hand, 
it is also necessary to elicit personal feelings and 
emotions and to obtain the patient or client's trust in a 
way that fosters the: development. of a good thera- 
peutic relat hip. As a result, it is equally necessary 
to assess the ficis of different. interview styles on 
these aspec 












Relatively litte i is nbi on either point. Marquis E 
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et al (1972) found that specific detailed structured 
questions produced fuller information than did free 
reporting; however, this applied to an experimental 
situation which may have little relevance for clinical 
evaluations. Graham and Rutter (1968) also found 
that specific questioning gave both more extensive and 
more reliable data than did spontaneous reporting, but 
although this study concerned psychiatric appraisals it 
involved general population families and not people 
who had sought clinical help. Perhaps the two most 
relevant studies are those by Saghir (1971) and by Cox 
et al (1981, I1). 

Saghir (1971) compared a highly structured inter- 
view with a more traditional free style interview with 
adult psychiatric patients. The former gave better data 
on the present mental state, but its effects on the 
eliciting of emotions or the establishment of a relation- 
ship were not assessed. Cox et al (1981, ID, in a study 
of interviews with the parents of children attending a 
psychiatric clinic, also found that systematic question- 
ing produced better factual data, apparently without 
detriment to the expression of feelings and emotions. 
However, the conclusions of the study. were limited 
both by the fact that it was non-experimental and 
because the interviews were conducted by psychiatric 
trainees rather than experienced clinicians. The 
experimental study reported here was designed to 
meet these objections by comparing four very different, 
but widely advocated, interview styles each conducted 
by an experienced clinician. The research strategy and 
the evidence showing that the experimental styles were 
in actuality different in the expected direction are 
reported in Rutter et al (1981). The effects of the four 
interview. styles on. the elicitation of; feelings are 
reported in Cox et al (1981, VI). 


T Methods 

Four contrasting interview styles were compared, 
chosen on the basis of an earlier naturalistic study 
(Rutter and Cox, 1981) which had suggested the 
importance of four active techniques for obtaining 
detailed factual information (Cox et al, 1981, ID and 
five active techniques for eliciting emotional feelings 
(Hopkinson ef al, 1981). The experimental styles 
derived from these findings consisted of the four 
permutations. based on combinations of high and 
low usage of these two sets of active techniques. 

- The first, designated a sounding board style, approxi- 
mated to a style based on a low usage of both sets of 
techniques and was nearest to the minimal activity 
psychiatric. interviewing methods advocated by 
Finesinger (1948). The second, . designated an 
active psychotherapy style, involved. a low use of 
active fact-oriented techniques and a. high use of 
active feeling-oriented techniques. It was nearest to 


the diagnostic approach advocated by psychothera- 
pists such as Balint (Balint and Balint, 1961) and Gill 
(Gill et al, 1954). The third, structured style, was 
based on a high use of active fact-oriented techniques 
and was closest to the present state examination 
developed by Wing and his colleagues (1967 and 1977). 
The fourth, systematic exploratory style, involved a 
high use of both fact-oriented and feeling-oriented 
techniques. It was fairly close to a manner of inter- 
viewing which has many advocates but which may be 
exemplified by the techniques developed by Brown 
and Rutter (Brown and Rutter, 1966; Rutter and 
Brown, 1966; Quinton etal, 1976). 

Using quantified measures. of tested reliability 
(Rutter and Cox, 1981), these four experimental 
styles were compared and. found. to be markedly 
different in the manner required by their operational 
definition (Rutter et al, 1981). Moreover, not only 
were the styles designed to. be similar to styles prac- 
ticed and recommended by experts in the field, but also 
the two experienced clinicians who utilized all four 
styles found that it was readily possible to keep to the 
rules of the operational criteria and yet still feel and 
appear natural and interested and responsive to the 
informant. 

The experimental design involved the study of the 
initial interviews with the mothers of children referred 
to the Maudsley Hospital psychiatric out-patient 
department. Each mother was interviewed twice, a 
different style being employed. on each occasion by a 
different interviewer. Six. mothers received the 
structured style first and the sounding board second; 
six had the same interviews in the reverse order; six 
had the active psychotherapy style first and the 
systematic exploratory second; and six had the same 
two interviews in the reverse order. Mothers were 
randomly allocated to the four conditions. Two 
experienced interviewers were used and each did an 
equal number of first. and second interviews and an 
equal number of interviews with each style. For each 
pair of styles a three-factor, repeated measures, 
analysis of variance was performed to test for differ- 
ences between styles and between interviewers and for 
order effects. Because a pairing was made on the 
basis of active fact-oriented techniques, the effects of 
active feeling-oriented techniques could be examined 
only by comparisons across groups. The statistical 
model is described in paper IV (Rutter et al, 1981). 

All interviews were with the mother on her own and 
all were undertaken in the same room with facilities 
which allowed the interview to be video and audio- 
taped in full with the mother's prior consent and 
approval. The two experimental interviews took place 
during the usual waiting period for a diagnostic 
appointment, with a gap of one to three weeks between 


^ interviews. Families were excluded where the par 














<. admission to hospital were excluded, as were case 
-which psychosis, 
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were immigrant or where colloquial English was no 
the usual language spoken at home. In addition 
: referrals made for a second opinion or to consid 


mental retardation or m 
organic problems were suspected. All interview 
analysed in detail by someone other than either o 
two interviewers using measures of tested reliabili 
uen and Cox, TRA 


Results 
Topic coverage eS 
As shown in Table I, the two styles which employed 
active fact-gathering techniques (structured and 
systematic exploratory) identified significantly more 
symptoms which were. present..They also identified 
rather more family problems, but this difference fell 


p. "short of statistical significance. The findings confirm 
- those of the naturalistic study (Cox et al, 1981, II) in 
^^ indicating that if mothers who have sought help with 


their children are encouraged to express their concerns 


in their own way they mention.nearly (but not quite): 
». as many. problems as when systematic questioning of 
< an active type is employed. This is because in the less 


structured and probing styles (active psychotherapy and 
sounding board) the mothers were.somewhat more 
likely to spontaneously. mention symptoms (7.8 vs 6.6; 
F = 3.70; df 1,16; P «0.08). or family problems 
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3.6; F = 14.27; df 1; P «0.002) that had not 
eviously 1 raised. by the interviewer. Even so, the 
aneous reporting of problems was not quite 
nt to compensate for the lack of systematic 
ioning in that relevant symptoms were slightly 
ikely to be missed by the less active styles. 
a much. greater ‘difference was found with 
opic areas on which data were lacking. The 
les that lacked detailed probing were 
re ikely to result in a large number of child 
s, and to a lesser extent family problems, on 
ittle or no information was available. 


Quality of factual information 


Table Il provides the findings on the quality of . 
factual information obtained. Two major differences - 
between styles are evident. First, the structured and 
systematic. exploratory. styles were far superior in 
providing evidence on the definite absence of problems. 
Overall, these two techniques identified . 3.5: child 
symptoms or family problems .as being absent, 
compared with a mean of 0.51 for the other two 
techniques .combined—seven-fold difference. How- 


‘ever, the earlier findings indicate that. many (but uk no: 


were in fact. ones without abnormality. dn some cases 
it may be very important. to know for sure that a 
particular behaviour or-relationship -is normal,. but. 
from a clinical point of view. the difference between. 
styles on the definite absence of problems is probably 


TABLE | 


Effects of interview style on topic coverage. 























| .. Paired styles Pairedttest . Analysis of variance 
2 A D B C “(AysD:Bys©) (AtBwDiO 
Structured Sounding, Systematic Act. “df n | df 11 dfii6 ` 
Boe vl Pa bd expl. psychoth. diu. dii Aw COS 
Areas with . - = 3 deca EEEE ORT 
known problem Mean 6D) Mean (SD) Mean (S.D) Mean is D) t P t |— P fratio P 
No. child - COUR MEME Mao MER RCM MN 
symptoms 8. sa. B | 37.0 (2.2) 6.0 (3.1) $53Q.D. 1.46, NS. 1.43 N.S. 4.72  «.05 
No. family | 3 "M 
problems 4.3 jQ. 0) 3.8 (2.0) 4.20.0  3.7(1.0 0,82 NS. 1.73 NS. 3.0 « .1 
Areas with missing . E | 
data 
symptoms 4.10.4 9.1Q.) 5.20.0 9.42.7 5.9 .000 4.9 «.000 68.1  «.000 
4.8(1.8 280.89 4.90.6) 3.1 OL 4.5 «.000 22.5 «4.000. 
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TABLE H R 
Effects of interview style on quality of factual information 














Paired styles Paired t test 
A D B C (Avs D; Bys C) 
Structured Sounding bd. Systematic expl. Act. psychoth. df 11 df tl 
Problems absent — Mean (S.D.) Mean (S.D.) Mean (S.D) Mean (S.D) t P t P 
No. symptoms definitely 
absent 2.8 (1.8) 0.2 (0.4) 2.8 (1.3) 0.5 (1.0) 3.72 «.01 4.69 «.001 
No. family problems Ec 
definitely absent 0.7 (0.7) 0.3 (0.7) 0.8 (0.8) 0.1 (0.3) 1.48 NOS. 3.0 31«.01 
Problems present 
No. symptoms with 
good data 6.3 (1.5) 2.9 (1.4) 4.5 (2.1) 2.2 (1.9) 5.38 <,001 3.56 <.01 
No. family problems : 
with good data 1.0 (1.0) 0.4 (0.7) 1.0 (0.7) 0.9 (0.7) 2.03 NS. 0.56 N.S. 





less relevant than any difference with respect to data 
about problems which are present. 

What is crucial is that the two actively questioning 
styles were considerably better at obtaining enough 
detailed information, on topics where there was an 
abnormality, for a judgement to be made about their 
clinical significance. The quality of information scale 
= (based on whether data were provided on 12 different 
aspects such as onset, course, duration, severity, 
frequency, social impact, etc.; see Rutter and Cox, 
1981) was used to judge whether good data were avail- 
able for each problem area. The structured and 
systematic exploratory styles provided a mean score of 
5.4 child symptoms with good data and 1.0 family 
problems with good data, compared with 2.5 and 0,67 
respectively for the other two styles combined. The 
implication is clear: if psychiatrists are to obtain 
sufficient detail about family problems and child 
symptoms for them to-make an adequate formulation 
on which to base treatment plans there must be some 
systematic and detailed probing and questioning. 


Idiosyncratic factual data. 


The conclusion . above. applies to those general 
topic areas thought. to be clinically important in all 
cases and hence those topics which interviewers might 
be expected to enquire about routinely. However, it 
might be thought that the potential strength of the 
less probing active psychotherapy and sounding 
board styles. would lie in their power to pick up 
unusual information idiosyncractic to the family which 
was of clinical significance, and yet which might be 





missed by more active structured approaches. All 
interview typescripts were systematically perused to 
pick out all such items. of idiosyncractic clinically 
significant information (see Rutter et al, 1981), In 
this way a score was derived for the number of 
significant items in each interview. The findings are 
given in Table III. It is striking that all four styles 
picked up a large number of these unusual items—an 
average of some 16 to 18 per case. Some of these 
items although outside our range of standard topics, 
could have been specified and included in a structured 
approach. Nevertheless, many could not and most 
families had quite a few crucial features of manifest 
clinical importance which were sufficiently personal to 
be outside the scope of standardized questioning as 
usually employed. Such items included the death of a 
close friend of the child at school, the fact that 


Taste HI 
Style differences on unusual factual items of clinical 
significance 
Paired styles 
^^ D B "ue 
E Sounding Systematic Act. 
Structured bd. — expl. psychoth. 
Items | 
pickedup 16.5 . 16.5 18.2 15.8 
Items 


missed 4.4 4.5 2.8 5.2 













Structured 
A. 


No. self-disclosures 
_ within interview Mean 14. 
- prorated to 60 mins. S.D. 


nd 
WO to 


Paired t test 
| t. df P 
A vs B -1.4 H N.S. 
CysD. 0.44 11 N.S. 


mother's best friend was overtly lesbian, and-that the 
mother had a mentally handicapped foster child to 
_ Stay for many weekends. The results show that there 
was no significant. difference between styles in the 
mean number of unusual items of clinical importance 
which were picked up. It is important to note that the 
“more structured interviewing styles had not caused 
difficulties in eliciting this type of information. 

“By making comparisons within pairs: it is possible 
also to examine how many items of information were 
missed by each technique. For this purpose ‘missed’ is 
defined in terms of the datum being absent in the one 
interview but present in its opposite number within the 
pair.. This shows that there was no. overall difference 
between the structured and sounding board styles, but 
that in the 12 pairs with a systematic exploratory style 
versus active psychotherapy style comparison, there 


. were 9 with a difference, and in 8 of these there were 


more items missed. in the active psychotherapy style 


E {P — 02, sign test). Thus, for this purpose there may 
- «be advantages in using a style which combines active 


fact-gathering and active feeling-oriented techniques. 


TABLE V 
Analysis of interviewer actions followed by self- disclosures 
(Experimental Study) 





Informant response 


Interviewer action . % with self-disclosure 





Request for self-disclosure (n = |] 57) 


72.0*** 

Open question (n = 514) [71,399 
Interpretation/sympathy/request for | 

feeling (n — 444) 20:5723 
Any other action (n = 1758) 5.2 





^ p df 1: Significantly different from any other action at 
a 1% level. | 


| Self-disclosures paired styles 
. Sounding bd. 
cos. 





for self disclo: 








Systematic expl. Act. psychoth. 
Del e D 







^ 06 Lag 





Analysis of variance us 
A+CrwsB+D — 2.03 1,16 NS. 
A+BysC+D — 1.43 1,16 N.S. 


Self. disclosures. 

^A further. type of factual information which it 
might: be supposed. would be better obtained by 
active feeling-oriented techniques . concerns self- 
disclosures. This is a term applied to factual data 
likely to have a high emotional significance, such as 
criminal activities, family violence or marital discord. 
(see Rutter and Cox, 1981). The naturalistic. study 
(Hopkinson et al, 1981) had shown that the techniques. 
most effective in eliciting feelings and emotions were 
also most effective. in obtaining self-disclosures. The 
relative efficacy of the four styles in eliciting’ self- 
disclosures is shown in Table IV. No a. 
differences between styles were found. 

The explanation for this lack of difference is to be 
found in the analysis of the effects of different inter- 
viewer actions. Table V shows tlie proportion of the 
immediately succeeding informant responses which 
included a self-disclosure; in relation to different types 
of interviewer actions. As’ in the. naturalistic study 
(Hopkinson eft al, 1981), open questions, interpreta- 
tions, . expressions of sympathy. and requests for. 
feelings. all produced self-disclosures in: about a 
fifth of instances—a rate three or four times that 
found with other interviewer actions (apart from. | 
direct requests for self-disclosures). However, by far 
and away the most effective technique for ‘eliciting. 
self-disclosures ` was to directly request them by asking 
a question on the relevant emotionally significant 
topic. The importance of this finding is that requests 
ures showed a distribution across 
experimental styles which differed from the active 
feeling-oriented techniques. Direct requests were more 
common in the structured styles. The consequence. is 
that there can be no. clear expectations, and as it 
turned out, there re no major differences between 
styles in. this connection. > 
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TABLE VI 
Quality of factual data in naturalistic and experimental interviews 


tese t EHE ta RNA RAAR EMT Marr PH Heint Mt tetrum rim Herm meme irem memini tvi Aemiliam mmm 





Styles 
|. Ali : Systematic Act. Sounding 
- Naturalistic Experimental Structured expl. psychoth. bd. 
ae ea RENE MEQUE UEM Id I PNE M Mb C HUMUM UE 
% Problem items (symptoms and | SE u 
family) with good data 25.0% 56.6% 68.7% 71.7%: 48.1*4 031.449, 





Difference between naturalistic and all experimental: x? 


Experimental and — 3: interviews compared 

So far the focus has been on the merits and demerits 
of particular interview styles as a means of gathering 
factual information. However, there is also the 
question of interviewer skills and experience. This 
could be tackled by comparing the experimental 
interviews; which were carried out by very experi- 
enced -clinicians,. and the naturalistic interviews, 
which were done by psychiatric trainees. 

There were no significant differences between the 
naturalistic and experimental interviews in terms of 
the coverage of symptoms and family features (that 
is the number in which problems were known to be 
present). However, al! the experimental styles were 
considerably more successful than the naturalistic 
interviews. in the quality of factual information 
obtained (see Table VI). Overall, the naturalistic 
interviews obtained good data on only a quarter of 
areas in which there was known to be: a problem, 
compared with over half in the experimental inter- 
views.as.a whole. It appears that even when experi- 
enced interviewers were using a style which was 
different to that which they normally employed, they 
obtained better factual data than that gathered by 
trainees. Experience and skills seem to count. | 
-This conclusion however is not very much help 
without some understanding of what these skills 
might involve. The findings point to two features of 
probable relevance. First, as Table VII shows, the 


= 33.0; df 1; P « .001 


experienced interviewers were more likely to respond 
immediately to factual cues provided by the mothers— 
especially when these concerned family problems. 
This tendency was most marked for the systematic 
exploratory style. 

Secondly, it appears that the expeissuced inter- 
viewers chose their probes more carefully and used 
them to greater effect. Table VIII shows that in the 
naturalistic interviews it was only when the trainees 
used at least 9 probes that they were at all likely to 
get good quality data. In contrast, the experienced 
interviewers were obtaining good data for two-thirds 
of items with just 4-8 probes. Good data were 
obtained by experienced. interviewers on a higher 
proportion of items at all levels of probing but the 
difference was much the greatest at the intermediate 
level of 4-8 probes. We may conclude that the 
appropriate choice of the most suitable kind of 
probe is probably one feature which gives the experi- 
enced interviewers an advantage. This is not sur- 
prising since experience teaches one which are the 
clinical aspects most likely to be crucial, and experi- 
ence helps too in learning which sorts of questions are 
most effective in producing informative answers. 


Mothers’ perceptions of the interviews 

After each experimental interview, the mothers 
were given a questionnaire by someone other than the 
two interviewers. regarding their. perceptions and 


TABLE VU- 
Response to factual cues in naturalistic and experimental interviews 


























| . Styles. 
o% Factual ct cues immediately : E -— A 4 " |. All Systematic | Act. | Sounding | 
responded to as | Naturalistic Experimental Structured expl. Es psychoth. | bd. 
Child symptoms 52:3% (56.1% 61.0% 68.8% 53.9% 43.9% 
Family problems 38.5% 47.8% 30.6% 54.3% 50.4% 51.9% 





2n - Difference between naturalistic and all experimental: 





— 


Child symptoms: N.S.: Family Problems x? = 4.12; 1 d.f.; P «0.05 





ce ‘comprehensibility and 


variance F = 
i - differentiated between styles. Ten mothers felt that the 
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feelings about the interview. After the second inter- 
. View the mothers were asked which interview they 
c preferred in relation to several specified qualities: 
ti relevance of interviewers 

questions; opportunity to speak ; interviewers’ interest, 
understanding, degree of relaxation and friendliness; 
"whether talking was-helpful or changed the mother's 
perception or worries about the problem; whether the 
mother was relaxed or tense, and the response to 
open inquiry about the interview. and interviewer. 
Ratings were made on a 5-point scale i in answer to all 
these questions except the open. inquiry.. The findings 
showed no significant preference for any one particular 
style. A few mothers had a strong preference, but each 
experimental style was preferred by some. The first 


Interview was perceived as more often helpful (analysis 


cof variance F = 20.64, df 1,16,° P^ —0.001) but 
s mothers felt more relaxed in the second (analysis of 
= 7.53, df 1,16, P « 0.02). Neither rating 


interview had changed their view of the problem but 
this occurred in all four experimental styles. — 


Eliciting ofemotions ^ ' 


The findings on. the ‘effects. of. different interview 
styles and techniques. in. eliciting emotions are con- 
sidered in detail in a separate paper (Cox et al, 1981, 
VD). However, here it is important to note whether the 
active fact-oriented techniques had had any deleterious 
effects in suppressing the expression of emotions and 
feelings. Table IX indicates that this did not occur in 
the structured versus sounding board comparison but 
there was a slight tendency, falling short of statistical 
_ Significance, for the active. psychotherapy style to 
d it more feelings than: the ome nes exploratory 


range of topics: M 


elicit slightly more problems than those «raised. 


- TABLE IX 











Possible effects of ‘interview: style’ in supressing emotions 
Paired styles 
-Sounding Systematic Active... ee 
‘Structured board exploratory psychotherigy | 
Meanno. -— Mean no. . Meanno. ' Mean no. 
feelings : feelings © ^5 "feelings feelings ^. .— 
(S.D) 8D) (S.D.) (S.D) wu 
84.1(25.6) . 84. da e 89, 203. 0). 105.6(2.0) i 
ooo Paired t test id te 
- E NOTE: df P 
A vs D e sc 0.0 l1 UNS. 
BC p qu 1.77. H NS. 


Discussion. and Conclusions 


The research findings on. the techniques needed to 
obtain: good quality factual information are quite 
clear-cut, with the results from the naturalistic (Cox 
et al, 1981, Il) and experimental studies in very good 
agreement. If encouraged to talk freely, most mothers 
who have sought help: with their children's. problems 


mention most, but not all of the key issues without the 


need for. standardized: questioning on a pre-determined 
Many but not all of the items that are 





not raised spontaneously: turn out to be normal or 
unremarkable. The implication is that. it is desirable 


to-begin clinical diagnostic interviews with a lengthy 


period with little in the way of detailed probing. and 
in which informants are allowed: to dine their 
concerns in their: own way. ETE 

* Nevertheless, more dvstemiatic Guenon ies 
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spontaneously by mothers when they are interviewed 
with a less intrusive more reflective style. The im- 
plication is that it is desirable to ask a certain number 
of specific questions on key issues when it is crucial to 
know whether or not a particular symptom of family 
problem is present. Knowledge that a particular 
symptom or problem is absent can be crucial in 
differential diagnosis and the psychiatric formulation, 
e.g. whether a child showing antisocial behaviour has 
co-existing emotional symptoms. Although we do not 
have data on the point, it is likely that the need for 
specific questioning will vary with both the informant 
and the circumstances of the interview. The conclusion 
that most problems will be raised spontaneously 
applies strictly to the interviewing of people who have 
sought help from clinics. Our experience suggests that 
people from the general population who are inter- 
viewed for epidemiological research purposes and 
therefore who have not sought help need and want a 
more actively questioning approach. Informants who 
are reluctant clinic attenders or whose ability to 
provide a relevant account is impaired for example by 
mental disorder may also require a more structured 
approach. However, these suggestions have yet to be 
put to any experimental test. 

Although less active and less structured interview 
styles may be quite effective in obtaining mention of 
the relevant child symptoms and family problems, 
they are much less effective in obtaining good quality 
factual data. For this purpose, specific detailed 
questioning and probing is essential. Although most 
mothers make some mention of most of the clinically 
important issues, it is usual for them not to give 
adequate details for a clinical assessment. Probably it 
is not that they are reticent or guarded but simply that 
they do not appreciate all the features that are 
likely to be clinically important. Thus, the clinician 
must use systematic questions, detailed probes and 
requests for detailed description if he is to obtain an 
adequate account of events, happenings, behaviours 
and other factual matters. 

However, it is not enough to ask many detailed 
questions; it is also necessary for interviewers to be 
sensitive and alert to factual cues and to choose their 
probes with care and attention so that there is a focus 
on the essential unresolved issues and not on un- 
necessary questioning on issues already dealt with 
adequately in the informant's spontaneous comments. 
The better factual data obtained in all four experi- 


mental styles, as compared with the naturalistic 


‘Interviews undertaken by trainees, indicates the 
importance of skills and experience. 

The findings were also striking in dowie the high 
frequency of unusual items of information idio- 


syncractic to the family but of clinical significance. 


The implication is that however well planned and 
extensive the coverage of systematic questioning, the 
interviewer must always be alert for important factual 
data outside the range of standard enquiry. There were 
no major differences between experimental styles in 
their power to elicit such idiosyncratic data, but there 
was some suggestion of the advantages of a style 
which combined both active fact-oriented and active 
feeling-oriented techniques. 

The commonly felit concern that systematic 
questioning might either suppress the expression of 
feelings or might be experienced by informants as 
unduly intrusive or lacking in understanding was not 
borne out by the findings. Indeed, it was evident that 
each of the four experimental styles were preferred by 
some informants. It is probably desirable that all 
interviewers have a range of different interview styles 
and techniques in their repertoire so that to some 
extent they may vary their approach according to the 
needs of the situation and the preference of the 
informant. 
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. . Identification of Features Associated with Flying Phobia in Aircrew 
R. C. B. AITKEN, J. A. LISTER and C. J. MAIN 


Surinam: The psychological and physiological features of 20 aircrew 
consecutively referred for treatment of anxiety symptoms when flying were 
compared with a matched control group of uncomplaining aircrew. There were 
no significant differences between the two. groups on psychometric tests of 
personality, though there were differences in skin conductance; the phobics had - 
a higher rate of spontaneous fluctuation, and habituated less to a repeated audi- 
tory tone. More of the phobic group worried about their wives and acknowledged 
childhood and other adulthood phobias ; more had a family history of an episode 
perhaps best described as flying trauma. Many were on an overseas posting 
when symptoms presented. These few features could correctly classify 85 per 
cent of the subjects into the phobic or control group. This type of 'phobic aircrew 


-index' now requires to be validated prospectively for its predictive value. 


O'Connor (1970), in a study of the case records of 
446 Royal Air Force personnel grounded for medical 
reasons, found that the most common cause was 
psychiatric iliness, which accounted for 41 per cent of 
the cases, In practice about 25 trained aircrew were 
being lost to the RAF every year as a result of psych- 
jatric disturbance, despite a selection procedure which 
rejected 98 per cent of those who initially submitted 
an application form. Jennings (1967) pointed out that 
aircrew referred for psychiatric symptoms are unlike 
most patients seen in hospitals in that they have for the 
most part been functioning adequately socially. Even 
those with long-standing symptoms give a history of 
"having functioned well in most spheres of life. 

Differences between military personnel and civilians 
have been found using personality questionnaires. 
Goorney (1970) in a comparison of aircrew with the 
general population found that RAF aircrew scored 
. significantly lower on the neuroticism scale of the 
Maudsley Personality Inventory (MPI). Differences in 
 psychophysiological functioning between patients 
with anxiety and the normal population were well 
documented by Lader and Marks (1971). A general 
finding seemed to be that the more specific the focus 
of phobic difficulty the more the physiological 
functioning tended to fall within the normal range 
(Lader and Wing, 1966). 

The aim of the present investigation was to find out 
the extent to which phobic and normal aircrew could 
be distinguished on psychometric tests, psycho- 
physiological assessment and clinical information. It 
was hoped that such information might help to 
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identify aircrew likely to develop symptoms of 
anxiety in particular circumstances. It might be 
possible then either to offer help at an earlier stage or 
to avoid placing those vulnerable in situations likely to 
precipitate symptoms. 


Method 

The phobic group comprised 16 pilots and 4 navi- 
gators who had been referred consecutively for 
treatment of symptoms attributable to anxiety when 
fiying. They were assessed comprehensively prior to 
treatment. Some of the results have already been 
reported (Aitken and O’Connor, 1973). 

The control group comprised 20 healthy aircrew 
selected from comparable squadrons and matched 
approximately in terms of age, current flying duties 
and flying experience. Details are presented in the 
Table. None of the differences in means. reached 
statistical significance. Wherever appropriate through- 
out the analysis this was tested by Student's t test, 
x? or Spearman's product-moment parem co- 
efficient. 

(1) Personality tests—Each TEEN was ; given the 
Eysenck Personality Inventory (EPD, the Taylor 
Manifest Anxiety Scale (TMAS), Foulds’ -Hostility 
and Direction of Hostility Questionnaire (HDHQ), 
and Cattell's Sixteen Personality Factor Questionnaire 
(16PF). 

(2) Psychophysiology "ES of heart rate 
and forearm blood flow were obtained in the resting 
condition, following exactly the procedure used by 
Kelly and Walter (1969). 
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Previous experience ofp A 


Years since commenced flying 


Hours flown: | 
On current aircraft type 650.5 828.6 


1933.3 1692.7 


Total hours flown 





The psychogalvanic skin response (PGR) was 
recorded exactly as advocated by Lader and Wing 
(1966). Measures of change in electrical conductivity 
in the skin to 20 stimuli of a repeated 1000 Hz 100 db 
- auditory tone were obtained. The variables examined 
. were the slope of habituation (b value), its elevation 
< {a value) and the number of spontaneous fluctuations 
per minute. Subjects had not consumed any sedative 
drug, including alcohol, during at least the day of 

testing. 

(3) Prevalence of worry—A 10-item check-list was 
administered to assess the extent to which worry was 
acknowledged about a number of possible life stresses 
(Aitken, 1969). 

(4) Clinical interview—Information was obtained 

» "for each subject on a number of demographic vari- 

<- ables, childhood history, family history and details of 
du d flying experience. A clinical rating was also made of 
prominent personality traits detected during interview, 


3 during flight. 


| Resu Its 
- - Personality tests a 


No significant differénces between the means of the 
two groups were found in. any of the personality tests 
administered. A fairly wide range of scores was noted 





within each group. The mean scores for disturbance - 


were less than those. y Feported. as standard for the 
normal population.. | 


Ps ychophysiological measures | 
The means of the heart rates were not “gets 


the differences between the groups were insignificant, 
both in terms of overall means, and in terms of the 
lowest three readings. 

i (Tables of values may be obtained from the authors). 


Phobics (n — = 20). m | 


| Age in years | |. 28.6 S i 


training 7.6 4.6 


and symptoms other than subjective anxiety occurrin i i 


different for the two groups. For forearm blood flow, 


c "and Baal y aircrew 
Controls (n = 20) 








Range | Mean | SD. Range 

304 54 24-39 

2-18. /. 0.0 5.3 4-21 
20-3500 . 1062.1 1032.1 150-4100 
470-5500 2646.5 1775.0 950-7400 





The -phobic group showed a significantly higher - 


> mean number of spontaneous fluctuations per minute . 


in skin conductance—2.3 against 1.3 (P « 0.05), The 
scores of the phobic group were more variable, witha 
greater range than the control group. When mean - 
changes in log conductance were plotted against the 
log of stimulus number, the control group showed a 
greater response than the phobic group to the first 
three stimuli, but showed, if anything, smaller 
responses from the 4th to the 20th stimuli (Fig 1). 
Regression equations of the PGR to each of the 20 
stimuli (other than the first) were calculated for each 
subject. The regression slopes of the means are 
plotted in Fig 2 and differ significantly (P < 0.025). 
This was reflected in the finding that the mean a and b 
values of the individual equations for the groups 
differed significantly (P « 0.01). 


Prevalence of worry and other clinical information 

More phobics than controls acknowledged worry 
regarding their wives-—55 per cent against 20 per cent 
(P <0.05)—and regarding flying—95 per cent against 


.— 20 per cent (P 0,001). The difference with regard to _ 


flying was obviously to be expected but it is surprising, - 
perhaps, that so. many of the control group acknow- 
ledipsd worry about flying. | 

-A great deal of very. fascinating information was 
revealed, as. much about the. personal life and per- 
sonality of aircrew as about specific features asso- 
ciated with flying phobia. Two of the phobics and four 
of the controls had experienced a significant flying 
accident, and five of the phobics and ten of the 
controls a significant road. traffic accident. Clearly 
proneness to accident was not a specific feature 
associated with phobic symptoms. 

: Of more significance was the observation that six of 





the phobics, whereas only one of the controls hada. ` 


family history of an episode perhaps best described as. 
flying trauma’ (P « 0,02). The father or brother of 
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Fic 2.— The lines plotted are the mean regressions for 20 subjects for stimuli 2-20, 
The slopes differ significantly (F = 6.22, P <0.025). — | 
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Controls: ow 


two- r Mubjects. had been. killed in flying accidents. 
Another’s father had crash-landed during the war. The 


brother of another was killed and the father of another 


injured in an air raid. Another’ s father had psychiatric 
. iliness. preci tated by such an experience. Finally the 












ith an episode of seriously disturbing 
member of his crew. No other family 
oted to be of distinguishing interest. — 






- history was 


~ childhood, in contrast with nine of the phobic group 
(P « 0,001). Eight of the: phobic group and two of the 


| control group (P < 0.02) experienced other phobias in 


adulthood: None was severe, but nevertheless could be 
troublesome, like fear of: fainting when ima crowd. All 


antedat ‘the onset of flying: pane: 





er had to cope when flying as a pilot 


None. of ‘the control group reported phobias in 


— 0,193 log x +0. 319 
— 0.341 log x +-0.431 


Two features ad. to be associated. with 
precipitating symptoms—flying. with. reduced visual 
cues as in cloud or haze, and: being on an overseas 
posting—for both features these were relevant for 11 
out of the 20 in the phobic group. The significance of 
the latter seemed unlikely tc icult flying 
conditions as more often th | vue. over- 
seas, but rather to the associated. 











preeipitatirig : fitum Anceight o 
subjects. The prevalence of such:s ) 
easy to determine for the control grou » who would 
have been less attentive to it as no y phobic disturbance 
followed. 

Virtually all subjects in both groups kad experienced 


symptoms in flight, presumably due to anxiety and no 


. attributed to disease or anything toxic in the cockpit, 
. © Many had had an episode on some occasion of rapid 
D breathing, sweating, disorientation, headache, faintness 
. Or unreality, not necessarily associated with some 
= danger. The severity and significance seem 
- common to the control group as to the phobic air 


. Seven of the phobic group ànd six of the control 


s group had prominent obsessional . traits in their a (0.4: 
co related with worry about wife (0.42, P. < 0.05). 


personality. 

Fifteen of the phobic group. (five marked. in 
contrast to only one markedly in eight of the control 
group) had experienced marital problems or sexual 
threat (P « 0.05). For some the nature of this seemed 
strikingly relevant. A wife had refused to accompany a 
phobic patient. overseas shortly before his phobic 
symptoms presented. One subject. was adamant that 
he did not wish his wife to have a child, while another 
was being investigated for infertility. Another subject 
was alarmed at the prospect of further pregnancy 
because his wife refused to allow contraception or 
sterilization. Another feared and postponed marriage, 
and yet knew his close relationship with his girlfriend 
could not continue otherwise. Another’s parents had 
refused to attend his wedding due to dislike.of his wife, 
his phobic symptoms presenting a few months. after 
his marriage. Another mentioned that his mother was 
jealous of the attention: he paid: to his wife and 
friction had developed. Several subjects complained 
of premature ejaculation or female unresponsiveness, 
and one of impotence. 

The variable timing of the study after the onset of 
phobic symptoms precluded clear identification. of 
causal relationships. Thus, worry concerning wife 
and change in physiological state might have come 
¿= before, occurred simultaneously with or even after 
onset of the phobic symptoms. However, the im- 
pression gained from the clinical interview was that 
marital and sexual problems preceded the phobic 
symptoms, and may have been exacerbated by the 
added stress on the marriage of an overseas posting. 
Certainly the association between declaration of 
phobic symptoms and marital and sexual problems 


seemed clear, though a causal relationship in either- 


regard could not be established with certainty. 


Correlation analysis to construct a phobic aircrew index 


The independent variables which correlated. sig- 


nificantly with the dependent variable (membership — 


of phobic or control group) were selected for study 
and a correlation matrix prepared. These were: 


EE qd) childhood phobias (0.54); (2) other adult phobias 






(0.44); (3) family history of a disturbing episode 
associated with aircraft (0.42); (4) worry about wife 
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(0.45); and c above-average rate of spontaneous 


4 t e ave: independent Variables ‘did not highly 
tercorrelate and- there was no single Hae sala 


lent. eae Childhood phobias orela: 
er tulthóód phobias (0.42, P is 01) and 


A: P « 0.01). Other adulthood phobias also 


-It was decided therefore to.see whether combination. 
of the five variables would succeed in differentiating: 
phobic from healthy aircrew: Unweighted combin- 
ations of variables were used in preference to multiple 
regression coefficients, firstly for the sake of simplicity. 
and secondly because.of the reported instability. of 
estimates of regression coefficients (Wainer, 1976). 
All possible combinations. and cut-off scores were 
considered.. The various ‘phobic aircrew indices’ were 
constructed in terms of the proportion of misclassi- 
fications for. possible cut-off scores. Considering 
(1) childhood phobias and (2) other adult phobias, the 
presence of one correctly identified. 65. per cent of 
phobic patients, but misclassified 10 per.cent of 
healthy aircrew. The addition of (3) family history of 
flying trauma, led to correct identification of 85 per 
cent of each group. There was no benefit by adding 
consideration of (4) worry about wife. 

Best overall discrimination was achieved by 
considering all five variables, with a cut-off score of 
two present; 81 per cent of the phobic group were 
correctly identified while misclassifying only 6 per cent 
of the healthy control group. The percentage of false 
negatives (actual phobics missed. by the index) was 
less compared with indices in which (5) the rate of 
spontaneous fluctuation in skin conductance was not 
included. Nevertheless, the gain was slight, and it 
would be reasonable to omit psychophysiological 
information in any future study. 


Discussion 
This study has failed to reveal any difference in the 
psychometric tests of personality between phobic and 
control aircrew, Perhaps this is not surprising as these 
tests are considered by most clinicians to be insuffi- 
ciently sensitive to be of clinical importance in the 
management of patients. Other variables seemed more 





relevant to obtain a phobic aircrew index which might 


have predictive. value. 
A history of. childhood phobias, presence of other 
adulthood phobias or family history of flying trauma 


would suggest greater likelihood of aircrew to 


develop flying phobia. Identification of vulnerable 
aircrew should not require sophisticated study or 
statistical calculation. Supportive care might then be 
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offered to prevent the onset of symptoms, parti- 
cularly if aircrew are to be posted overseas or have 
worry concerning wife. Such attention should be aimed 
. at reducing the general level of arousal by behaviour 
therapy, pharmacotherapy, psychotherapy or marital 
counselling. Information could be given about the 
arousing effect of ambiguous visual cues, and its 
influence on. somatic symptoms, recommending 
control of breathing to reduce possible hyperventila- 
tion as a self-operated procedure. This could be 
related to improving the general level of tension, 
fatigue and mood, and overall social adjustment. 

The evidence obtained in this study about the 
aetiology of flying phobia is compatible with that 
related to phobias in other situations (Lader and 
Marks, 1971). Phobic subjects have a tendency to 
hyperarousal, as apparent by more frequent spon- 
taneous skin conductance fluctuations, and by less 
habituation of the PGR to repeated loud tones. 
Family disruption, whether associated with marital or 
sexual disturbance, overseas posting, or childhood 
experience is likely to be relevant in similar fashion. 
Anxiety in other situations both in childhood and 
adulthood can have the same effect. 

The experience of symptoms that could be attribut- 
able to anxiety when flying is not the sole factor 
determining presentation. The presence of these other 
associated features must influence coping behaviour 
so that a few aircrew become less protected from 
disturbance, whether psychological or physiological. 
A prospective study is now required, initially to 
validate the identity of vulnerable aircrew, and their 
likelihood to develop symptoms; and then to assess the 
value of any intervention. 
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Smoking Profiles of P Admitted for Neurosis . 


Summary: A detailed record: ut the smoking habile of 83 patients treated in 
hospital for neurosis was compared w ional statistics derived from the 
General Household Survey and Statistics of Smoking i in the United Kingdom, and 
with a control group of patients admitted for treatment of varicose veins. Neurotic 
patients were more likely to be smokers. They started to smoke at a younger age, 

smoked more cigarettes and were more likely to inhale deeply. It is concluded that 


neurotic patients have a greater exposure to the potentially toxic effects of 










cigarette smoking than non-neurotic individuals. 


Over the last two decades there have been a number 
Of studies which have attempted to delineate the 
relationship between smoking habits and personality 
traits. 

Many authors have reported a correlation between 


neuroticism scores on personality tests and smoking - 


habits (Eysenck, 1963; Waters, 1971; Cherry and 
Kiernan, 1976; McCrae et al, 1978; Rustin et al, 
1978). A recent study was that of Haines et al (1980), 
who examined over 1000 patients in the Northwick 
Park Heart Study, using. the Middlesex Hospital 
Questionnaire. These authors found a clear tendency 
for neuroticism scores to rise with increasing cigarette 
" consumption. 

C Eysenck, however, in his study of over 2000 men 
(1963), reported that levels of smoking correlated with 
extraversion rather than neuroticism, and his findings 

were supported by those of Eastwood and Trevelyan 

—- (1971) and Rae (1975) However, these last two 

studies were unconvincing, as Eastwood grouped all 

psychiatric disorders together and did not measure 
neuroticism, while Rae examined college students—a 
notoriously atypical group. 

The relationship of smoking. habits to neurotic 
illness is obviously an important one, because smoking 
may be a causal factor in morbidity and mortality. 
Sims (1973) pointed out the decreased life expectancy 
of individuals who had had a previous hospital ad- 
mission for neurosis, and Sims and Prior (1978) 
demonstrated an excess of deaths due to disease of the 
central nervous, respiratory and circulatory systems. 


More recent work (Sims and Prior, 1980) has sug- 


gested that the excess mortality from natural causes is 
.. associated with arteriosclerosis. 

=- No previous studies have looked at the smoking 
abits of individuals with a clinical diagnosis of 





neurosis. The present study investigated the hypo- 
thesis that a group of individuals with neurotic.symp- 


toms severe enough to merit hospital admission would 


smoke more cigarettes than a comparable group from 
the general population. 


Method 


A random series of 83 patients under 60 years of age, 
who had been admitted as in-patients to psychiatric 
hospitals in the West Birmingham Health District 
with a diagnosis of neurosis, formed the target popu- 


- lation. They consisted of patients from a teaching unit 
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and a catchment area mental hospital as well as those 
admitted to the regional centre for psychotherapy. 

Patients completed a self-administered question- 
naire which included items relating to social and 
demographic background. The section of the question- 
naire which dealt with smoking habits was devised by 
the Medical Research Council (1960) categorising 
patients either as non-smokers (those who had never 
smoked as much as one cigarette a day for a year), 
ex-smokers (those patients who had in the past smoked 
as much as one cigarette per day for as long as a year), 
or smokers (those who had smoked at least one 
cigarette per day in the preceding month). Questions 
were also asked. about cigar and pipe smoking, about 
the number of cigarettes smoked, and about the extent 
to which the smoke was inhaled. 

Smoking in this group was compared with age, sex. 
and social class matched figures from the Genera. 
Household Survey. (Office of Population Censuses anc 


Surveys, 1978). Age at starting to smoke and depth o! 
inhalation in the. neurotic patients were compare 
with these characteristics in the general population : . 
using the. figures. from Statistics of Smoking in thu. tein 


United Kingdom (Tobacco Research Council, 1976). 
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The questionn ire was also completed by a control population from the General Household. Survey and 
group oi pi tients admitted to hospital for varicose ^ Statistics of Smoking in the United Kingdom. | 
4 bases bsc qud and nE for age and sex with the When the neurotic group is compared. with the 
group. general population (Table D, itis found to. include a 
Results higher proportion of smokers in both age and sex 
. Cigarette smoking in the neurotic in-patient group — BFOUPS. — 
was compared with the figures derived for the general The Baraa wopo of. smokers amongst 





x d Taare Í ede T og 
| _ Cigarette wee examined by age and sex 





gaps > | ‘Significance of 
Genea population SR 3 Neuste Soda |... „proportionate increase 





M | .. Total Total? 
Age in years Smokers (No.) sample size Smokers (No.) sample size — (df = 1) P 


Males 16-24 702 1,712 6 10 — NS 
25-59 1,456 3,033 17 25 4.000 «0.05 


Females — 16-24 697 1,820 6 12 g NS 
25-59 : 1,220 2,904 25 36 341.56 ©. <0,001 
BRENNEN NM DPNEMEMM MM E Ll 
TABLE II 
Cigarette smoking examined by social class (sexes. combined) 





pn eer nes m ze . "Significance of. 
General population (OPCS) Neurotic group... _ proportionate increase 


Social class — | Smokers ^ ^ Samplesize Smokers | Samplesize ^ X 





Hoc 5.055 12,328 ..36 51 18.37. «0.0001 


Taneli — — | 
Age at starting to smoke 


e: General population mE "DEREN PU : 
0 {Smokers and non-smokers) | . Neurotic group Significance of oo. 
2 AR | .. (Smokers and non-smokers) _ “proportionate i increase 








Age in years VA à No. starting  - Sample size No. starting — I Samples size : y a PC 
Males ee 00e 0o 1L. 
ee 18-29 M gout 1,104 2 4,910 





| Y" or under oo bs 5,151 





d Females 
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No. inhaling ap e si X T 
7 an 
Deeply 1,729 2246 — HM _ 4.6 <0.05 
Not deeply 382 coc 2,223446 — M e O0 mim «NS. 
Not at all 200 0488 cov. 2246 deus — om 
Deeply . 12208  —— 2,237 31 — NS 
Not deeply (06 - ^ 2,24] 3 3l oe NS 
Not at all 358° CR 9937 6 31 di NS. 

neurotics is seen over all social classes, but is especially nm TABLE vi. 


ae concentrated in social class IH (Table H). 


Neurotic in-patients described starting to smoke at 


pt younger ages than the: general population (TRO). 


This was especially marked for male subjects (Table 
HD. 


The neurotic subjects appeared more likely to inhale. 
deeply than the general population (TRC). This was a 


consistent finding for males and females (Table IV), 
although on our sample sizes it only attained signi- 
ficance for deeply-inhaling males. 

The most conspicuous difference between the neuro- 
tic patients who smoked and the general population 
(OPCS) was in the number of cigarettes smoked per 
day (Table V). 

When the neurotic in-patients were compared for 


=: smoking habits with the control group of patients 
-treated for varicose veins, the neurotics showed a 
/ . consistent trend of greater exposure to cigarette 







_ smoke (Table VI). 


TUER Discussion 

Cu E The data presented in this study are of interest for 
two reasons. Firstly, our results did show that patients 

admitted to hospital with a diagnosis of neurosis were 

more likely to be smokers than their counterparts 

matched for age, sex and social class in the ordinary 


TABLE V 
Mean number of cigarettes smoked per smoker per day 


Paap Sp arate ————————————————————X—— RAR sR LAAT HLL yh vi A TAAA 


General population 
smokers 
(OPCS) 


Neurotic group 
smokers 





‘Surgical group compared with * neurotic gr oup’ patients 
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Surgical Neurotic 








Number ; detis i | group group 
Males. c uie vu vor 46 eS 
Females Ea — P 13 88 
Smokers (both sexes) - l 12.0 — 53 
Starting to smokeat 17 years or 

under (both sexes) 9 46 
Inhaling deeply (both sexes) 17 65 


Mean no. of cigarettes smoked/day 
per smoker 17 29 


ter (enim 





population. The hypothesis that a neurotic group 
would contain more smokers than a similar group 
from the general. population was upheld. Although 


there have been a number of studies which have 


investigated smoking levels in the general population 


and attempted to: correlate them with neuroticism: 
. scores, this is the first 





study of the smoking habits of 
individuals diagnose as neurotic. 
> observation that a greater proportion 
of neurotics smoke may be of secondary importance, 
in view of the finding that those neurotics who do 
smoke are actually xposed to greater toxicity than 
‘ordinary’ smokers. This i is because they start smoking 
earlier, inhale more deeply and consume more 
cigarettes than the average non-neurotic smoker. 
Cherry and Kiernan (1976) reported that among the 
individuals they studied inhalers were more neurotic 






and large consumers more extroverted, as measured by. | 
the Maudsley Personality Inventory. This confirmed- - 
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Lad Eysenck’s original observations of 1960 and 1963. The 
- patients in the present study had a clinical diagnosis of 


B  "meurosis, and it has been established that such 
pos patients. score t 


7 igh on measures of neuroticism and 

low on measures of extraversion. These patients were 
moderately heavy consumers of cigarettes. A sub- 
group composed of neurotic patients with high extra- 
version scores might reveal an even higher cigarette 
consumption. 

The finding that patients admitted to hospital with a 
diagnosis of neurosis have a greater exposure to the 
hazards of cigarette smoking could account for part of 
the increased mortality from natural causes observed 
by Sims, which was predominantly from respiratory 
„and cardiovascular diseases. 
Neurosis is a common condition: in less severe and 
.Sub-clinical forms, it is widely prevalent in the 
ordinary population. Community health strategies for 
reducing cigarette dependence should take neuroticism 
into account. .— 
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Psychological Chan 
A Repertory Grid and | p 





MILES HEWSTONE, DOUGI )PER and KEITH MILLER 


Summary: Personal construct theory and repertory grid methodology were 
applied to a study of psychological change experienced by a sample of ten 
neurotic depressives and their matched controls during short-term hospital- 
ization. All subjects completed a repertory grid and the Zung depression scale on 
admission to hospital. Depressives were characterized by lower self-esteem, 
: more negative social perception and higher scores on the Zung scale. Both 
an c measures were repeated at the time of discharge from hospital. Depressives 
D showed a significant reduction in depressive mood, more positive social per- 
ception, and a change in the construing of the self: controls showed no changes. 
It is argued that the use of a quantitative assessment technique reinforced by a 





theoretical framework results in a more refined understanding of psychological 


change. 


Kelly's personal construct theory (Kelly, 1955) and 
the assessment technique associated with it, the 
repertory grid, provide an innovative approach. to 
the study of depression (Rowe, 1978). Kelly's theory 
argues that to understand a person it is necessary to 
know how that person views the world, and more 


*.. specifically what personal constructs that person uses 
to view the self and others. Whilst suitable for the 
= examination of stable aspects of an individual's 
perception Kelly’s theory and technique can also make 
_ the measurement of changes in a person's construct 
- System particularly precise. The utility of the tech- 
= ^fique for quantifying psychological changes in a 


patient before and after psychotherapy has been 


specifically noted by several writers (Bannister and 


: Fransella, 1971; Bannister and Mair, 1968; Caine and 
Smail, 1969; Fransella and Bannister, 1977; Ryle and 
Lunghi, 1969; Slater, 1976; Sperlinger, 1976), although 
it has rarely been used with depressives (Rowe, 1969; 
1971)... | 

Studies of psychological change in depression have 
tended to use a number of different indices which are 
rarely related and never examined within a single 
theoretical framework. Thus, measures of improved 
self-esteem (e.g. Laxer, 1964; Luria, 1959; Sheerer, 
1949), and more positive social perception (Lunghi, 
7) have not been considered together. Working 
om personal construct theory and deriving repertory 


grid measures of these indices this deficiency can be 
partly overcome. 

This study examines changes in the construct- 
systems of a small number of depressives during the 
course of short-term. hospitalization. The major. 
hypotheses were drawn from “two propositions 
extended by Makhlouf-Norris and Norris (1973) and 
derived from Kelly (1955). Predictions were based on 
previous studies of psychological change in depression. 


Proposition I: The main function of construing isto © > © 


 reduceuncertainty. — E 
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. Hypothesis 1: Depressives will construe : the self - 


negatively (show low self-esteem), so as to reduce the. uo 


possible uncertainty of failure; however treatment 
should result in improved self-esteem at discharge. —— 
Hypothesis 2: Depressives will show negative social 
perception which will be unchanged by treatment. 
Proposition II: The primary area toward which 
construing is directed is that concerning the self. ~ 
Hypothesis 3: Depressives will show a change over 
time in the construing of the self, compared with — 
anotherelement. — ^. | NE 
Two additional hypotheses were also proposed: - 
Hypothesis 4: Depressives will show a smaller 
correlation between their two grids than controls, - 














based on the assumption that treatment for the - 


depressives is intended to bring about some change in. 
construing. EE ue 
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Hypothesis 5: On admission depressives will score 
. higher on the Zung self-rated depression scale (Zung, 


^m 1965) than controls. This du mood will be 
- reduced at the time of discharge. 


SLE Method 

Subjects 

Ten female psychiatric in-patients (age range 28-71 
years; mean age 45.3 years) were drawn from ad- 
missions to the Sarah Britton Wills Unit of the Bristol 
General Hospital on the basis of showing 'marked 
depressive mood' (Lunghi, 1977). Patients selected 
were neurotic depressives who were able to discuss 
their problems verbally. Patients showing symptoms of 
psychosis, anorexia or alcoholism were not included in 
the sample. A control sample of ten’ non-psychiatric 
in-patients was drawn from the university department 
of medicine, Bristol Royal Infirmary. The controls 
were individually matched with the depressives for 
age, sex, marital status and school leaving age. The 
length of hospitalization was unmatched: the mean 
test-retest interval was 3.45 weeks for the depressives 
and 1.08 weeks for the controls. All patients were 
tested within two days of admission to hospital and 
immediately before discharge. All patients completed 
the tasks without difficulty. 


Procedure 


; Al patients were interviewed. by the first TM to 
establish. rapport. before testing began. They then 
completed a 10x10 repertory grid (based on Sper- 
linger, 1976) containing the following elements: 

Self: self as. I would like to be (ideal self); father; 
mother; spouse or current boy-friend; closest present 
friend; a former close friend in whom I have been 
disappointed; a person with whom I feel uncomfort- 
able; doctor; a person. with whom I feel secure. 
Constructs were elicited from the patients’ verbal 
descriptions. of self. and others, rather than by using 
the more intellectually demanding triadic procedure. 
The ‘rating’ form of the repertory grid was used, 
whereby only one pole of the construct (the emergent 
pole). was presented and: each patient was asked to 


construe each. element. in terms of each construct, 
using a 7- oint scale. T he patient was required to rate. 


all elements on a particular construct, before passing 
on to the next one. The ratings were entered into a 
10x 10 matrix. Elements and constructs from the first 
"testing were provided for each patient at the retest. 

. All subjects completed the Zung self-rated depres- 
sion scale, half of them being randomly assigned to 
complete the repertory grid before the Zung scale on 
Test One and after it on Test Two. 


Results 

This section concentrates on the averaged scores of 
depressives and controls as groups, derived from the 
INGRID (Slater, 1972) and DELTA (Slater, 1968) 
computer programmes. for the analysis. of repertory 
grids, with -attention focussed on the hypotheses 
outlined above. A measure of self-esteem may be 
inferred from the distance between the self and ideal 
elements in the component space. _ 

From Table I it is clear that depressives did have 
significantly lower self-esteem than controls at the 
first testing (¢ (9) — 4,07, P «.005). Depressives 
showed a non-significant change in the predicted 
direction at the retest. 

Social perception scores are indicated by the mean 
distance between the self and non-self elements in each 
patient's repertory grid.: This subjective distance 
between elements is the ratio of the observed to the 
expected distance (Slater, 1976) and shows the extent 
to which an individual perceives others as similar or 
dissimilar to the self (Sperlinger, 1976). Norris and 
Makhlouf-Norris (1976).have explained that this ratio 
has a lower limit. of 0.0, a mean of 1.0 and rarely 
exceeds 2.0. Inter-element distances within a range of 
0.8 to 1.2 are neither similar nor dissimilar. It can be 
seen from Table H that the social perception of 
depressives was quite negative when first tested and 
significantly different from that of controls (z (9) = 
3.93, P <.01). However, the depressives showed a 
significant change in this variable between the two 
testings (¢ (9) — 3.37, P <.01) and the two groups are 
not significantly different in this respect at the retest 
(t (9) = 2,22, P > .20). 


Taste D. 
Means of the distance between self and ideal self elements 


remnant ten ji ANA AIRE I n er At HH HEP te PHP hir ear P e 


Depressives Controls 

n = 10 n= 10 
Xx 1.35 X 0.76 t = 4,07 
Test l BEEN 
SD 0.23 SD 0.38 P «.005 
EE. x x Q-tailedy: 
E & 12 R O77 4-380. 

Retest m 
o PEN (1-tailed) 

(9201. [20.8 

P -,10 P >.10 

(1-tailed) (1-tailed) 

df = 9. 


High scores indicate low seil esiti: 
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TABLE H 
Nien social perception scores (self-other distances, j 


Depressives Controls 
n= 10 n 10 





Retest 


SD 0.34. 
P < Ol P..> 28 


€— nai 


N.B. High scores indicate negative social perception. 
Tests are two-tailed following Lunghi’ s (1977) findings. 
(See hypothesis 2). 


“Changes in the construing of particular elements 


: -have not, to the knowledge of the authors, been 
- compared in the manner adopted in this study, and 


an explanatory note is in order. The DELTA output 
lists the amount of change on. each element, and 
elements. which have the.greatest sum of squares are 
: the ones which show the largest changes (Slater, 1968). 
It is: possible to compare the salience of changes on 
different elements by taking thé square root of the 
Observed to the expected sum of squares (Slater, 
personal communication). The expected sum of 
squares is calculated by dividing the total variance of 


oc the changes between the two grids by the number of 
» elements. This strategy was adopted in the present 
|o study to compare change on an experimental element 


(ke. one expected to change) with change on a 


~ control element (i.e. one expected to remain stable); 
the two elements chosen were self and best friend, 
- respectively. As Table HI shows, there was signifi- 


-cantly more change in. the construing of the self in 


<> the depressive sample (r e woe 2 2, 3, P < .025) than. 
 inthe control element... 2 
Data from the ortlatians wees two: anda 


completed at admission and discharge, and aligned 
on both elements and constructs, show no significant 
change in the construct system as a whole. The 
general degree of correlation provided by the DELTA 
analysis was transformed to a Fisher's Z score for 
comparison, but the correlation between each patient's 
two grids was of the order of +.8 in both samples, 
noting here that a high correlation between grids 
would indicate little. change. These data are not pre- 


$ sented. 





¿ As expected, depressives were characterized by 
Significantly more depressed mood than the controls 









Salience’ | 
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ir div jet t 9 = 3.99, P < .005). These: scores p 
z scaleare shown in Table IV. | 

show. a significant ` lanis | 
(09) = 194, P < <.05), but. 
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Controls 
Expéripieptal © UXCLAS & 0.75 4 —343 
element: — E po RI e ma AM 
Self | .SD 0.33 .SD 0.30 P «.005 
Rd p is idi (1-tailed) 
Controlelement: ^X. 0.89 X 70.835 . t—0.48 
Best friend SD 0.23 SD 0.44. P 10. 
(l-tailed)... 
ÜUPe2zd 9.6. E. 
IPO«;025 . P .10 
 (I-tailed) mec tailed) 





High scores indicate: greater change in construing or the: 
element. : | 


TABLE Iv 
Mean raw scores: on me Zi zung depression stale 


E Controls | 






= E | 


— 41.80 77 (9 2092 e 
SD 11.60 — ra « "E 
(tailed). 
teia  —— 
P »-.05 
(tailed) 








E Eu | 
High: oon indicate more depressed mood. 
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“construing of depressives. The first proposition 
F outlined. by these authors stated that construing was 
-directed towards the reduction of uncertainty. It was 








= “predicted that depressives would reduce uncertainty 


- by construing the self as non-ideal (hypothesis 1) and 


iw this was clearly revealed in the analysis. Makhlouf- 


Norris and Norris elaborate on this point and suggest 
that to construe the self negatively is to some extent 
self-validating. To construe the self positively, as 
successful or happy, would risk invalidation because 
an attempt to achieve success or happiness may fail. 
Rowe (1971) has given a similar picture of the de- 
- pressive's pathological attempts to reduce uncertainty, 
by construing the world in such a way that to be ill is a 
necessary outcome of a particular construct system. 
In addition, the self was seen as distinct from others 
 (depressives were characterized by negative social 
perception, hypothesis 2) which can be seen as a 
reduction of uncertainties associated with social 
interaction and possible rejection by others. Thus on 
admission to hospital depressives' construing was as 
predicted. Furthermore, their scores on the self-rated 
depression scale were significantly higher than those 
of the controls (hypothesis 5). 

Given this explanation of the depressive's problem 
in terms of personal construct theory, what significance 
do the observed changes have? The fact that there 
was no significant improvement in self-esteem and no 
sighificant change in the construct system as a whole 
(see hypotheses 1 and 4) indicates that psychological 
change has not been profound. It appears that 

. depressives, at discharge, are still concerned with 
= reducing uncertainty about the self by construing the 
self as non-ideal. This unchanged low self-esteem of 
the depressives fails to replicate Laxer's (1964) 
findings but is similar to Lunghi's (1977) failure to find 
changes on self-ratings pertaining to self-esteem. 

Depressives do, however, show significantly more 
positive social perception at the retest. This result 
does not replicate Lunghi's (1977) study and stands 
in opposition to his contention that the depressive's 
negative social perception constitutes a perceptual- 
cognitive style which is unaffected by short-term 
treatment. It is central to the argument of this paper 
that it is far more meaningful to examine the impli- 
cations of a person's construction processes, than to 


=~ simply describe them. The implication of this changed 


negative social perception is that depressives are no 
longer perceiving themselves as totally dissimilar to 
Other persons and perhaps unable to interact with 
them socially. If we accept the importance of social 
integration as a factor in overcoming mental illness, 
then this small change may be seen as an important 
step forward. 

The other significant repertory grid index of change 


is that of self-construing. The —Ó proposition 
presented by Makihouf-Norris and Norris (1973) 
suggests that construing is directed toward the self, 
and it was predicted | that depressives would show 
more change in the construing of this element than 
others (hypothesis 3). The significant change obtained 
may also be contained within the informational 
framework. Perhaps, in the course of treatment, a 
patient construes herself in the light of new informa- 
tion and changes in some positive respect. 

Finally, in addition to the repertory grid changes, 
depressives showed a significant reduction in depressed 
mood at discharge in accordance with hypothesis 5. 
This change was of almost exactly the same magnitude 
as that reported by Lunghi (4.5 and 5.4 points, 
respectively). 

Thus far, the results of this study only partially 
replicate those of Lunghi (1977); some small cognitive 
changes have been identified, but depressives have 
shown a reduction in depressed mood at discharge 
from hospital. However, in one respect the present 
study’s findings are more easily embraced by cognitive 
models of depression such as that of Beck (1967) than 
those of Lunghi. Given Beck’s argument that the 
direction of the depressed reaction is from cognition 
to affect, the discovery of a significant reduction in 
depressed mood would be expected to have a cognitive 
precursor. The mood change is. not great and thus 
only small cognitive change is expected. It is tentatively 
suggested that the small but significant changes in 
self-construing and social perception may represent 
cognitive change that has mediated the change in 
mood. 

In conclusion, it is argued that the use of personal 
construct theory and repertory grid methodology 
provide a useful means of analysis of psychological 
change in depression. As Rowe (1978) has empha- 
sized, this approach, by charting changes in depression 
in the framework of a patient'S own constructs, 
allows for a meaningful representation of the experi- 
ence of depression. It also focusses on the implications 
of patterns of construing, and changes in these patterns, 
and could help researchers and clinicians achieve a 
better understanding of the inner world of the 
depressed patient. 
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Field Dependence and the Differentiatior | ~ 
| of Affective States Pius 


| KATHARINE R. PARKES 


The extent to which anxiety, irritability and depression were 
differentiated as separate entities associated with: characteristic patterns of 
somatic and cognitive symptoms by field dependent (FD) and field independent 
(Fl) normal female subjects was studied with the Hidden Figures Test and 
Unpleasant Emotions Questionnaire. In the Fl group the correlations between the 
three emotions were low and non-significant, reflecting a clear-cut. differen- 
tiation in symptom configuration, as shown by psychiatrists. In the FD group the 
inter-correlations were significant and positive, corresponding to relatively poor 
symptom differentiation, comparable to that of a psychiatric patient group. This 
“suggests that the cognitive style variable of field dependence may underly 
differences in symptom differentiation associated with psychiatrist/patient 


< differences and, more generally, with social class and sex differences. 


The problem of establishing whether anxiety states 
and depressive disorders represent two distinct clinical 
entities, or whether they should be regarded as 
variations within a single neurotic disorder, has given 
rise to much research intended to investigate whether 
the two disorders can be distinguished in terms of 
symptomatology. In general, self-report rating scales 
for assessing the nature and severity of symptoms have 
failed to demonstrate a convincing distinction between 
the symptom patterns associated with anxiety and 
depression, either in patients (Mendels and Weinstein, 
1972) or in normal groups (Meites et al, 1980). Using 
both self-report and observer rating scales, Johnstone 
et al (1980) were unable to identify depressed and 
anxious groups in a sample of neurotic out-patients, 
and concluded that, for the purposes of drug treat- 
ment, distinguishing between the two states was not of 
practical. value. Other researchers, although main- 
taining the clinical distinction between anxiety and 
depression, have nonetheless reported that patients in 
various diagnostic categories covering anxiety and 
depressive disorders show extensive overlap in 
symptomatology, and consequently a considerable 
proportion cannot be reliably assigned to their 
diagnostic groups on the basis of responses to symptom 
checklists (Crisp et al, 1978; Prusoff and Klerman, 
1974; Snaith et al, 1976). | 

Evidence suggesting that anxiety states and 
depressive illnesses are clinically separate entities 


52 


comes from a series of studies by Roth and his 
colleagues. They found that the two disorders were 
differentiated not only by factors such as previous 
history, personality, duration, and treatment response, 
but also by symptom patterns (Gurney et al, 1970; 
Roth et al, 1972). in this work, details of sympto- 
matology were elicited by psychiatrists in a carefully 
standardized structured interview, and no self-rating 
scales were used. While some symptoms did not 
differentiate the diagnostic groups, the majority of the 
symptoms assessed could be distinguished as being 
significantly more strongly associated with either 
anxiety or depression. 

The possibility that the use.of psychiatrists’ ratings 
as the basis for establishing symptomatology may have 


contributed to the relatively clear-cut separation of 


anxiety and depression achieved in this study is 
consistent with several studies which suggest that 
psychiatrists differentiate symptoms as being asso- 
ciated with particular affective disorders more c'early 
than do. patients. Derogatis ef. af (1971). found 
that factor analysis of patients’. self-ratings- on a 
standard symptom check-list showed a “general 
neurotic feelings’ dimension not. present in the 
psychiatrists’ ratings, patients from the lowest social 
class showing the highest loadings o ‘on this general 
factor. These findings are consistent with those of 
Downing and Rickels (1974) who showed that 
psychiatrists’ ratings achieved greater discrimination 
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between anxiety and depression in patients diagnoses 
.as mixed anxiety-depression than did the patients 
self-ratings. | 
Leff (1978) carried out a study designed specifi 
to compare patients’ and psychiatrists’ conce; 
"anxiety, depression and irritability using a set. 
-symptom constructs derived from descriptions giv 
by neurotic out-patients. The results showed tha 
^ psychiatrists” ratings of a typical neurotic patient. on 








associated with particular emotions much more 


clearly than did patients' self-report ratings. Thus, the d 


correlations between different emotions were much 
higher.in the patients’ data than in the psychiatrists’ 
data. In particular, anxiety and depression were 
completely discriminated by the psychiatrists but the 
patients perceived these emotions as being relatively 
undifferentiated. 
In the present study the problem of symptom 
.. differentiation is seen from a psychological viewpoint 
| NET] essentially related to the ability of individuals to 
-~ — perceive and categorize elements of their environment, 
Coo. whether internal or external, as discrete and separate 
from their contextual background. This capacity has 
been conceptualized as a dimension of cognitive style 
designated field dependence/field independence, de- 
riving originally from the work of Witkin and his 
colleagues. The field independent individual tends to 
be intellectually analytical, perceptually discriminating, 
and 'able to keep things separate in experience' 
(Witkin et al, 1971). Such an individual would be 
expected to show more clear-cut discrimination of 
neurotic symptoms than a field dependent individual 
whose global mode of perception would be expected to 
~~.» lead to a more generalized and holistic experience of 
c. c affective disorder. In addition, field dependent 
.. Subjects tend. to place more reliance on external 
sources for definition of their attitudes and judgements, 
= and are particularly attentive to cues from others 
s (Witkin, 1965). It is likely therefore that self-report 
"materials, which provide no external cues and no 
structuring of responses by an interviewer, will show 
| the effects of field dependence most strongly. 

Several studies have examined relationships between 
field dependence and aspects of psychiatric disorder. 
Of relevance to the present work are findings that 
field independent patients showed a more differentiated 
clinical picture than those who were field dependent 

(Korchin, quoted in Witkin et a/, 1974); and of a 
strong positive correlation between field dependence 
and over-inclusive thinking, a characteristic associated 
with absence of conceptual boundaries, and diffusion 
of cognitive processes (LaTorre, 1978). Witkin (1965), 
(án a review of the relationship between psycho- 
. pathology and psychological differentiation, suggests 
























these scales discriminated the symptoms as being 


he type of disorder developed may be related to 
of differentiation, but his analysis does not — 
ggest that. generál level. of symptom intensity is 
ited to field dependence. In accordance with this, . 
i et al. (1968) reported. a similarity in the 
prones, of field dependent and field indepen- 











edicted that groups of field 
lent 2 field. dependent subjects would 

4 he extent i which. neurotic symptoms are 
lated but. not in the overall symptom levels | 





reported. This prediction was tested in a group of 
: normal. subjects using a ‘self-report method closely 
similar to that described by Leff (1978). | 


Method 


The subjects in this study were female student 
nurses (n == 58). Their average age was 22 years, and 
almost all were of British or Irish nationality. . : 


Test riiaterials 


‘Hidden Figures Test (HFT): (UU sivesdity of Torontó; 
Health Sciences Laboratory). This: measure of field 
dependence. is similar in «concept to the Group 
Embedded Figures Test (Witkin et al, 1971). 
consists of 32 complex geometric figures, in each of 
which is embedded: one of five simple figures, which 
are shown at the top of the test sheet. In the present 
work only the 16 even-numbered items were used, and 
a letter below each indicated: which simple figure was 
embedded in it. The subjects’ task was to identify the 
simple figure in each complex figure and indicate it by 
outlining and rough shading. After preliminary 
familiarization with the task, the subjects were. given 
five minutes to complete as many of the 16 test items 
as possible. The score for each subject was the number 
of items in which the simple figure was correctly 
identified. To form the field independent (FI) and field 
dependent (FD) groups, the total group was divided 
at the median HFT score. This gave.two equal groups 
(n = 29 in each), HFT scores of 0-6 comprising the 
FD, group, and Ar scores of 7-16 PEONIIISIRE: the FE 
group. | 


Unpleasant emotions Guestinunaires: A modified 


version of the questionnaire described. by Leff (1978) 


was used. The 22 items, 11 describing cognitive 
symptoms (for instance, ‘I feel angry with myself’) 
and 11 describing somatic symptoms, (for instance, 
‘My heart beats fast’) were listed on three 
pages headed “WHEN I AM ANXIOUS-—', ‘WHEN 
LAM IRRITABLE—’, and ‘WHEN I AM DE- 
PRESSED—’. respectively. Three different versions 
of the questionnaire were used, with counter-balancing 
of item order across emotions. The subjects were asked 
to indicate the extent to which each item described: 
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how they felt hid experiencing the particular emotion 
concerned, by circling a number on a rating scale 
from: 1 iu ot: at idi to - ry much ee: 


Statistical t treatment 
Analysis of the data required comparisons to be 


.. made between each pair of mean scores from the set 





of three scores corresponding, to the three emotions. 
Since no predictions were made about differences 
between ‘specific means, the Newman-Keuls multiple 
comparison procedure. was used, and significances 
tested against the studentized range statistic, Q, a 
more conservative procedure than multiple t-tests 
(see, for instance, Amas, 1971). 


Results 


For each symptom rating scale the mean scores and 
the variances were calculated for each of the three 
emotions separately for the FI and FD groups. 
F-ratio tests showed. no evidence of significant 
differences between the variances of corresponding 
symptom scores in the FI and FD groups. Product- 
moment correlation coefficients (high values of which 
reflect similarity between symptom configurations and 
hence poor differentiation) were calculated between 
the mean scores for anxiety and irritability, irritability 
and depression, and anxiety and depression, in each 
group, as shown in Table I. 

In the absence of significant differences between 
the variances in the FI and FD groups, differences 
between corresponding correlation coefficients can be 
taken as indicating different degrees of differentiation 
of emotions in FI and FD subjects. In the FD group 
the correlations are significant for each of the three 
pairs of emotions, whereas in the FI group all three 
correlations are small and non-significant, indicating 
that emotions are more clearly differentiated by FI 
subjects than by FD subjects. As compared with the 
values reported by Leff (1978), also shown in Table I, 
the FD subjects show levels of correlation similar in 
magnitude, although marginally lower, than patients, 
while for the FI subjects the levels of correlation are 
close to those for psychiatrists. The FI and FD groups 
were also compared in terms of overall mean symptom 
intensities, averaged over the 22 items, for each of the 
. three emotions. Differences between the two groups 
were small, and none of the comparisons reached 
| significance. 

These R were repeated separately for the 
somatic and the cognitive symptoms. Whilst corre- 
lations based on as few as 11 items must be viewed 
with some caution, it was evident that the two types of 
symptoms. showed different patterns of results, as 
described below. 


(i) Correlations em emotions Jor somatic and 
cognitive symptoms — 


As shown in Table H, for. somatic symptoms the 
correlations between emotions, particularly anxiety 
and irritability, are relatively high in both the FI and 
FD groups. Although the correlations in the FD 
group are consistently higher than in the FI group the 
differences are not large. In contrast the inter- 
correlations of cognitive symptom scores for the 
three emotions are considerably lower in the FI group 
than in the FD group, this being particularly true of 
the correlation between irritability and depression. 





(ii) Mean intensity levels for somatic and cognitive 
symptoms 

The mean intensities of somatic symptoms and 
cognitive symptoms for each emotion are shown in 
Table IH. For both types of symptoms differences 
between FI and FD groups are small and non- 
significant. For the somatic symptoms the mean 
scores for anxiety were significantly higher than those 


TABLE I 


Product-moment correlations between emotions in the Field 
Independent (F1) and Dependent (FD) groups of nurses 


Fyn e 











Depression{/ — Anxiety/  Irritability/ 
anxiety irritability depression 

FI group 0.13 0.20 0.10 
FD group 0,53** 0.48* Q.47* 
Psychiatrists! 0 0.28 0.18 
Patients! 0,62** 0.58** 0.49* 
** P «0.01; * P «0.025. (Each value is based on 22 
symptom constructs). 


t Data for the psychiatrists and patients, shown for com- 
parison purposes, are taken from Leff (1978). 


Tage fl 


Product-moment correlations between emotions in the FI and 
FD groups for somatic and CORNE 5 PM separatel ers 


Depression/ Ankiety] ` Trritability/ 
anxiety. irritability depression | 
Somatic symptoms - | ue. i 
FL . 0.36 9. 78** 0.57 
FD 0.46 0.88**. 0,62* 
Cognitive symptoms E 
FI 0.37 0.24 J—0.36 
FD 0.72* 0.50 0.17 


** P <0.01; * P «0.05; " P «0.10. (Each value is based 
on 11 symptom constructs). 




















- Mean intensity score 


"Depression 


HE. Significance of differences: c "us à r; 
. Somatic symptoms: mean scores sto anxiety a are significantly higher than thi 
.and FD groups(P <0. 025 in each ase). 

. Cognitive symptoms: there are. no signifiant: differences between t | 
the FD group. E. 





for depression or iritabifity; bút there were no primarily by confi of. * ognitive symptoms hie 

ignificant differences. Dewees the three emotions for FI group achie e clear-cut: discrimination. of 3: 
itivesymptoms. «^ ^ the cognitive ite eF ied 4 Lue 

ese results suggest’ that thé: three: emotions are dont 

diff rentiated - primarily by: intensity of somatic (iii) Symptom profil 4 | ud 
ymptoms (anxiety being associated with more intense The somatic symptom profiles | for the three emotions 

somatic: response than Loro) Or di id and are. shown eo in Fig T for the FI ae: FD 
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! z 3 4 1 z 3 4 
AX LETY — mát [RRITABILITY — mener rnnt 0 DEPRESSION et mme mr me uim am me - 
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Fic 1.—Somatic symptonr so for Fl and: FD groups. 



















groups. For each áyiliptom, anxiety shows a higher 
mean score than either irritability or depression in 


oum both FE an FD groups. Consistent with the corre- 









| ta, there is a general similarity between the 
profiles for the FI and FD groups; although in the 
FI group i there are a greater number of significant 
di ses between emotions than in the FD group. 
Overall, soma c symptoms differentiate particularly 
poorly between depression and irritability. 

As shown in Fig 2, cognitive symptom profiles 
for the FD group tend to be superimposed, and 
relatively undifferentiated, whereas in the FI group 
individual items (with two exceptions) show high 
scores for irritability and lower scores for anxiety and 
depression, or high scores for depression and lower 
scores for anxiety and irritability. In the FI group 
nine out of the eleven items have mean scores for 
one emotion. which are significantly different from 
those of both the other emotions. In contrast, the FD 
group shows only three such items, anxiety and 
depression being particularly poorly differentiated. 


Discussion 


The results of this study showed that, as predicted, 
field dependence did not affect the overall levels of 
Fl GROUP 
MEAN SCORES 
2 


COGNITIVE SYMPTOM CONSTRUCTS 3 


I i 


i * 
HN e a ee 
ae En 
o* ~~ 
yee i it Dw od 
"a, ae 


34 P feel ithe smashing something 
4. Nothing seems worthwhile 

6. ! want to scream 
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crimination, while i in the ie FD i grou 
were highly significant indica i 
lower degree of discrimination. ' 3, the extent 
which an individual is able to perceive S eren ns r 
environment as discrete entities, separate and distinct 
from their background, is reflected in the extent to 
which symptoms are differentiated as being associated 
with particular emotions. 

Field dependence has been found to be related to 
social class (Gruenfeld and MacEachron, 1975; 
MacEachron and Gruenfeld, 1978), those of higher 
socio-economic status showing greater field inde- 
pendence. Ín addition, females tend to be more 
field dependent than males (Maccoby and Jacklin, 
1974). Both these differences may. be. of relevance in 
comparing the extent. to which psychiatrists and 
patients differentiate symptoms. Comparison of the 
results of the present study with those reported by 
Leff (1978) indicated that for the FI subjects levels of 
discrimination were comparable to those shown by 
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The fourth column Indicates which emotion, If any, has a mean score significantly greater 
D = Depresslon?, 


multipte compar 1$ons. procedure. a g E o.01, * psd. 05, 
than those for both the ofher emotions il > T ity, 


All significance tests. carried ouf by the Newman-Keuls 


or signif icantiy less than both the others i~i) 


Fig 2 
Fic 2.— Cognitive symptom profiles for Fl and FD groups. 
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- symptoms only slightly more clearly than the patient 








. of field . dependence and occupation, reviewed .t 
- Witkin and Goodenough (1977), which sugg: 
: psychiatrists, along with a number of other professio 
. groups, tend to be field independent. — 


although not for the other pairs of emotions, the 
difference between psychiatrists and patients was 
markedly greater than that between FI and FD 
subjects. Since psychiatrists’ concepts of the symptom 
patterns associated with particular emotions are, to a 
large extent, derived from their training and clinical 
experience, their relative superiority in differentiating 
a anxiety and depression is consistent with the emphasis 
< - given to this aspect of diagnosis in clinical practice. 
"The correlational data for the FD group in the 
present study were comparable to the corresponding 
data for the patient group reported by Leff, although 
patients showed a slightly lower level of differentiation 
than the FD group. It is probable that the patient 
group were predominantly female and of lower social 
- class, and that these factors account for their similarity 
to the FD group. However, in accordance with the 
suggestion of Mendels and Weinstein. (1972) that 
intense emotional states may become generalized, the 
greater intensity of symptomatology among the 
patients may also have contributed to the difference 
between patients and normals in levels of differen- 
tiation. 
m When the data for the somatic and the cognitive 
| Symptoms were analysed separately, it was apparent 
that although the FI group showed a higher degree 
of symptom differentiation than the FD group for 
a both types of symptoms the effect was much more 
= marked for the cognitive symptoms. In the FI group 
the three emotions showed characteristic cognitive 
symptom . profiles, almost all of the items being 
strongly associated with either irritability or depres- 
sion. There were no significant differences in overall 
levels of symptom intensity. These results (and, 
although to a much lesser extent, those in the FD 
group) therefore reflect a configurational or typological 
model of differentiation. In contrast, the difference 
between emotions in somatic response was pre- 
dominantly one of intensity, anxiety showing con- 
sistently higher mean scores than either irritability 
or depression, while configurational trends were of less 
importance. The high somatic intensity associated 
with anxiety, and the combination of intensity and 
-- configurational trends in the data as a whole, are 











KATHARI 
the psychiatrists, while the FD group differentiated 


The overall similarity between the data for psychiatrists 
and those for the FI group is consistent with studies: 


Only in differentiating between anxiety and d b kground, 
- pression did the psychiatrists show a slightly lower. ^. 


correlation value than the FI group, and in this case, - 
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1parable to the findings reported by Prusoff and 
rman (1974) from their analysis of responses of 
ious and depressed patients to the Symptom 
ecklist (SCL). 

ince the concept of field dependence relates to 
l differences in cognitive style, specifically 
bility to perceive and categorize elements of a 
‘tual field as separate from their contextual 
the probable explanation for the 
iilure of the FD subjects in the present study to report 


‘ particular symptom patterns as characterizing specific 
affective states is that they do not perceive discrete 


patterns of cognitive and somatic experiences as 
distinguishable entities. Rather, their experience of 
affective disturbance tends to be global and diffuse, 
whereas FI subjects differentiate symptom patterns 
more sharply. It would be expected, therefore, that 
FD subjects would respond to self-report symptom 
checklists: in a generalized way, reflecting their 
overall intensity of. disturbance, but not showing 
clear configurational trends which allow different 
affective. states to be discriminated. Consequently, 
correlations between different sub-scales would be 
higher among FD subjects, and separation of. the 
diagnostic groups correspondingly less clear-cut, than 
among FI subjects. This prediction, which is consistent 
with the findings of Derogatis et al (1971) relating to 
symptom differentiation by patients of different social 
classes, could be tested directly by correlational and/or 
factor-analytic studies of responses of FI and FD 
subjects to self-report checklists. 

If affective disturbance is experienced in a global 
and generalized. way, the appropriate mode! of 
symptomatology is a unitary one, in which anxiety and 
depression constitute a single neurotic disorder, 
showing little or no distinction between symptom 
patterns. Such a model would be appropriate to FD 
subjects. Conversely, the distinct-syndrome model 
would reflect the experience. of FI subjects, who 
perceive the symptom configurations associated. with 
anxiety and depression as distinguishable entities. 
Depending on the position of the subjects along the 
field dependence/field independence continuum, the 
techniques used to assess symptomatology, and 
interactions between these factors, one or other model 
may more closely represent the results obtained. 
Hence, different studies may result in different 
conclusions, even when the same self-report scales are 
used (see, for instance, Mendels and Weinstein, 1972, 
who compare their results with those of Costello and 
Comfrey, 1967). i 

The present study thus raises a number of questions 
which would merit further investigation. However the 
major finding, that FI subjects resemble psychiatrists 
in their capacity to differentiate emotions, while FD 











58 FIELD DEPENDENCE 


subjects show generalized patterns of affective 
experience characteristic of patients, suggests that 
perceptual style may be an important underlying 
variable influencing the extent to which individuals 
are able to perceive symptom patterns as distinguish- 
able entities within a inei context of affective 
oa 
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Physiologica Char 
Chronic | 


PETER TYRER, JAN. 


Summary : 





= Twenty- three salient: taking lit ur sub rdts alone i in therapeutic 


dosage for a mean period of 43 months (range 6-108 months) and 23 control 
subjects matched for age and sex had the frequency and amplitude of postural 
tremor measured and extrapyramidal symptoms assessed by standard techniques. 
Patients on lithium had a significantly lower. peak frequency of tremor than 
control subjects (P «0.05) and significantly greater extrapyramidal symptoms 
(P. «0.01), indicating that tremor appearing after chronic. lithium therapy is 


. .. adverse effects of lithium carbonate. 


etus FTremoé'liaeTong-been recognized as an unwanted 
< effect of lithium therapy (Schou et al, 1970). It is often 
found as an early manifestation of toxic levels of 
lithium but is also a frequent problem in patients 
taking lithium in therapeutic dosage, particularly 
after long-term therapy (Vestergaard et al, 1980). 
Recently there have been reports of extrapyramidal 
symptoms, particularly cogwheel rigidity, occurring 
after lithium therapy, again more frequently after 
chronic dosage (Shopsin and Gershon, 1975; Branchey 
et al, 1976; Johnels et al, 1976; Kane et al, 1978; 
o Asnis'et al, 1979; Tyrer et al, 1980). These extra- 
m pyramidal symptoms differ in some respects from the 
|. pseudoparkinsonism produced by antipsychotic drugs 
and there has been some doubt whether they are true 
: "extrapyramidal symptoms. Parkinsonian tremor char- 
— acteristically has a greater amplitude and a lower peak 
: frequency (usually between 4 and 7 Hz) than that of 
-— physiological tremor (between 7 and 16 Hz) A 
- . reduction in the peak frequency of tremor is a sensitive 
index of extrapyramidal symptom disturbance (Collins 
et al, 1979) and it was felt that a comparison of 
trémor in patients on chronic lithium therapy and in 
drug-free controls might aid interpretation of extra- 
pyramidal symptoms. Because there is some evidence 
that the characteristics of tremor, particularly 
frequency, alter with age (Marshall, 1961; Marsden 
et al, 1969) the group of control subjects was matched 
for age a and sex. 








C$ s Method 

- Patients attending out-patient clinics at the Depart- 
ment of Psychiatry, Southampton, and at Mapperley 
Hospital, Nottingham, were considered for the 
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likely to be an extrapyramidal symptom. Such symptoms are common long-term 


lithium group if (i) they had been taking lithium | 
carbonate for six months or more in regular dosage, 
(ii) they were taking no other psychotropic drugs 
apart from a benzodiazepine at night, and (iii) they 
had not taken an antidepressant drug for at least one 
month before testing and no antipsychotic drugs for at 
least three months before testing. Benzodiazepines 
were allowed becaüse they have no effect on the 
frequency of tremor (Tyrer and Lader, 1974). Control 
subjects were only included if they had not received 
previous therapy with lithium carbonate and also 
satisfied the same conditions as the lithium group 
with respect to present and previous treatment, 
Extrapyramidal side effects (EPSE) were first rated 
by one of the medical authors using a standard rating 
scale (Simpson and Angus, 1970). A full history of 
previous drug administration was recorded, and for 
the lithium patients venous blood was taken for serum 
lithium estimation. Postural finger tremor was 
measured by a standard technique (Collins et al, 1979), T 
the hand being supported to the level of the wrist and- 
tremor recorded from a. piezo-electric accelerometer 
taped to the middle finger of the left hand. The tremor 
signals were recorded on an FM tape recorder 
(Tandberg) and. Subsequently analysed using com- 
puterized power spectral analysis to give the amount 
of power (a measure of amplitude of tremor) in. 
different frequent bandwidths. The frequency of 
maximum power (peak frequency) was also recorded: 
Tremor was recorded by one of us (I.L.) without any. 
knowledge of the * patient’ s status or uug history. ` 


Resu its . 


Twenty-three pairs of subjects were tested. The 23 an 
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patients. on lithium carbonate had taken the drug for 
. a mean period of 3.7 years (range 6 months-9 years). 
Twelve had bipolar affective psychoses, 10 unipolar 


ye depressive psychoses and 1 was diagnosed as schizo- 


affective psychosis. Twelve (half) had taken previous 
_ neuroleptic drugs whereas only 5 (a quarter) had 
` taken such drugs in the control group. Benzodiaze- 
. pines were currently being taken by 43 per cent of the 
. lithium patients and 30 per cent of controls. 
. As pairs of control subjects and lithium patients 
were matched, paired t-tests were used to compare 
EPSE scores, peak tremor frequency and power, and 
“the amount of power in the parkinsonian frequency 
range (4-7 Hz) and in the higher frequencies asso- 
ciated with physiological tremor (7-16 Hz). Although 
tremor power was greater in the lithium patients the 
differences did not reach statistical significance. 
Extrapyramidal symptom scores were significantly 
greater and the peak tremor frequencies significantly 
lower in patients on lithium (Table I). 

To find out whether extrapyramidal symptoms and 
tremor features in the lithium group were related to 
duration of treatment and serum lithium levels, six 
correlation coefficients were calculated. These showed 
a significant positive correlation between the duration 
of therapy and peak tremor power, but serum lithium 
levels showed no association with any of the variables 
(Table II). Peak tremor frequency, as expected, was 
negatively correlated with age, but the association in 


both the lithium (r = —0.15) and control groups 
{r = .—0.04) was insignificant. 
Discussion 


The evidence from this study suggests that lithium 
in chronic therapy not only produces an increase in 


TABLE I 


Mean tremor frequency, power in different frequency bands 
and extrapyramidal side effect (EPSE) scores in 23 pairs of 
lithium and control subjects 











| Paired 
Lithium Control t-test 
| Peak tremor frequency ~ : ; | 
(Hz) 8.02 8.4  21* 
7 Poul 453.8 86.2 1.82 
47H | 8.00 474 — 1.30 
| “7-16 Hzpower | 16.35 | 15.26 0.29 
EPSE score (0-4) 0. 204 0.017 3.77** 
“P <0.05 *"*P«0.00 


TABLE H 


Product-moment correlation coefficients (r) ee tremor 
and ee vartabies (a = 23y 
Duration of 
lithium therapy Serum lithium 


D ÉÓÓ 


EPSE score 0.38 —0.29 
Peak frequency —0.26 0.08 
0.50* —0.17 


Peak power 





the amount of tremor but also shifts its frequency from 
the physiological range towards the parkinsonian one. 
The difference found in this study, à mean shift of 
i Hz, is relatively small but, bearing in mind the 
relative constancy of peak tremor frequency under a 
wide range of differing physiological conditions 
(Sutton and Sykes, 1967; Marsden et al, 1969; 
Lippold, 1970) it is likely to be a pathological finding. 
The results strongly support the view. that tremor 
occurring late in lithium therapy. is. likely to be an 
extrapyramidal symptom and not a toxic symptom 
due to elevated serum lithium. Evidence that tremor 
tends to increase with greater duration of therapy 
suggests that the extrapyramidal symptoms developing 
after prolonged treatment with lithium are different in 
nature from the pseudo-parkinsonism of neuroleptic 
drugs. | 

Several unusual aspects of the extrapyramidal 
symptoms produced by lithium therapy make inter- 
pretation difficult. These include a delay in onset in 
most cases, the relative mildness of the symptoms, 
with no reports of acute dystonic reactions, and 
insensitivity to or aggravation by antiparkinsonian 
drugs (Kane et al, 1978; Tyrer et al; 1980), and the 
production of pseudoparkinsonism . by lithium in 
patients with tardive dyskinesia (Mackay et al, 1980). 
These findings appear to confirm the animal evidence 
that lithium is a dopamine blocking drug (Friedman 
and Gershon, 1973) but give no. indication of its 


mechanism of action. The separation of dopamine. 


receptors into D1 or D2 groups is based on the 


presence or absence of linkage. to adenylate cyclase. 


(Kebabian and Calne, 1979), and in. view of the 


established. inhibition of adenylate cyclase by lithium 


in many tissues, including brain (Forn, 1975) lithium 
might be expected to block D1 receptors. However, 
production of pseudoparkinsonism is related. to 
blockade of D2 receptors (Schachter et al, 1980). 
Lithium also appears to prevent the development of 
dopamine receptor super-sensitivity (Pert et al, 1978) 


and therefore differs from. established neuroleptic 


drugs. It appears that current receptor. evidence i is. not 
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adequate to explain the effects of lithium and. 
drug may act on dopamine receptors not yet identifie 
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Suicide Pact in a Setting of Folie à Deux — 


MOHAMED ALI SALIH 


‘Summary: A case of folie à deux affecting two women friends who presented 
“as a suicide pact is described. The shared delusion was based on their life situ- 
ation and experiences. Social intervention and obtaining employment led. to 
marked attenuation of the delusion in both partners simultaneously and whilein - 
close contact. Review of the relevant literature revealed striking theoretical 
similarities between folie à deux and suicidal pacts suggesting the ease with | 
which the former could become the foundation for the latter. Í 


“When you live in the shadow of insanity, the appear- 
ance of another mind that thinks and talks as yours 
does is something close to a blessed event." 


ROBERT M. PIRSIG 


Zen and the Art of 
Motorcycle Maintenance (1974) 


Cohen (1961), defining a suicide pact as a mutual 
arrangement between two people who resolve to die at 
the same time and, nearly always, in the same place; 
individuals. formed 0.6 per 
cent of all suicides in England .and Wales over the 
period 1955-8. The figure for a’study in Bangalore is 
2.5 per cent (Sathyavathi, 1975). A German study 


arrives at 3.6 per cent (Donalies, 1928); while the 


finding in a Japanese study is 4 per cent (Ohara, 1963). 


Ohara comments that data on the subject are scarce, 


even in Japan, which makes 'statistical reports in- 
complete. His findings are inflated by the inclusion of 
parent-child suicides, where a parent takes the life of 


-. the child before committing suicide. These ‘forced 


double suicides’ form 22 per cent of suicidal pacts in 
Japan and are seldom seen outside a few Asian 


. countries. 


.Folie à deux; another relatively uncommon syn- 


| -drome, comprising 29 individuals (1.7 per cent) out of 

^ 1700 consecutive admissions (Spradley, 1937), has 
"been reported in association with suicide pacts. The 

.. striking. feature of these reports is the relationship. 
.. sbetween the partners: twin sisters (Gralnick, 1942; 
^ Rioux, 1963), two sisters (Laségue and Falret, 1877; 
Deutsch, 1938), mother and daughter (Coleman and 


Last, 1939; Dewhurst and Eilenberg, 1961), father and 
daughter (Floru, 1974; Lange and Ficker, 1976), two 
brothers (Dewhurst and Todd, 1956), husband and 
wife (Christodoulou, 1970; Lange and Ficker, 1976), 


ten members of the same family (Minovici, 1929), 912 
members of the Peoples’ Temple Cult including Jim 
Jones, their leader, and 260 babies and children (Daily 
Telegraph, 1978). 


The events in Jonestown in the Gujaná undis are 
worthy of inclusion here because the shared patho- 
logical beliefs and abnormal. behaviour are char- 
acteristic of folie à deux. Peoples’ Temple cult mem- 
bers escaped from what they considered to be per- 
secution in California and established their commune: 
an experiment in agrarian socialism laced with funda- 
mentalist religion in the Guyana jungle. A US 
congressman, on a fact-finding mission to the com- 
mune, and four others were killed by members of the 
cult while about to leave Guyana with members who 
wanted to return to the United States. Jim Jones told 
his flock that the time had come for them to meet in 
another place. He preached that they were committing 
a revolutionary suicide-to protest about the condition 
of an inhuman world. He urged the mothers to pour 
cyanide down the children’s throats so that they might 
die in dignity. The death by suicide of the 912 members 
of the Peoples’ Temple is reminiscent of the ‘forced 
double suicides’ in Japan. 


These relationships in folie à deux suicide pacts are 
a reflection of those shown by individuals who fall 
prey to either of the syndromes iridependently. The 
common belief that suicide pacts are made by lovers 


. who encounter insurmountable obstacles to, union is 
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supported by the eastern studies, but only. a. small 
‘proportion of the pacts were of this: Sort in n England 


and Wales (see Table). 


Notwithstanding a recent comprehensive review of 
folie à deux (Enoch and Trethowan, 1979), the case 
reported below invites study because of the asso- 
ciation of two relatively rarely reported syndromes and 
certain peculiarities that warrant recording. | 


















Mad ic of the relationship of folie a eis AER w 
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c Suthyavathi q9m Ohara (1963) - 














Gralnick (1942) - 
REN. _ Cases reported - "Bangalore Japan . 
| Relationship. 1877-1942. _ 1967-73 | 1954 
Married POM so 26 (22) | l | "M (61) 128 (10) 
Lovers | Qus A4(0) 744 (58) 
Friend and friend A (4) GSC o E i dd 
Parent.and child. M Lou CRAS OE P pua 282 (22)* 
Sisters. 40 (34) due D (4) | 
Brothers i1 (9) 2% ted : 
Brother/sister. .6 (5) 2 (3) 
Mother and son or daughter 24 (21) 3 £5) . 
Father and son or daughter - 2 () t (2) 
Patient and patient 4 (3) - | | 
(07M. homosexuals SET 1 (2) 12 (I) 
BE. homosexuals 38 (3) 
vor Other s 77 (Oy. 
Total combinations . H8 03) 58 (79 EPI A 1,2281 (74) 





M A parent takes the life of the child before committing suicide (forced double suicide). 


Case Report 


Migs: D, born 1934, and Mrs W, born 1924, were 
admitted to hospital in March.1972, after a serious overdose 
of butobarbitone. On initial psychiatric assessment they 
said that they had meant to die together and gave poverty 
as the reason for their action, They claimed that they had 
reached their decision jointly and neither admitted. to 
having been the leader. They were transferred for in-patient 
psychiatric care and the following story was obtained. 

Miss D, was an adopted only child: Nothing was 
known about her biological parents and there was no 


E ; history of mental illness in her adoptive: parents. She was 
=. At school until 16, and of average ability at lessons and 


mixing. She was a secretary for five years, but left to come 


“> to London to become an ‘actress’, She enrolled at drama 


school, paid. for by her. adoptive parents, but left after one 
year. She did no work after 1957 except dressmaking for 
herself. She. had an allowance from the adoptive parents 
which was later paid by a Mr S and stopped in August 
1964. She wrote to Mr'S, through the Australian bank, but 
received no reply. Á letter to the bank revealed that they 
had no record of anybody by the nanié of D or S conduct- 


ing business with them over the five years preceding the. . 


enquiry. They did recall that Mr. S used to collect the 
letters sent by Miss D, from the bank, until November 
1971. She. had many boyfriends, but the relationships were 
short and there was no sexual intercourse. She denied any 
lesbian attractions. 

She had had psychiatric treatment in April 1963, when 
she tiad complained of depression and hearing people 
cuss her from outside the room. Six months later she 
had been admitted to hospital after an overdose of imi- 


pramine. Transfer for psychiatric treatment was resisted by 
Mrs W and police intervention had been necessary. At that 
time she expressed. beliefs that her parents, (who were in 
fact in Australia), were interfering with her. 

When interviewed in 1972, she said that she heard 
strangers in a coffee bar in 1956-saying "she would go to 
the U.K., everything would be arranged and she would 

see her real father “Dallas Woolf’. Boyfriends. would 
eut stay for long". In 1957 she heard people saying 
“she would never become an actress, because her parents 
would not allow her". She believed that in 1961 she had 
been given a needle and was told.in her flat that ‘they’ 
came to the flat and were leaving newspapers which had 
significance for her. She could not specify who ‘they’ were. 
She claimed that since 1961 ‘Vernon Woolf’ lived opposite. 
He introduced himself as her real father's brother and had 
come over to see that she was all right. Since 1962 he 
refused to speak to her and pretended to be a Frenchman. 

Mrs W’s parents were both dead. She had one older 
brother. There. was no family history of mental illness. 

| vorked as a’secretary since the age of 16. She 
came to London with - Miss D. and took an office job, 
which she resigned i in October 1971. She went to Australia 
in November to get financial help from her brother but 
returned empty-handed. She married at 26 and described. 
the first two. years as happy, with satisfactory. sexual 
intercourse. Her husband left her for another woman and 








. they were divorced in 1961, She had lost interest in sex. She 


denied any lesbian attractions. There was no previous 

history of psychiatric illness. | | 
When seen in: 1972, she said that she resigned her job 

because “rules were put on her" since January 1963: she 
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was told that she could not have sick leave without a 
doctor's certificate and instructed to learn telex; she was 
also moved into a darker office. In the last ten years she 
had had vague feelings that Miss D's affairs affected her. 
She found her brother 'unreasonably rich' in 1971 and 
concluded that he must be taking her money. The rules 
being put on, Miss D's money stopped and her brother 
getting rich are all connected. She related how 'Vernon 
Woolf’, who lived opposite since 1961, introduced himself 
as Miss D's paternal uncle but pretended to be a French- 
man a year later. 

She said that she sent the rules to him in 1963 but her 
letters were returned ‘address unknown’, and when she met 
him he denied being related to Miss D and said he did not 
wish to be bothered. She concluded that ‘Vernon Woolf’ 
was in league with her brother, and Miss D's and her life 
were being interfered with. 

Miss D and Mrs W became close friends through 
mutual interest in the theatre. They lived together since 
coming from Australia to London in 1956. From 1964 
they lived in increasingly modest circumstances, since 
Miss D's allowance ceased, and neither understood about 
claiming social security benefits. Total isolation set in, 
apart from the weekly visit to the supermarket, after Mrs 
W resigned her job in 1971. They claimed that they sought 
financial assistance from ‘Vernon Woolf" to no avail before 
the joint self-poisoning. 

A provisional diagnosis of schizophrenia was applied to 
both and. they were treated with phenothiazines. Nursing 
in different wards did not lead to any change in psycho- 
pathology and was too distressing to maintain. After a 
social worker helped them with the financial difficulties 
they were discharged to the day hospital. They maintained 
the delusion that ‘Vernon Woolf’? followed them to the 
supermarket every Saturday, watching them ‘witha smirk 
on his face’. 

In 1975, they obtained part-time jobs in different parts of 
a department store and could work away from each other. 
They exhibited no symptoms apart from the preoccupation 
with ‘Vernon Woolf’ which persisted in spite of main- 
tenance treatment with depot antipsychotic medication. 
Their attitude towards him considerably softened, how- 
ever, and they lost the bitterness about his refusal to 
help them. By 1976 they were expressing concern that he 
must be insane to behave in that manner, and asked whether 
he could have treatment. 


Discussion 


This case history fulfils the criteria for diagnosing 
folie a deux (Dewhurst and Todd, 1956), i.e.: 


(1) The presence of. positive evidence that the part- 
ners have been intimately associated. 


(2) The presence of a high degree of similarity in the 
— general motif and delusional content of the 
e. partners’ psychosis. 


(3) The presence of unequivocal evidence that the 
"partners accept, support and share each other's 
delusional ideas. | 


It could be argued that Mrs W exhibited resistance 
to separation as early as 1963. The dire consequence of 
the threat of separation is illustrated by the case of 
two adolescent girls who murdered the mother of one 
of them, because they saw her as an obstacle against 
their remaining together (Medlicott, 1955). There are 
reports that separation leads to loss of delusions in the 
induced partner (Laségue and Falret, 1877; Postle, 
1940; Zabarenko and Johnson, 1950; Goduco- 
Agular and Wintrob, 1964; Spensley, 1972). It. has 
been rejected, especially in purely physical terms, as. a 
necessary therapeutic device (Rioux, 1963). 1f.the 
folie à deux represented an adaptive attempt to mair- 
tain closeness in the face of an ego defect, it would be 
expected that separation would not cure and might 
even aggravate the condition if that was the only 
treatment (Layman and Cohen, 1957). In the for- 
mation of a delusion, the psychotic individual gives. up 
contact with people and thus has difficulty in differ- 
entiating his own thoughts from actual perception 
(Sturges, 1967). The aim should be the treatment of 
the group rather than that of individuals (Rioux, 
1963). The test of the success of therapy is the dis- 
appearance of symptoms while the individuals are still 
together (Oberndorf, 1934), Diminution of the social 
isolation of the group as a whole strengthens the 
reality-testing abilities and reduces the paranoid 
tendencies (Wolff, 1957; Waltzer, 1963). Ascher (1949) 
warns that, since the psychiatrist has nothing better to 
offer, it would have been foolish indeed to deprive the 
two people of the only relationship that has any real 
meaning for them. 

Poverty; which these two women gave as the reason 
for their act, is a relevant aetiological factor in a 
number of suicide pacts (Ohara, 1963; Sathyavathi, 
1975) and has been considered the ground upon which 
folie à deux flourishes (Coleman and Last, 1939). 
Although they had no language difficulties, their 
ignorance about social security benefits was a form of 
the assimilation problems associated with migration 
which have been blamed for shared psychopathology 
(Kino, 1951; Goldney, 1971). 

Judging by the high risk to life and the unambiguous 
expression of suicidal intent, their behaviour fits the 
account of the ‘aborted successful suicidal attempt’ 
(Weiss et al, 1961). Cohen (1961) says that suicidal 
pacts rarely miscarry. T 

Improvement after aritipsychotic: pere is 
consistent with reports of the. induced psychosis' 
yielding to physical methods of treatment after 
attempts to ameliorate it by strict separation had failed 
(Adler and Magruder, 1946; Partridge, 1950). En- 
vironmental manipulation brought about resolution of 
psychosis in all members of-a family except. the key 
person (Tseng, 1969), which supports the view that 


















` thereof must be similar. The delusions will t 
 linquished only when the pathology has bee 
. altered that they are no longer of value (Laym in c 
Cohen, 1957). Change in Miss D's and Mrs. M 
Situation, especially obtaining employment, le : 
change in attitude toward ‘Vernon Woolf’. Laségt 


seem more reasonable than when expressed by the 
primary patient. Delusions which a mother adopted 
from her daughter became attenuated with time 
(Gralnick, 1942). It is of interest that, in the present 
case, the attenuation of the delusions took place in 
both partners simultaneously. 
The importance of induction to the inducer lies in 
s -. its being an attempt to keep in touch with the exterior 
__ world at a time when he feels himself threatened with 
“isolation by loss of contact. It is failure to convert 
others which results in total or partial withdrawal and 
the building of a barrier between his innermost con- 
victions and the rest of mankind (Hartman and 
Stengel, 1931; 1932). 

The concept of mental contagion (Laségue and 
Falret, 1877) was rejected (Régis, 1880) and here- 
ditary predisposition was proposed as an aetiologial 
factor (de Montyel, 1881). Kallmann and Mickey 
(1946), however, consider the use of the term ‘folie à 
deux’ in family units inadequate without proving 
specifically that it is not the factor of blood which is 
primarily at work. They warn. that care should be 

D taken to exclude the possible effect of mate selection 
^5 cc cin applying the concept. to. consorts. Dewhurst and 
s Eilenberg (1961) in sympathy. with this view, suggest 
that the exclusion of blood relationship would provide 
|. amost fruitful source for evaluating the significance of 
x environmental factors. 
^ Kramer (1950) writes: ‘there have been numerous 
studiés of ‘combinations of non-blood and blood 
related inducers and acceptors whose manifestations, 
symptoms, behaviour and attitude were astonishingly 
similar in spite of different. constitution and dis- 
position . . . even in the blood-linked combinations, 
blood relation does not seem to play so great a role as 
the interpersonal relationship of the persons involved'. 
Rioux (1963) goes even further: 'folie à deux occurs 
among identical twins. Even then it is to be considered 
a psychosis which develops because of a faulty and 
peculiar association of persons which transcends the 
twinship itself’. Rosanoff et al (1934) state: ‘here- 
ditary factors, in themselves, are often. inadequate and 
their. pathogenic effect is not highly specific in the 
: agtiology of so-called schizophrenia, Other factors 




























MOHAME 


delusions serve a definite purpose and fulfil a need for 
the individual possessing them. For two persons to 
accept the same delusions the needs and. fulfilments 


and Falret (1877) note that delusional ideas, when > 
modified and expressed by. the secondary partner, ^ 
fear. The aim is to: placate the aggressor by agreeing 


towards the induced partners, who 


n play a part with resulting dissimilarities of 
estation or total discordance of findings even in 
zygotic twins’. Leonhard (1980) writes: ‘...ina 
group of schizophrenias, systematic ‘schizo- 
ias, with a poor outcome, family histories of 
Osis were rarely found, but examination of 
uggested a psychological origin for the dis- 


ification was-advanced by Brill (1920) as the 
sential psychological process in folie à deux. 
'hompson (1940) sees identification as based upon 


with him. Pulver and Brunt (1961), adopting Thomp- 


son's thesis, stipulate that: ‘an identification in folie à 


deux is primarily a. defensive process accomplishing 


several purposes: the hostility of the primary partner 


is deflected, the secondary partner can now express his 
own hostility projected onto. outside persecutors and 
his guilt about his hostility is also projected’. 

Floru (1974) confirmed aggression by the inducers 
sometimes 
changed their attitude regarding the delusion, in four 
of his cases. This was particularly so when the 
secondary partner was threatening to free himself from 
the inducer's influence. 

According to Gralnick (1944), sociogenesis rather 
than biogenesis is. primary in psychosis: the life 
experiences of an individual determine his personal 
attitude, demands, strivings and the manner in which 
he responds to other persons and new situations. The 
social milieu is, at least, a determinant of the content 
of delusions (Soni and Rockley, 1974; Sims et al, 
1977). Delusions in some cases appeared essentially to 
be an attempt on the patient's part to explain, what 
was for him, a disturbance in perception or cognition 
(Chapman, 1966). The term ‘island culture’ (Silver- 
berg, 1944), defined as a group which lives in the 
midst of a society and yet manages to maintain habits 
and standards apart from it, aptly describes those who 


fall prey to folie à deux. This is more so when an 


‘island culture’ already obtains in the form of reli- 
gious or political belief (Milling, 1970; Lloyd, 1973; 
Tseng, 1969; Bourgeois, 1974) There has been 
speculation that socio-cultural factors play a role in 
the genesis of psychosis (Goduco-Agular and Win- 
trob, 1964) or of certain aspects of its content (Zar- 
roug, 1975). E 

As with folie à deti: contagion has been offered as 
an explanation for suicidal behaviour, especially 
when a suicide triggers a chain of suicides (Meerloo, 
1962). The occurrence of suicide in more than one 
member of the same family raised the possibility of a 
hereditary OD factor (Menninger, 1933; 
Dabbagh, 1977). 


The psychoanalytic view (Menninger, 1933) is that ^ © 
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. identification is central to suicide. Hence a person un- 

consciously hated may: be destroyed by identifying 
that person with the self and destroying the self. 

~The common factor in all suicide patterns, according 
to Durkheim (1897), is increasing alienation between 
the person and the social group to which he belongs. 
. Social help has been advocated, as an adjunct to other 
therapeutic measures, to prevent the recurrence of a 
joint suicidal attempt by a depressed elderly couple 
(Mehta et al, 1978). Social evaluation (Newson- 
Smith, 1980) and intervention (Gibbons, 1980) have a 
useful part. to play in the management of self- 
poisoning subjects. — 

The theoretical parallelism between folie a deux and 
suicidal pact is carried a step further by Lange and 
Ficker (1976), “who consider: the | psychological 
situation of folie à deux partners as dangerous, and as 
lending itself particularly well to be the foundation for 
double suicide. They propound that the domination- 
subordination between the psychotic partners changes 
over to instigator-participant relationship of double 
suicide. This.is a recurrent theme in the literature, but 
is not shown in the case presented here. It is sometimes 
difficult to determine which partner is dominant; and 
in certain circumstances, reversal of the dominant- 
submissive role does occur (McNiel ef al, 1972). 
Double suicide is, in large measure, embraced in the 
definition of folie à deux as a psychiatric entity 
characterized by the transfer of delusional ideas and/or 
abnormal behaviour from one person to one or more 
others who have been intimately associated with the 
primarily affected patient (Gralnick, 1942). 
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A Suicidal Family 


KHIN-MAUNG-ZAW 


The familial incidence. of affective illness is well 
documented. Many studies have shown identical twins 
to be highly concordant for affective illness (e.g. Príce, 
1968; Tsuang, 1977), Suicide is strongly linked with 
affective disorder. However, few cases of both twins 
committing suicide have been described, and the 
family reported here, in which several other members 
also committed suicide by violent means, is thought 
to be of considerable interest. 


The Cases 


A, a single man, aged 21 at the time of his death, 
was one of identical twins. He was a quiet, hard 
working man with few interests and rarely went out 
with friends. In 1970 he became increasingly depressed 
over about three months. He lost interest in things 
and his appetite and sleep pattern were impaired. 
Psychiatric help was not sought. He suffered from a 
detached retina and feared that he might become 
blind. He shot himself on the day he was due to enter 
hospital for an operation on his retina. 

. B, the identical twin of A, was of similar tempera- 
ment and had shared the same interests. He was first 
seen by a psychiatrist eleven days after his brother's 
death, having become severely depressed. He began to 
express feelings of guilt about his brother's death and 
to have suicidal ideas and was admitted to a psychiatric 
hospital. He was treated with chlordiazepoxide and 
psychotherapy and made a good recovery. He was 
discharged after a week but readmitted a few weeks 
later, having again become depressed. On this 
occasion he received electroconvulsive therapy (ECT) 
and amitriptyline and recovered well. In 1978, he 
again became depressed and responded satisfactorily 
to out-patient ECT and amitriptyline. One year later, 
in July 1979, he had to be readmitted to hospital with 
a further depressive episode, again making a good 
recovery with ECT and amitriptyline. He married in 
September 1979. In December 1979 he again became 
very depressed. At about the same time, his father was 
admitted to a psychiatric hospital because of a 
depressive illness. One week later, he was found dead 
by his wife, having shot himself in the chest with his 
shot-gun. 

. Mrs C, the mother of A and B, experienced a grief 
reaction after her son's suicide in 1970, She was then 
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44. About six months later, she. was referred to a 
psychiatrist and was found to have many symptoms of 
a true depressive illness, including diurnal variation 
of mood, impaired energy and concentration, weight 
loss and feelings of hopelessness. Previously she had 
been a stable effective person. She responded to out- 
patient ECT and clomipramine. She relapsed twice 
during the next two years, responding on each 
occasion to ECT and clomipramine. She maintained 
good progress until her second son committed 
suicide. She is still taking treatment and is on nomi- 
fensine and chlordiazepoxide. 

Mr C, 54, father of the twins, has been admitted to 
hospital on three occasions since December 1979 
because of a depressive illness. Previously a con- 
scientious man, his depression was characterized by 
early morning waking, diurnal variation of mood, 
anorexia, anergia, impaired libido, self-criticism and 
loss of interest. On the first two occasions, he re- 
covered on tricyclic antidepressants and ECT but soon 
relapsed. He was readmitted to hospital in April 1980 
having cut his wrists and his throat. While on leave, 
he took an overdose of clomipramine in October 
1980. At the present time, he is still a patient in a 
psychiatric hospital. 

Mr and Mrs C have a third son and two daughters, 
none of whom has as yet shown any evidence of 
psychiatric disorder. However, it is interesting to note 
that the elder daughter is married to a man who 
suffers from a recurrent depressive illness. 

Mrs C's father committed suicide by. cutting his 
throat at the age of 73, three years after his wife died. 

Mr C's mother, who is 80, suffered from a depressive 
illness necessitating in-patient treatment at the age of 
74. She recovered and remains well. 

Mr C's grandfather committed suicide by cutting his 
throat. It has not been possible to obtain further 
information about him. 


Discussion 
Opposing views have been expressed on the 
possibility of a genetic determination of the impulse 
to suicide, some against. (Shneidman and Farberow, 
1961; Kallman, 1953) and others in favour. The most 
substantial evidence is that of Haberlandt (1967) who, 
in an excellent review, described 98 dizygotic twin 




















pairs and 51 monozygotic twin pairs at least one 
whom had committed suicide. He found 9 se 
monozygotic twins (18 per cent) who ha 
committed suicide; in a further five pairs (10 per 
one had committed and the other had attem 
licide. No concordant dizygotic pairs were 
Haberlandt (1965) noted that the relatives of ci 





general population and this was supported D 
evidence of Farberow and Simon (1969). 

In this family only male members committed. o 
attempted suicide and all of them chose violent means. 


< -One explanation which might at first. be considered i is- 


“that their behaviour was imitative. However, the ..- 


suicide of the paternal great-grandfather and that of m (1967). Aportacion a la Genetica del Suicidio. Folia 


the maternal grandfather. involved. two. people who 
had never lived. together ^or indeed known one 
. - another so that this suggestion is inadequate here. In 
addition, the fact that the acts of the twins were 
_ widely separated in time also makes it seem unlikely. 
. Although. the- female members showed. no suicidal 
- behaviour. they did. express suicidal ideas when 
. depressed. The impulse to suicide seemed therefore 
.. partly determined by the occurrence of depressive 

“illness but this does not plausibly explain such a high 
| ádneidence-of violent suicide in a: single family.. It 
-therefore seems at least likely that there was a genetic 

predisposition to violent suicide in this family. 















pleted suicides had a higher suicide rate than “the 
th 
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 Prycho-Demogrspli Study of Anxiety. in Egypt 
The PSE in its Arabic Version _ 


A. OKASHA and A. ASHOUR 


Summary : 


This is the first attempt to study ih socio- demographic aspects of 


anxiety disorders in Egypt and to apply the Arabic version of the PSE in evalu- 
ating the profiles of clusters and symptoms of anxiety in a sample of 120 patients 
with anxiety. There were significant differences in some presentations between 
males and females, between illiterate and educated groups, and between those 
exposed to mild and severe crowding. Structured interviews like PSE will help in 
transcultural comparisons of clinical psychiatric disorders. 


Wing and his colleagues (1967) developed the 
Present State Examination (PSE) based on a.compre- 
hensive list of questions, brief symptom definitions and 
a guide to the conduct of the interview. The PSE was 
originally constructed. in English and studies on its 
reliability were carried out (Wing et al, 1967; Kendell 
et al, 1968; Sartorius et al, 1970). The original Eng- 
lish version has been translated into Arabic by 
Okasha and Ashour (Egyptian Psychiatric Asso- 
ciation, in press). This translation was given to a third 
person who translated it back into English, which in 
turn was assessed by an English speaking psychiatrist 
who compared the original version with the back- 
translated one and removed any inconsistencies. 

The centre in Ain Shams University in Cairo con- 
sisted of six psychiatrists who had undergone a period 
of training in the use of PSE before contributing 
patients to the study. Regular checks were made on 
the inter-rater reliability. The PSE aims to cover the 
full range of symptoms and is divided into a number of 
different areas for convenience. That of anxiety was of 
particular interest for the purpose of this study. 

A structured interview like the PSE is an important 
advance over the questionnaire technique. However 
the interview schedules developed to date suffer from 


` ''someobvious shortcomings (Kapur et al, 1974): 


they were developed. For example, none of the 
schedules pays special attention. to possession 
states, symptoms of sexual inadequacy and som- 
atic overconcern, so commonly encountered in 
developing countries (Kapur et al, 1974). The 
authors added four questions to the PSE to suit 
"the Egyptian setting in future studies (on posses- 
sion or witchcraft, traditional healing efforts, 
sexual inadequacy and praying). 


Method 


One hundred and twenty patients suffering from 
anxiety states were collected at random from Ain 
Shams University out-patient clinic (representing low 
social classes) and those attending private clinics of the 
authors (representing middle and high social strata) 
during the first six months of 1980. The diagnosis of 
anxiety was agreed upon by two psychiatrists and 
based on the Egyptian Diagnostic Manual of Psych- 


^ jatric Disorders (1979). This is derived mainly from 


bd None of the interview schedules is designed to tap - 


. information from a near relative or a friend to 
 "; obtain a complete picture of the psychopathology. 
. (2) None of the schedules has a section for systematic 
i recording of historical information, so important 
in reaching a diagnosis. 

The schedules developed for use in the West 
appear less and less satisfactory as one moves 
away from the socio-cultural context in which 


(3) 


70 


physically, : 


ICD (WHO, 1978), DSM-IH (American Psychiatric 
Association, 1980) and the French classification, also 
taking into consideration the socio-cultural context. 
'Anxiety State' refers to a condition of predominant 
tension and apprehension experienced mentally and 
persisting . independently. of external 
factors and not secondary to other medical or psych- 
iatric illnesses. The physiological basis lies in increased 
activity of the autonomic nervous system. 


Results 
Our sample consisted of 77 males and 43 females. 
Anxiety states were highest in the age group between 
20—29 years, this high representation being noticed in 
both males and females; (males: below 20, 8; 20-29, 
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40; 30-39, 20; pU A 9 cases; females: below 20, 5 
20-29, 18; 30—39, 12; above 40, 8). The 20-29 ; 
group. (18.7 per iUm x the population in the Egypt 

nsus) is faced with all the stresses. of marri 
find g and maintaining suitable: employment, 
ted expectations, housing difficulties, econo 
i inflation, political sanctions in developing countr 
and the dilemma between following local traditior 
= and culture and adjusting to westernized life style: 

Females in the age group from 20-29 years are mor 
vulnerable to anxiety states because of the abov 





















factors, and in addition, the burden on the emanci- 


pated females who have to work and continue to 
perform their marital duties in the traditional fashion. 
The postponement of marriage until the late twenties 
because of a housing shortage, economic difficulties 
etc. can add to sexual frustration, as premarital inter- 
course and other sexual outlets contradict the con- 
formity of the society to the religious codes. It is a 
popular belief that people who move from the country- 
side to the city are more susceptible to anxiety symp- 
;-. toms because of a lack of adaptation, difficult adjust- 
.. ment and the feeling of alienation. In our sample of 
_» 120 anxiety patients, only 27 had moved from the 
| village to the city, 64 were natives of the city, and of 
the remaining 29 no moves were known. 
: With regard to marital status, single males were 
more frequent among anxiety patients; while among 
the females, the married ones were commoner (males: 
married 25, single 52, divorced 1; females: married 22, 
single 18, divorced 1). This can be interpreted that the 
married Egyptian female is exposed to more stress 





than the single female because of the male dependency 


-con his wife in all household activities, in spite of the 
— fact that she may be emancipated and pursue her own 
.... career outside the home. In contrast the single male is 

“more prone to anxiety, as he is continuously con- 
cerned with his expectations regarding marriage, 
housing, finances and future career. more than the 
established married man. 

The living conditions of 118. cases iere details 
were recorded showed that 92 were not economically 
responsible for their families, while only 26 (including 
4 females) were fully supporting their families. This 
can be explained by the traditions of the Egyptian 





family. where the member's social status is not 
equivalent to his financial resources. Regarding the 


effect of crowding in the home on anxiety, it was 
scored that if one person was living in one room, there 
was no crowding, 2 persons would be mild crowding 
and more than 2 persons severe crowding. Owing to 

the housing difficulties and the country having the 
highest birth rate in the world (with a one million 
ncrease every ten months), crowding to this extent is 
common in Egypt. We found that out of 118 cases of 






















ASHOUR | 71 


jety, 58 were not living in crowded conditions, 34 in 
ng and.26 in severe crowding, a distribution 
h makes i it seem asif crowding asa factor does not 
a major role in the initiation or maintenance of 
án our culture: (although we cannot be certain 
rates of these degrees of crowding in the base 
lation as the census does not record them). — | 


Discussion 


e DSM-IIL, anxiety disorders are estimated to 
‘from 2-4 per cent of the general population. 








Anxiety: states represent about 18 per cent of the 
- psychiatric out-patient clinic in a selective Egyptian 


sample (Okasha ef al, 1968). In another study on 
psychiatric. morbidity among university students in 
Egypt, anxiety states represented 36 per cent of the 
total sample (Okasha « et al, 1977). 

We summarize the interesting points in our present 
findings as follows (see also the Table). (Full tables and 
figures are available on application to the authors.) © 

The commonest symptoms were worrying (83 per 
cent), irritability (73 per cent), free-floating anxiety (70 
per cent), depressed mood (65 per cent), tiredness (64 
per cent), restlessness. (63 per cent), anergia and ré- 
tardation (61 per cent). The rarest were alcohol abuse 
(2 per cent) and drug abuse (5 per cent). Suicidal plans 
were uncommon (9 per cent). Delayed sleep (49 per 
cent) was commoner than early waking (22 per cent). 
Panic attacks were represented in 30 per cent, situ- 
ational anxiety in 35 per cent, specific phobias in 37 
per cent, and avoidance of anxiety in. 53 per cent 
(which was the highest phobic symptom). 

Applying chi square tests, significant differences in 
symptoms were found between males and females. 
Males showed highly significant differences (P < 0.01) 
in increased hypochondriasis and anxiety on meeting 
people. This can be explained by the fact that males in 
our culture tend to somatise their psychological 
symptoms, as the latter. may lower their prestige and. 


© degrade their pride, because the belief is that ‘real’ 


men should not have psychological symptoms. The 
man is required to play a superior, confident, dignified: 


role, which may challenge his power of adaptation and. . 


accentuate his anxiety. on meeting people. Females 
showed highly significant differences in increased 
free-floating anxiety; loss of weight and conversion 


symptoms. The inferior social role of the female 
favours emotional immaturity, which may explain the 


prevalence of the. above symptoms. We have no 
explanation for the surprising difference in organic 
impairment of memory. - 


There were highly aeniea differences between 


illiterates and high school graduates. Poor concen- 


tration, loss of weight, delayed sleep, anergia, re- 
tardation, obsessional checking, fugues and amnesia. 
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| TABLE v au. 
| "Association of symptoms with sex, education and crowding | 2. AL 





Males vs. females 


Symptom 0 | Male 





were commoner in the educated group, while the 
illiterates more often suffered from depersonalization, 
dissociative and conversion symptoms. This agrees 
with the familiar clinical. observation that hysterical 
symptoms are more frequent among the uneducated 
population with average and below average intelli- 


. gence. 


Statistical analysis Jova significant variation in 


. the profile of anxiety symptoms as.regards crowding. 
. Patients living in severely crowded places exhibited 


highly significant. differences from those living in 


ee .. mildly crowded areas. Symptoms like worrying, rest- 
~~ Jessness,. free-floating anxiety, specific phobias, neglect 


due to brooding, expansive mood, ideomotor pressure, 
grandiose ideas, fugues, amnesia and conversion 
symptoms, were more manifest in severe crowding. 

On the other hand when we applied the chi square 
tests between patients living in mild crowding and 
those with no crowding, we found no highly signi- 


‘Mildly crowded vs. 
severely crowded pop. 





Illiterate - 


Female HS Grad. — Mild. Severe. 
4 Worrying P«0.00 — 
5 Tension pains | P «0.05 
6 Tiredness P «0.05 P «0.05 
 - B Restlessness E Poot 
^9 Hypochondriasis P «0.01 P «0:05 
:d1. Free-floating anxiety P «0.01 < P0.01 
12 Anxious forboding - P «0.05 | 
14 Panicattacks | P «0.05. 
16 Anxiety on meeting people P «0.01 | | 
17 Specific phobias - P «0.05 : P «0.01 — 
18 Avoidance of anxiety P «0.05 P «0.05 
20 Poorconcentration P «0.01 
21 Neglect due to brooding P «0.05 P «0.01 
.23 Depressed mood P «0.05 P «0.05 
28 Social withdrawal P «0.05 
34 Lossof weight P «0.01 P «0.01 
35 Delayed sleep | P«0.01.. 
36 Anergia/retardation _ P «0.01 | "M 
37 Early waking | P «0.05 
41 Expansive mood P «0.05 P «0.01 
. 42 Ideomotor pressure P «0.05 P «0.01. 
.43 QGrandioseideas/actions P «0.01 
^44 Obsessional checking P «0.01 
48 Depersonalization P «0.01 
97. Pugures/amnesia P «0.01 P «0.01 
100... Dissociative P<0.01 
101 Conversion symptoms... P «0.01 P «0.01 P «0.01 
103. Organic impairment of memory P «0.01 | P «0.01 
106: Social impairment P «0.05 


ficant differences in anxiety symptoms except in.one 
item from the 52 symptoms, namely panic attacks. If 
we apply the same with severe crowding, a. highly 


significant score (P « 0.01) was manifest in morning 


depression, expansive mood, ideomotor pressure, 
obsessional checking, oe and conver- 
sion symptoms. 


The use of the Arabic version of. the. PSE has ES 
enabled us to evaluate the. different ‘clusters and 
symptoms of-anxiety in relation. to sex, educational 


status and crowding. A structured interview like PSE 
will allow better comparison of the clinical symptoms 
of different psychiatric disorders in different cultures. 
A plea is made to use structured interviews in future 
clinical researches, taking the local syndromes and 
cultural Aspects into. consideration ated et al, pu 
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. Point of View 





( Psychiatry and Behavioural 
Psychotherapy 


Although: behavioural psychotherapy is a potent 
therapeutic technology which is now the approach of 
choice in perhaps 25 per cent of neurotic patients 
(12 per cent of adult psychiatric outpatients), many 
psychiatrists are still reluctant to use it as part of their 
armamentarium in the clinical management required in 
everyday practice. At least four factors contribute to 
this resistance. 

First, it is widely but wrongly thought that a back- 
ground in learning theory is essential to be able to 
administer behavioural treatment, so suitable patients 
are frequently referred on to psychologists or nurse- 
therapists, when instead brief appropriate advice by 
the psychiatrist would suffice. 

Second, it is not generally realised how wide the 
indications for behavioural psychotherapy can be, and 
a common misconception holds it to be suitable only 
for focal phobias. 

Third, it is often but mistakenly felt that behavioural 
treatment is necessarily time-consuming; in fact many 
patients can be helped behaviourally with the same 
brief therapist time as is needed to supervise drug 
treatment, and with less time than is usually taken by 
other forms of psychotherapy. 

A fourth obstacle to psychiatrists’ acceptance of the 
behavioural approach is the misconception that 
somehow it is mechanistic, inhumane and superficial. 
Each of these four points will be dealt with in turn. 


Experimental psychology not basic? 

The myth that behavioural treatments are rooted in 
experimental psychology and learning theory hardly 
squares with the fact that key pioneers such as Pavlov, 
 Bechterev and Wolpe were doctors from the start, 
and that psychiatrists have been in the forefront of 
controlled clinical work in the area, not to mention 
fhe point that psychologists themselves who are 
behaviour therapists rarely engage in experiments or 
read journals of experimental psychology (Hartman 
et al, 1978). Behavioural psychotherapy has syste- 
matized many principles which have been used in 
commonsense fashion for centuries. Its successful use 
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mainly requires good clinical judgement and knowledge 
of a few key principles which have nothing to do with 
the argot of theories about conditioning and re- 
inforcement. 

The principles characteristic of behavioural psycho- 
therapy have everything to do with problem-oriented 
clinical management. They include a clear specifica- 
tion of the treatment goals to be achieved, methods 
to evaluate progress toward those goals, and active 
cooperation of the patient in carrying out the treat- 
ment programme. To achieve these a good working 
relationship needs to be established with the patient. 
Psychiatrists are thus at least as well equipped as any 
other professional group to carry out successful 
behavioural psychotherapy. 

The primary concern of behavioural psychotherapy 
is with change in the patient's behaviour, but be- 
haviour is understood broadly to include all points in a 
wide arc from the initiation of behaviour in a patient's 
internal imagery, thoughts and feelings to its final 
execution as visible behaviour. Behavioural psycho- 
therapy is concerned as much with feelings and 
attitudes as it is with overt responses. ‘Behaviour 
therapy’ is synonymous with behavioural psycho- 
therapy, except that it implies less attention to the 
counselling which is an inherent aspect of so much 
clinical management. ‘Behaviour modification’ is a 
wider label that embraces not only the treatment of 
patients but also the modification of behaviour 
outside the clinic, in the classroom, and in the com- 
munity as a whole, for example for teaching difficul- 
ties, inappropriate parenting, overeating or smoking. 
In earlier years behaviour modification denoted a 
simplistic operant approach, but this has become more 
sophisticated. 


What disorders ? 


Selection of patients for behavioural treatment 
depends upon the presence of a problem amenable to 
behavioural treatment. In adults the exposure variety 
of behavioural psychotherapy is the approach of 
choice in nearly all kinds of phobic disorders, includ- 















ing social anxieties, (Marks, 1981). There is 1 
long-term follow-up evidence from Holland (Emn 
kamp and Kuipers, 1979), Scotland (McPherson « 
. 1980), Oxford (Munby and Johnston, 198 
^" London (Marks, 1971) that improvement in phob 
maintained 4-9 years after the termination 
havioural treatments of the exposure genre. Simi 
behavioural treatment by exposure is the method 
choice for the reduction of compulsive rituals, and 





improvement has been found. to persist and even 
increase further over one to three years follow-up in 


Greece (Boulougouris, 1977), London (Marks et al 
1975, 1980) and the USA (Foa and Goldstein, 1978). 
Reduction in phobias and in rituals was also accom- 
panied by improved work and leisure adjustment and 
was not followed by symptom substitution. On the 
contrary, those patients who improved most in their 
phobias and rituals were the ones with least subsequent 
symptom emergence. 

Strong evidence has now umule that the 
behavioural- treatment of social skills training is also 
the preferred management for social skills problems, 
e.g. in social isolates who have. never developed 
interpersonal skills. Gains have endured and even 
increased over 6-16 months follow-up (Falloon et al, 
1977; Stravysnki et al, 1981). Some behavioural 
excesses can also be alleviated, e.g. stereotyped 
outbursts of anger can be modified in programmes of 
anger management; in contrast, generalized aggres- 
sion and psychopathy are not amenable. 

Sexual disorders are another area where behavioural 
treatments are the first to be considered. This is true 
both for sexual dysfunction like premature ejaculation, 
impotence, vaginismus and anorgasmia (Crowe, 1977; 

~. LoPiccolo, 1975) and also for sexual deviations like 

= exhibitionism, paedophilia and transvestism (reviewed 

‘by Marks, 1981). For all these, behavioural methods 

have been more useful than contrasting approaches. 

~ One sexual problem where no psychological treatment 

S; makes any worthwhile impas is the rare condition of 
trans-sexualism. 

In many other adult disorders behavioural psycho- 
therapy often appears helpful, though information is 
in a more preliminary phase. The exposure approach 

called guided mourning seems to be a valuable 
ingredient in the management of morbid grief (Maw- 
son et al, 1981); we are now making a second con- 
trolled study of it. Another exposure variant, rehearsal 
relief, may be useful for nightmares (Marks, 1978). 
Insomnia has been helped by paradoxical intention 
(Relinger and Bornstein, 1979). Marital problems have 
been relieved by a directive behavioural approach 
which includes an exchange of contracts to engage in 
. mutually rewarding activities (Crowe, 1977). Be- 
... havioural methods of controlled breathing and speech 
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xercises of graded difficulty have had good results in 


the treatment of stammering (Andrews et al, 1981). 
Disorders of impulse control such as hair pulling, tics, 


occupational cramps and self-mutilation have been 
ari enable to programmes of self-regulation and habit 


Daai edine is a term to deio: the 
application of behavioural treatment to problems 





. commonly referred to physicians. The behavioural 
treatment of obesity has now in many controlled 
Studies been found to be followed by weight reduction 


over one to two years follow-up, though the slimming 
obtained has generally been substantially short of that 
needed to regain: normal weight (Stunkard, 1978). 
Whether binge eating responds similarly remains to 
be seen, and the same applies to anorexia. À new 
possible’ indication for behavioural treatment is 
chronic constipation in which I have obtained 
encouraging preliminary results with a surprisingly 
simple bowel training regime, and further studies of 
such patients are in progress. The goal-oriented 
approach of behavioural medicine has also been used 
with some success to promote patients' adherence to 
therapeutic regimes. Risks of death from coronary 
heart disease and hypertension have been diminished 
in programmes which help patients to cut down on 
smoking and intake of fats, calories and salt, and to 
stick regularly. to- their hypotensive and diuretic 
medication (Stunkard, 1978). 

For secondary alcoholism and sedative drug 
dependence complicating phobias and obsessions, 
encouraging results have been obtained by exposure 
treatments after the patient. has been dried out, 


.coupled with a controlled drinking programme. 


What proportion of alcoholics as a whole can be 
helped by controlled drinking programmes awaits: 
further testing, though useful results can sometimes be 
obtained: (Sobell and Sobell, 1978). At the moment 
there is little evidence that behavioural management is 
specially indicated for drug dependence. 

Claims have been made for the virtues of anxiety- 
management programmes in anxiety states (as 
opposed to phobias or obsessions) but these are 
based on work in volunteers, and clinicians might be 
wise to await the outcome of clinical trials. Similarly, 
cognitive behaviour therapy is currently fashionable 
for neurotic depression, but the present evidence for 
its value seems unconvincing, especially in view of a 
failure of replication in depression (Harpin et a/, 1981) 
and the fact that cognitive methods have proved 
redundant às additions to social skills training for. 


social skills problems (Stravynsky et al, 1981) or to ^ — 


exposure treatment for phobias or compulsive rituals 


(Emmelkamp, 1981; and Williams and Rapoport, f x E 
1981). It is also unclear whether behavioural treat- CA. 
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ments have much to offer for rehabilitation in dis- 
orders like chronic schizophrenia (Baker et al, 1977). 
ln children behavioural psychotherapy is the 
treatment of choice for nocturnal enuresis, for enco- 
presis, for phobias, for the education and rehabili- 
tation of subnormals and for learning problems and 
conduct disorders (Hill, 1980), It has also been useful 
in institutional settings for the rehabilitation of 
delinquents. | : 

Different types of clinical problem require a variety 
of behavioural methods which span diverse forms, 
some of which bear little resemblence to one another. 
Behavioural treatment can be administered to patients 
individually or in groups depending on what is 
practicable in a given case. We can arbitrarily divide 
behavioural treatments into those that reduce anxiety- 
linked behaviour (for example phobias and compulsive 
rituals), those that reduce appetitive behaviour (e.g. 
exhibitionism or obesity), and those that cultivate new 
behaviour (e.g. teaching social or sexual skills where 
these are absent). 


Anxiety reduction 


Anxiety reduction is usually effected by some 
variant of exposure treatment which persuades the 
patient to come into contact with the phobia- or 
ritual-evoking situation and to remain there for up to a 
couple of hours till the desire to escape or ritualize 
has subsided. The patient will probably feel anxious 
at the start of this exposure to the evoking stimuli, but 
in time the panics that usually result die down and 
the desires to escape or ritualize diminish. Thus an 
agoraphobic patient might be persuaded to walk 
down a busy road for an hour or two, while an 
obsessive compulsive handwasher would be asked to 
‘dirty’ his hands and clothes and surroundings with 
‘contaminated material’ and then to refrain from 
washing for increasingly long periods. By way of 
example, a woman with a fear of cancer which 
triggered washing rituals was asked to touch some- 
body's mastectomy scar without washing her hands 
afterwards, and to touch many objects in her room 
and the rest of her home until the discomfort engen- 
dered by this procedure disappeared. 

-During exposure patients are taught to adopt 
whichever coping exercises they find personally useful 
to enable them to complete the exposure without 
escape. Frequently the therapist will first demonstrate 
to the patient what he is required to do subsequently: 
eg: in the patient with the fear of cancer the therapist 


^ first touched the mastectomy scar and then asked the 


patient to follow suit. Guided mourning for morbid 
grief involves systematic working through by persuad- 


ing the patient repeatedly to face the events surround- 


ing the bereavement and his feelings towards the lost 
loved one. — | | 


Reducing appetite . 
For the reduction of appetitive behaviour there are 
methods such as self-regulation (Goldfried and 
Merbaum, 1973) and satiation, and an aversive 
technique like covert sensitization (Rooth and 
Marks, 1974). Self-regulation in a sexual deviant 
would be learning systematically to resist temptation. 
A paedophile in the habit of frequenting parks 
through which schoolgirls commonly walk would 
have to avoid such environments until he had learned 
to control his urge e.g. he might be asked to imagine 
fondling a young child in the street and then suddenly 
to picture a policeman at his side arresting him—the 
fantasy of the policeman acts as.an aversive stimulus. 
The paedophile could also be asked to wear an elastic 
band on his wrist wherever he went, and whenever he 
felt an urge to fondle children simply to snap the 
band sharply on his wrist, repeatedly if need be, until 
the temptation disappeared. This could be construed 
as a form of self-regulation as well as aversion. 
Satiation can be illustrated by the child who had a 
passion for lighting matches in dangerous places. He 
was encouraged to light matches from a full matchbox 
and to continue, despite his protestation, until every 
single match in the box had: been lit. Thereafter the 
child’s propensity for striking a light disappeared. 


Cultivating new behaviour 


For the development of new behaviour, social skills 
training, educational programmes, modelling, shaping, 
pacing, self-regulation, and contracting.can all be 
employed. In social skills groups the methods overlap 
with those of psychodrama and encounter groups 
e.g. warm-up games, role-rehearsal, and doubling. 
Such methods are also used with groups for family 
and marital therapy. 

As an example of social skills training, a shy gir! 
with fears of eating in public was taught to role-play 
appropriate self-assertion in certain situations, such as 
returning defective goods to the shop in which they 
were bought. These scenes were recorded on videotape 
to provide her with constructive feedback so that she 
could improve her performance. She responded well to 
modelling and coaching, joined an arranged lunch for 
four people during which her anxiety gradually 
decreased, and later managed to lunch with a strange 
male who unknown to her was another therapist. 
Subsequently she joined a group of several such 
patients who met for a daylong session lasting 9 hours, 
during which after warm-up exercises they role- 
played increasingly complex social situations. Towards 
evening the group split into small parties to shop for 

































the meal they were to cook together in the peychir- 
logist's flat. During this they chatted a lot to one 
another and later made their meal together. The enti | 
day-long session was run by a therapist. After initia 
- unease the patients obviously enjoyed themselves 
. made plans to meet each other after conclus 

group. The patient had maintained her improv tne 
at. six months’ follow-up, at which time she wa 
to eat freely in many public situations. 


How much time ? 


The therapist's time needed to carry out béhaviouHi p 
psychotherapy can be quite short, so many patients - 


can be helped behaviourally by constructive advice 
from psychiatrists and GP's.. Although the average 
number of sessions needed for phobics and obsessive- 
compulsives has been eight to ten, many agoraphobics 
have been treated successfully with a mean of a mere 
Ji hours per therapist (Jannoun et al, 1980). The 
therapist discussed the problem with the patient and 
spouse together, outlining the nature of exposure 
treatment, helping them to plan exposure exercises as 
homework and to record their progress daily in a 
structured diary. Simple manuals can help many 
patients overcome their fears with minimum input of 
professional time. Such self-help manuals are available 
for phobic and compulsive problems (Marks, 1980), 
for shyness (Girodo, 1979), and for sexual dysfunction 
(Kass et al, 1977). 

Consultant psychiatrists can achieve a great deal 
with motivated patients by helping them set appro- 
priate goals to overcome. handicaps in everyday life, 
and working out the homework exercises necessary 
to achieve these. The psychiatrist then reviews progress 
briefly at intervals, using the diary the patient has 
completed between sessions as the basis for the next 

stage of treatment which the patient will carry out. 
Telephone calls between sessions are a useful addi- 
tional simple way of monitoring and guiding progress. 
Cooperative relatives can be helpful cotherapists in 
planning and monitoring homework. 

As an example of exposure exercises as homework, z a 
travel phobic may be asked to travel alone in a bus 
for at least 5 stops daily, first in an empty bus, then in a 
crowded bus. Sessions may even be made contingent 


on patients completing their homework first e. ga 


social phobic may have to take a girl out for a date 
between two given sessions, a patient with contamin- 
tion rituals may need to post a ‘contaminated’ letter 
to his parents, and a couple with sexual dysfunction 
may have to engage in mutual caressing in the nude 
for ten minutes a night while coitus is forbidden. 

The illusion that behaviour therapists are inhumane 
and mechanistic flies in the face of data that patients 
have actually rated them as showing greater empathy 


and- understanding than dynamic psychotherapists 


(Sloane ef al, 1975). It could be argued that for those 
tients who are more amenable to brief behavioural 
eatment than to other methods it is actually in- 
jane to withhold such treatment. Improvement 
ally persists over several years after behavioural 
tment, with gains spreading into wider achieve- 
in their work, social and leisure activities. 

iere is increasing public pressure on doctors to 





..* communicate better what they can offer their patients. 

In fact our knowledge of some treatment effects is 
-sufficiently sound for psychiatrists to develop a more 
Open psychotherapeutic ethic of informing their 


patients of the known differential effects of various 
treatments, and leaving it to the consumer to decide 
his or her preference on the basis of such knowledge. 
As an example, a compulsive ritualizer might be told 
that: (i) with 5-20 sessions of behavioural exposure 
in vivo he has. a good chance of losing most of his 
compulsive rituals though any personality: problems 
will probably not change; (ii) sedatives are palliative 
without lasting effect; (iii) antidepressant drugs are 
useful in the presence of depressive mood; (iv) dynamic 
psychotherapy can heighten self-awareness and alter 
certain aspects of his personality but quite possibly 
leave him with the same rituals as before. 

For those who need more than brief behavioural 
guidance itis for the psychiatrist to decide whether he 
himself wishes to give the few hours necessary of 
intensive behavioural treatment or whether he will 
delegate this task to a nurse therapist or a clinical 
psychologist. The results obtained by different 
professional groups are very comparable (Marks, 
1981) and it is largely a question of personal preference, 
background and. priorities which decide who will 
carry out which clinical. procedures. What is clear is 
that the indications for behavioural psychotherapy 
are steadily widening, the evidence for their lasting 
efficacy is strong for several conditions which are at 
the heart of clinical psychiatric practice, and the 
treatment often need not take any longer than most 
other forms of psychiatric management. 
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SOMNAMBULISM, BED-TIME MEDICATION Pave ee 
i. psychotropically 
|»... Several factors in common. 


AND OVER-EATING 
DEAR Sir, 


Several cases of somnambulism inincsd by ded ; 
time medication have been reported in the literature in r 


thelast few years. 


Huapaya (1979) reported seven cases | of somnam- - 


bulism induced by combinations of bedtime. medi- 
cation, including hypnotics, neuroleptics, anti- 
o depressants, minor tranquillizers, stimulants and 
“ 3 — anti-histamines. Sometimes the patients also drank 
- alcohol. 
=- Luchins et al (1978) roned a case of filicide 
performed during somnambulism induced by a 
combination of bedtime psychotropic medications. 

Case Report:—Mrs B. a 35-year-old woman, 
divorced mother of two daughters, had a 10 year 
history of a schizo-affective illness. 

During these ten years she was treated with many 
combinations of psychotropic drugs. While the patient 
was a teenager and before she took any medication 
she had experienced two episodes of somnambulism. 

An January 1979 the patient weighed 91 kg and she 
put herself on a diet of 1200 calories per day. Her 
,- s severe anxiety, depression and insomnia increased as 
o she attempted to lose weight. She had been on 400 mg 
«c. Of chlorpromazine and. 100 mg of amitriptyline per 
< day; the whole dose to be taken at bedtime. As the 
patient continued to complain of insomnia methy- 
prylon 300:mg was added at bedtime, shortly after the 
patient went on: the 1200 calorie diet. She stayed on 
this regimen for two weeks. During this time she 
experienced 5. episodes of somnambulism. In her 
sleepwalking episodes she laid the table in the kitchen 
and ate all the food available in the refrigerator. The 
patient had total amnesia about the sleepwalking 
episodes. She became aware of these episodes when 
her daughter woke her at 1 a.m. while the patient 
was sitting at the kitchen table and eating. This 
happened during the fifth and last episode. 

When the patient reported the episodes of sleep- 
walking the methyprylon. was discontinued and 
replaced by chloral hydrate. There was no recurrence 
of sleepwalking during a follow-up of over one year, 
although she continued to take CherpresiaZngs and 
amitriptyline. | 














have a greater chance of publication. The Editors 
ej erences. Please myi to be concise, strictly relevant and 


Scrutiny of the histories in the published cases of 
induced somnambulism reveals 


(1) Most of the patients who experienced somnam- 


< bulism had a history of sleeptalking or sleepwalking, 


in the past, while taking no medication. 

(2) In these cases, when taking medication at bed- 
time, it seems that only a specific drug, or combination 
of drugs, different for each individual, induced sleep- 
walking. When this combination was altered, the 
sleepwalking ceased... 

If a history of sleepwalking or sleeptalking is 
obtained, the physician should refrain, whenever 
possible, from prescribing a combination of psycho- 
tropic drugs as bedtime medication in order to avoid 
the potential hazards of somnambulism. 

CHÁRLOTTE NADEL 
State University of New York 
Downstate Medical Center, 
450 Clarkson Avenue, 
Brooklyn, New Fork 11203 
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ANTICIPATORY GRIEF 
DEAR SIR, Be ai 
Parkes (Journal, | February 1981, 138, 183) 
acknowledges our caveats concerning the research on 
anticipatory grief, but fails to heed them in his letter. 
He asserts that among studies of young spouses 
(i.e. under 45 years of age) the findings are unanimous: 
forewarning of beareavement leads to good outcome. 
But as we observed in our article, the studies cited 
may not have successfully operationalized and 
measured ‘forewarning’ and ‘outcome’. This casts 
some doubt on the internal validity of those several 
studies and may make any ‘clear evidence’ of a 
relationship illusory. The difference between us here, 
we believe, is that we choose to approach these 
seemingly consistent findings with greater scepticism, 
Parkes discounts the single study (Maddison and 
Walker, 1967) which challenges his conclusion, on the 
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grounds that it did not include young and middle-aged 
widows as we reported. But Maddison himself later 
described the subjects as 'young and middle-aged’ 
(Maddison, 1968). Perhaps the confusion lies in the 
fact that it was the deceased Ausbands who were 
reported as being older (i.e. over 45). 

Parkes cites Lundin’s Swedish study as added 
evidence for his position even though that study 
included persons up to 65 years of age. But Lundin’s 
study is especially vulnerable to the criticisms we have 
raised. We seriously question, for example, whether 
social insurance claims are a valid measure of mor- 
bidity. 

Lundin reported that relatives of 32 sudden-death 
patients showed a marked increase in morbidity 
following the death while relatives of 55 controls who 
suffered a more prolonged death did not. However, 
Lundin also reported that the prolonged-loss group 
showed higher-than-normal morbidity both before 
and after the loss. This raises the question: Does the 
fact that their condition did not worsen after the 
death necessarily indicate ‘good outcome?’ We think 
not. 

We recognize that a sudden and untimely death can 
be a catastrophic event for a survivor and may lead to 
pathogenic grief. But so may a prolonged and stress- 
filled anticipated loss, even for a young survivor. As 
we observed, the important point for the clinician is 
that 'outcome' is not determined simply by the 
presence of 'forewarning', but rather by the manner in 
which the ‘forewarning’ is experienced. 

RoBERT FULTON 
Davip JAY GOTTESMAN 
Center for Death Education and Research, 
University of Minnesota, 
1167 Social Science Tower, 
Minneapolis, Minnesota 55455, U.S.A. 
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GUIDED MOURNING FOR MORBID GRIEF 


Dear SIR, 

In the article *Guided Mourning for Morbid Grief’ 
(Journal, March 1981, 138, 185-93) the concept of 
phobic avoidance concerning the loss of a loved 
person does not fit comfortably in the process of 


mourning. An apt comparison would be with a 
phantom limb: the victim may try helplessly to avoid 
the non-existent limb and a lay therapist- may be 
tempted to treat with desensitization. 

In the present study the time factor and general 
supportive measures may conceivably have played a 
crucial rôle in the healing process: therefore, guided 
mourning may not, in fact, have had any therapeutic 
effect, while the directive avoidance therapy given to 
the control group may well have had a positive anti- 
therapeutic effect. It is indeed likely that neither 
therapists nor patients in the control group believed 
in the efficacy of the treatment. Hence the modest 
significant difference between the two groups in 
favour of guided mourning. 

VICTOR S. NEHAMA 
Prestwich Hospital, 
Manchester M25 7BL 


SEX DIFFERENCE IN SEASONAL VARIATIONS 
IN SUICIDE RATE 
DEAR Sir, 

I think I might be able to throw some light on the 
finding of Meares et al (Journal, April 1981, 138, 
321-5) that whereas for men there is a single peak in 
suicide rate in April/May, for women there are two 
peaks, one in March/April and one in October/ 
November. 

I am at the moment publishing a hypothesis 
(Skutsch, 1981) about the causes of manic/depression 
which I believe to be due to a disorder of dopamine 
metabolism such that dopamine is too low in manics 
and too high in depressives. 

As a corollary I have, in the same paper, suggested 
that other types of depression might well prove to be 
due to high levels of dopamine. Thus Euvraard et a/ 
(1980) have shown (in women) that oestrogen stimu- 
lates prolactin release by inhibiting the output of 
dopamine. (Dopamine, of course, exerts an inhibitory 
control over prolactin release). Valsik (1965) has 
demonstrated in a large group of European girls that 
menarche occurs least often in March and in October 
(the effect being more marked in March). Menarche is 
caused by rising oestrogen levels so one can probably 
deduce that oestrogen levels are unusually low (and 
therefore that. dopamine levels are exceptionally high) 
in March and: in October. So far as I know nobody 
has demonstrated that there is a circannual rhythm of 
basal oestrogen levels in adult women, but Reinberg 
et al (1978) have shown (in a group of young European 
men) that there is a circannual rhythm of testosterone 
in which there is a trough in May and a peak in 
November. As oestrogen in men is derived from 
peripheral conversion of testosterone one can prob- 
ably safely assume that oestrogen is also at its lowest 





tA 







in May. Thus the oestrogen levels in both sexes seei 
_ very likely to be at their lowest (so that dopamine w: 
` beat its highest) at precisely the times when suicide 
are commonest in the respective sexes, _ Uu 

Incidentally the idea that depression is caused 
- high levels of dopamine resulting from low lev 
oestrogen would explain the type of depression 
follows gonadectomy, contraceptive pill-withdra 


parturition oestrogen falls amost to zero. 

GILLIAN M. SkurscH 

J Wild Hatch 

London NWI11 
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ooo SCHIZOPHRENIA: BEHAVIORAL VARIABILITY 
-. c... AND EVOLUTIONARY PERSISTENCE 
Dear Sir, 
© Schizophrenia has probably existed as a disease 
entity for at least 3,000 years and possibly has afflicted 
|». . mankind since his origins (Lewis, 1966). A number of 
“hypotheses have been advanced to account for the 
persistence of a schizophrenia gene or genes positing 
both physiological (e.g. Huxley eft al, 1964) and 
behavioral (e.g. Hammer and Zubin, 1968; Jarvik and 
Chadwick, 1974; Kuttner et al, 1967) advantages for 
nonpsychotic relatives. Among these hypotheses is 
the proposal that creativity and schizoprenia might 
be genetically linked, and that creativity exhibited by 
nonpsychotic carriers of the genes provides an 
adaptive advantage (e.g. Claridge, 1972; Hammer and 
Zubin, 1968; Heston, 1966; Karlsson, 1968). However, 
the process underlying the similarity between creativity 
and schizophrenic thought has yet to be conclusively 
demonstrated, and a specific hypothesis of the adaptive 
. advantage of this process is lacking. - 

















and the menopause. It might even explain puerperal - 
depression because during pregnancy both oestrogen . 
and prolactin are at astronomical levels while at 
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ntly seen to demonstrate the similarity between - 





-creative and schizophrenic thinking is the tendency to 
. emit unusual associations (Hasenfus and Magaro, 
..1976). With the Sengel and Lovallo (1980) model, the 

concept of variable memory retrieval provides a 


process that accounts for the associative substitutions 
and intrusions that characterize creative and schizo- 
phrenic: thinking. Moreover, this model leads to a 
hypothesis of the adaptive advantage of the schizo- 
phrenia-creativity polymorphism. 

Ananalogy can be drawn between genetic variability, 
adaptation, and fitness, on the one hand, and be- 
havioural variability, adaptation, and fitness on the 
other hand. The postulated increased variability of 
retrieval enhances the potential for adaptive responses 
to changing environmental contingencies. Thus, this 
greater variability provides a large ‘pool’ for selection, 
In other words, the creative individual generates more 
low probability responses, among which may be the 
adaptive. solution. to a new evolutionary problem 
(e.g. Campbell, 1974). Variable memory retrieval can 
be seen as producing the novelty selection operates on. 
At its most extreme, this variability manifests itself 
as psychosis, and the psychotic carrier of the schizo- 
phrenia-creativity polymorphism loses his adaptive 
advantage because he lacks the structure to integrate 
feedback and preserve, or retain, a successful be- 
havior. The selection of successful variations will lead 
to a favourable fitness differential, ensuring preser- 
vation of the schizophrenia-creativity polymorphism 
and the concomitant risk of schizophrenia. 

| RANDAL A. SENGEL 
Department of Psychiatry and Behavioral Sciences, 
University of Oklahoma Health Sciences Center 
Post Office Box 26901, 
Oklahoma City, Oklahoma 73190, U.S.A. 
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BIOF EEDBACK AND RELAXATION IN | 
ANXIETY 
DEAR SIR, 

Drs Leboeuf and Lodge reported in the September 
issue of the Journal that frontalis EMG ‘biofeedback 
and progressive relaxation: while equally effective in 
reducing levels of anxiety were clinically unimpressive 
as antianxiety measures (Journal, 1980, 137, 279-84). 
They also noted that reduction in muscle tension did 
not correlate with the associated anxiety relief. 

A mental device to dwell upon, a passive attitude, 
comfortable position and a quiet atmosphere have 
been listed as the main ingredients of all relaxation 
therapies (Benson, 1974). The only difference between 
EMG biofeedback and progressive relaxation would 
seem to be in the mental device used. to minimize 
distraction. The feedback signal of the biofeedback 
machine and the subjective feeling of muscle tension in 
progressive relaxation are more likely to serve as 
devices to dwell upon rather than as specific aids to 
lower anxiety. Several other investigators have also 
reported absent correlations between reductions in 
muscle tension and anxiety (Surwit and Keefe, 1978; 
Raskin ef al, 1980). Furthermore, the concept that 
relaxation of the frontal muscle will readily generalize 
to the rest of the body is not supported by scientific 
evidence (Surwit and Keefe, 1978). In a similar 
reseatch project carried out in our laboratory, in 
addition to the findings reported by Leboeuf and 


Lodge, we found a significant correlation between 
Stanford Hypnotic Susceptibility: Score and Anxiety 
Reduction (r = .44, P <05). Highly: hypnotisable 
individuals are thought to excel in their ability to 
concentrate (Karlin, 1979). This adds further support 
to the notion that the feedback signal of the biofeed- 
back machine serves as an emotionally neutral signal 
for the patient to focus on while relaxing. P 

It is unclear at the moment, how relaxation thérapies 
compare with the alternative pharmacological treat- 
ments. It should be noted that the relaxation therapies 
are free of problems of drug toxicity and dependence. 
A recent study which compared biofeedback treatment 
to diazepam on forty anxious subjects found both 
forms of treatments to be equally effective at the end 
of treatment and biofeedback to be more effective at 
the three month and six month follow-up evaluations 
(Lavallee ef al, 1977). More information is needed 
before any firm conclusions can be drawn in this 
regard. 





Roy J. MATHEW 
MAXINE L. WEINMAN 
PATRICIA ROUPERT 
Psychosomatic Research Section, | 
Texas Research Institute of Mental Sciences, 
Houston, Texas 77030 | 
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“AN EARLY CASE OF BATTLE HYSTERIA | 


Dear SIR; 

With reference to Dr M. A. Patton's letter; sural 
February 1981, 138, 182-83), about an ‘Early Case of 
Battle Hysteria’, I would like to mention that a 
typical case of combat hysteria, perhaps the earliest, is 
masterfully described by Herodotus whom I quote 
below: 0^ 
. In this fight of Marathon there were slain of 
the forei gners about six thousand four hundred men, 
and of the Athenians a hundred ninety-two. These 
are the numbers of them that fell on both sides. And 
it fell out that a marvellous thing happened: a 





CORE 
certain Athenian, Epizelus son of Cuphagor 
while he fought doughtily in the mellay lost the 


. sight of his eyes albeit neither stabbed in any part 
^. nor shot, and for the rest of his life continued - 


|... blind from that day. I heard that he told the stor; 
of his mishap thus: ‘a tall man-at-arms 
>. Said) encountered him, whose beard spread all o 
^. his shield; this apparition im Epizelus by, 
— slew his neighbour in the line" 
tale Epizelus told, as I heard . . 
The description is so clear and convincing that the 
clinical diagnosis of a battle conversion can hardly be 
argued. 








G. S. PHILIPPOPOULOS 
Athens University Medical School, 
Athens, Greece 
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Za -FHE SPECIFICITY OF LITHIUM 

DEAR Sir, | 

- Controlled studies have indicated that lithium is 
significantly effective in a wide spectrum of psychiatric 
illnesses. In addition to its well established efficacy in 
the acute treatment of mania, and maintenance 
treatment of bipolar manic-depressive illness, several 
other therapeutic claims have been made, especially 
for recurring cyclical and episodic disorders. Thus 
lithium has been found effective in certain depressions 
(Mendels, 1976), schizoaffective or cycloid illness 
(Perris, 1978), periodic psychosis (Schou et al, 1970), 
C4ecurring aggression (Sheard et al, 1976), epilepsy 
(Erwin, 1973), schizophrenia (Taheri, 1976), and 
"chronic cluster headaches (Ekbom, 1977), just to 
< mention some of the most extensively studied clinical 
‘applications. Despite methodological limitations, 
— most of these studies have shown lithium's effective- 
.' ness ata statistically significant level. 
-." "This accumulated evidence strengthens the idea of 

lithium's multiple clinical actions and has intriguing 
theoretical and clinical implications. If we accept this 
as a fact, it seems likely that lithium's effectiveness is 
not restricted to a particular nosological entity but 
to a broader cluster of different nosological syndromes 
of a recurrent episodic nature alternating with 
intervals free of evident psychopathology. 

Are these syndromes different. phenotypical expres- 
sions of an as yet undefined, but clinically quite 
common, nosological entity whose most consistent 
and unifying external manifestations are the episodic, 
self-limited, recurrent appearance of a multi-facial 
> psychopathology with abatement of symptoms 













but. 20$ 
. such was the. E 


83. 


een episodes? In that case, can this entity be 
ther delineated on the basis of any common 
ical, biological, genetic, or epidemiological vari- 
es? Despite. extensive research in this field our 
ess has been hampered by the constraints 
sed by the traditional monoaxial approach to 
iatri diagnosis . based primarily on clinical 
sympto matology. ` 

Our final goal should be to. identify more consistent 
entities using a multiaxial approach to diagnosis with 
some of the major axes, besides symptomatology, 
being the pattern of the illness (previous duration, 
course of symptoms, frequency, free intervals), 
severity (personal relationships, functioning), circum- 
stances’ associated with symptoms (genetic load, 
biochemical, histological, psychological, drugs, alco- 
hol) and prognostic features including response to 
treatment. By applying this multiaxial approach to 
the lithium-responsive syndromes, we may see that the 
vast majority of them, present with a common 
pattern of illness, characterized by cyclic, recurrent 
episodes with improved interval functioning. To what 
extent this cluster of syndromes represents a separate 
clinical entity with different phenotypical expressions 
must be further investigated using appropriate 
diagnostic criteria centered around the different axes 
proposed. 

Of course thís kind of reasoning is open to dis- 
cussion, but we believe that this is the proper time 
for it. 

ANASTASE GEORGOTAS 
SAMUEL GERSHON 
New York University Medical Center, 
University Hospital, | 
560 First Avenue, 
New York, N.Y. 10016, USA 
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Annual Progress in Child Psychiatry and Child 
Development. Edited by STELLA Cuess and 
ALEXANDER THoMAs, New York: Brunner/Mazel. 
1980. Pp 620. $25.00. 


Most child and adolescent psychiatrists probably 
know of this annual collection of reprinted articles. 
It has appeared every year since 1968 and during this 
period the book's distinguished editors have main- 
tained its consistently high standards and quality, and 
the publishers its relatively moderate price. 

[n the 1980 edition 39 papers, printed in full, deal 
with developmental concepts and studies, including 
work on infant behaviour, temperament and psycho- 
sexual development; family studies; physical illness 
and handicap; and a variety of clinical studies of, 
among other disorders, hyperactivity, elective mutism, 
schizoid children and autism. The papers include 
review articles, pieces of research and conceptual 
studies, including an excellent discussion of the 
developmental approach by Stella Chess. There are 
few papers from Britain, but even so the selection as a 
whole, and some of the American papers too, look 
across the Atlantic far more than do most publications 
from the United States. 

The book does not set out to be a comprehensive 
review of the year's work in child and adolescent 
psychiatry; rather, the editors’ brief appears to be to 
select individually important papers, and it is clear 
that their search is a wide one. With this reminder of 
the purpose of the book, it can be strongly recom- 
mended to all in child and adolescent psychiatry, and 
at its price deserves a high place on the short list 
when considering additions to a personal library. 


DEREK STEINBERG, Consultant Psychiatrist, Department 
of Child and Adolescent Psychiatry, Bethlem Royal 
Hospital and the Maudsley Hospital 


Group and Family Therapy. Edited by Lewis R. 
~  WozsBERG and Marvin L. ARONSON. New York: 
— Brunner] Mazel. 1980. .Pp 422. $25.00. 


E. his. volume represents the eighth in an annual 
series, the previous seven having been called Group 


i Therapy—An. Overview. As the old title suggests, 


previous volumes have focussed predominantly upon 
group psychotherapy. The present volume incor- 
porates a fairly pronounced change of policy insofar 


as 16 out t of the 29 review chapters. and over half of 
the abstracts of articles appearing in 1979 concern 
family therapy. Almost all of the 43 contributors are 
American which, in view of the exciting developments 
in family therapy in Britain in recent years, is a shame. 
The remaining chapters are devoted to such issues as 
empathy, resistance and supervision and the treatment 
of adolescents and narcissistic patients. One very 
considerable advantage is the editor's lucid summary 
which precedes each chapter. 

It has been editorial policy to dedicate each volume 
to a prominent figure: the previous seven have been 
dedicated to Kadis, Ackerman, Schwartz, Moreno, 
Jackson, Foulkes and Schilder. In 1980 it was the 
turn of H. Peter Laqueur, the originator and con- 
tinued exponent of multiple (3-5) family therapy, 
who died in 1979. His 27 psychiatric publications from 
1960 to 1979 are listed. Interestingly, for 15 years he 
was an endocrinologist, like his father, and entered 
psychiatry via insulin coma therapy. A recent lecture 
he gave is reproduced beside a chapter by Durkin 
outlining his adoption of general systems theory. 

As annual reviews go, this book is good value for 
money. The chapters are clearly written, well set out 
and provide a practical guide to group and family 
therapy. 


Jonn BIRTCHNELL, Scientific Officer and Hon. 
Consultant Psychiatrist, M RC Clinical Psychiatry Unit, 
Graylingwell Hospital, Chichester 


Handbook of Studies on Anxiety. Edited by GRAHAM 
D. Burrows and BRiAN Davies. Amsterdam: 
Elsevier/North Holland. 1980. Pp 405. $79.00. 


This book is a companion to the Handbook of 
Studies on Depression, also edited by Dr Burrows. 
One of the chapters, by Gerald Klerman, is directly 
reprinted from that volume and another, by Aubrey 
Lewis, is his well-known paper on the etymology of 
anxiety. The remaining chapters are new and represent 
a fair cross-section of current research. Eysenck 
develops his extinction/enhancement theory of 
anxiety, systematically demolishing other theories 
en passant; Russell Meares nicely combines Freud, 
Piaget, Melanie Klein, Pavlov and Kierkegaard in a 
psychodynamic view of anxiety; Malcolm Lader 
provides a comprehensive, extensively referenced 
description of psychophysiological aspects of anxiety 






















<. and Dr Tan writes a fascinating account of.tra 
cultural aspects of the subject, including descriptio: 


syndrome. These chapters, together with thos 
anxiety in childhood and old age by Professors V 
and Roth and Dr Mountjoy are the core of the t 
<c The other chapters are an unusual mixture, includin 
= psychosurgical treatment of anxiety, the measurem 
> of anti-anxiety drugs in plasma, the clinical testin 

new anti-anxiety compounds, hypnotherapy, psycl 





i sexual dysfunction and sexual identity. Although some- 


of these subjects have little in common they are 


valuable sources of information that are not found in 


other clinical texts on anxiety. This volume will be 
valuable for research workers and those with a special 
interest in morbid anxiety. Only libraries will be able 
to afford it. 


.—.. PETER Tyrer, Consultant Psychiatrist, 
-  Mapperley Hospital, Nottingham 


Acute Geriatric Medicine. Edited by Davis COAKLEY. 
London: Croom Helm. 1980. Pp 290. £14.95. 

This is a good book giving practical and up to date 
information. It looks at the subject in a different 
way from most textbooks of geriatrics. It is not 

< concerned with rehabilitation or social care but only 
with the clinical aspects of acute disease in the elderly. 
It describes acute physical disease as it is seen every 
day but, unlike standard textbooks of medicine, 
emphasizes those diseases frequently seen in the 
elderly and their special features. It should prove most 
useful to the psychiatrist faced with acute physical 
disease in psychiatric in-patients. The illnesses with 
which it deals usually require the facilities of a general 
-= hospital for their effective management and the book 
| gives a good indication of what is entailed in their 
diagnosis and treatment and their likely outcome. 


: C. P, SILVER, Consultant Geriatrician, - 
-The London Hospital (Mile End) 


LSD Psychotherapy. By. SrANisLAv Gror. Partridge 
Green, W. Sussex: Momenta RP Biblios. 1980. 
Pp 352. £13.95. 

I must admit to a personal bias i in 1 this review. My 
own experiences under LSD were so banal that I am 
convinced LSD is one of the most over-rated of drugs. 
I am supported in this conclusion by nearly a decade 
of research by the CIA in their Operation Bluebird 
Programme. The exotic experiences described by the 
likes of Laing, Lennon, Huxley and Stanley Croft in 

. this book, have more to do with the personalities of 
. the people involved than to any specific effects of the 
ee ae 

"This book is a comprehensive account of the 


of koro, latah, shinkeishitsu and the spermatorrhoea. 





'hniques and consequences of conducting psycho- 
ipy under LSD. It is an essential handbook for 


anyone planning a trip. However, as the drug is no 
longer legally available in Britain, and since Operation 


je has abolished the availability of reliable LSD on 
lack market, it is strictly of academic interest. 


NA, Consultant Psychiatrist, 
General Hospital, Herts 





| Aspects of Preventive Psychiatry. Syuan on 
"Psychiatric ] Prevention. Edited by G. N. CHRISTO- 
DOULOU. Basel: S. Karger. 1981. Pp 116. SFr 65, 
“DM 78, approx US $39. 

This collection of papers is based on conizitutions " 
made at the 1979 Conference on Psychiatric Preven- 
tion organized by the Athens Centre for Mental 
Health. 

These papers provide both easily read accounts of 
important topics by well known workers and also ~~ 
papers of local interest, indicating a growth of activity — 
in various aspects of mental health which is heartening | 
for the future of Greek psychiatry. 

Among the topics covered are summaries of their 
present views by Dr Julian Leff on the prevention of 
relapse in schizophrenia; Dr Mogens Schou states the 
position of lithium in affective disorder (and is re- 
assuring as regards renal pathology); Professor R. H. 
S. Mindham reminds us that antidepressants are as 
effective in recurrent depression and can be more 
convenient, 

There are moderately interesting papers on a variety 
of further topics: for example the development of 
community mental health programmes in New Eng- 
land, on tardive dyskinesia, on sleep deprivation in 
recurrent affective illness, and others. 

Despite the interest of some of the papers it is 
difficult to see who can be advised to buy this book at 
the price. 


J. STELNERT, Consultant Psychiatrist, 
St Bernard’s Hospital, Southall, Middlesex 





Emotional Disorders in Children and Adolescents: 
Medical and Psychological Approaches to Treat- 
ment. Edited by G. Prooz SHOLEVAR, ‘RONALD 

. M. BENSON and Barton J. BLINDER. Lancaster, 

—. Lancs: MTP Press, 1980. Pp 710. £35.00. 

This large expensive book at first sight gives the 
impression of being the ultimate encyclopaedia of 
child psychiatric treatment, There are 40 chapters 
devoted to different aspects of treatment in child and 
adolescent psychiatry. "These are grouped in sections 
devoted to types of therapies, age ranges of patients 
and specific disorders. On looking more closely I 
began to experience doubts about the enterprise. What - 
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becomes immediately apparent is what can only be 
described as the low profile being kept by the editors. 
This is seen in various ways such as the lack of any 
attempt to link the differing approaches or by not 
checking that references are always given in an under- 
standable format. Most importantly, however, the 
book has no foreword! I wanted at least a brief word 
from the editors saying who the book was aimed at 
and what it was trying to do. This may seem a trite 
comment but I think it may be crucial. One gets a 
distinct impression that not only might readers need to 
know, but possibly also the chapter authors. What was 
asked of them? The book is obviously not intended as 
a cookbook of treatments. An eight page chapter on 
child psychoanalysis was not written to allow the 
reader to start analysing later that day. It is not an 
attempt to integrate the differing approaches to 
treatment and show how each can be applied in 
different settings or brought together in one service. It 
is sadly not a collection of comprehensive reviews, 
each of which summarises the main ideas of a treat- 
ment approach, describes.the evaluations of it that 
have taken place and guides the trainee's further 
reading. Some of the chapters do indeed do just that, 
but others are either written in a naive ‘take it or leave 
it style’ or present remarkably limited lists of refer- 


ences. Basically the book is a series of separate essays, 


some good, some poor. À great opportunity for an 
important book has been lost. There are probably just 
enough good chapters to justify its place on the 
shelves of a well-off library. 


STEPHEN WOLKIND, Consultant Child Psychiatrist, 
The London Hospital 


Couple Therapy. By Frank Bockus. New York: 
Jason Aronson. 1980. Pp 365. $27.50. 


The convoluted prose of this book renders much of 


it almost unreadable. Some attractive ideas and areas 
of interest which illuminate the author’s approach to 
his work would. benefit from brief and simple ex- 
pression. Lengthy passages of verbatim reports A 
therapy sessions are irritating. Therapy is viewed as ' 

field of interventions in which the couple n 
problematic situations’ and the therapist facilitates 
discovery by ‘operating with a sustained attitude of 
tentativeness’. The claims made for the book are 
exaggerated, and the limitations of the bibliography 


are illustrated by the omission of any reference to 


Skinner’s major text One Flesh, Separate Persons, 
which must surely rank among the most influential 
works in this field over the past decade. Couple 
Therapy adds little to texts currenti y available. 


PAMELA M, ASHURST, Consultant Psychotherapist, 
Royal South Hants Hospital, Southampton 


Tardive Dyskinesia: Research and Treatment. Edited 
by W. E. Fann, R. C. Smrt, J. M. Davis and E. 
F. Domino. Lancaster, Lanes: MTP. Pres 1980. 

Pp 531. £29.95, 
The subject of this large wu doni t need its 
importance argued; it is prominent enough already in 
the minds of most clinicians and research workers 


within psychiatry. In spite of almost a decade of effort. 


by the international scientific community, much e 
tardive dyskinesia remains in Churchill’s words, “ 
riddle, wrapped in a mystery, inside an enigma”. But i 
is useful to be reminded of what we do know by this 
compendium, which is mainly the proceedings of a 
meeting of the American College of Neuropsycho- 
pharmacology, held at the end of 1977. The editors 
aimed to "include the research and opinions of most 
of the clinicians and scientists who have done im- 
portant work relevant to tardive dyskinesia over the 
last 15 years", They have covered both basic pharma- 
cology and animal models on the one hand, and clin- 
ical and therapeutic work in man on the other, leaving 
each author to present his own data and the reader to 
draw his own conclusions. 

This idea has something to be said for it, since any- 
one who coordinates the work of different individuals 
is bound to impose his own viewpoint to some extent. 
But it is at the expense of a great deal of repetition 
(including 46 bibliographies) and there are chapters 
which cry out for a firmer editorial hand. That might 
have resulted in a much shorter and less expensive 
book. As a source of reference material, this will be a 
useful addition to libraries, but it is hard to under- 
stand why four editors were needed to collect other 
people's chapters, nor why the process took three 
years. 

HUGH FREEMAN, Consultant Psychiatrist, 
Hope Hospital, Salford 


Living with Fear: Understanding and Coping with 
Anxiety. By Isaac M. Marks. New York: 
McGraw-Hill. 1981. Pp 302. £4.50. 

Fears and Phobias. By Tony WhuirEHEAD. London: 
Sheldon. 1980. Pp 102. £1.95. = ` 

Both books are directed to the non-professional ; 
they are designed to provide information for the lay- 


person about the nature of fear and practical advice on 


how to deal with it when it becomes a problem. They 
are self-help: guides and follow a long tradition of 
texts on self-therapy for obesity, smoking, depression 
and other difficulties, culminating in the 1970's 
publication explosion of books on do-it-yourself 
behaviour therapy. Their presence has no doubt 
contributed to an increase in public awareness and 
understanding of a wide variety of psychological 
problems, but the extent to which the therapeutic 





— disaster; 












= advice and instructions offered are effective remai 
- be demonstrated. It is in this context that the 
. books under review need to be considered. 
Living with Fear is the more comprehensive 
. thorough. It is divided into three parts: ‘The Natu 
. Fear and Anxiety’, deals with a comparison of : 
tive and non-adaptive fear and anxiety, d 
,mental fears and normal reactions to deat 


Treatment’, 
pression and anxiety, specific phobias, obsessive- 
compulsive. problems, and sexual anxieties and: their 
treatments; ‘The Treatment of Anxiety’, covers the 
varieties of professional therapy available as well as 
how to put into practice a self-help procedure based on 
behavioural principles. The text is liberally sprinkled 
with case illustrations. 

Fears and Phobias is Whitehead’s contribution to a 
series on Overcoming Common Problems. In 88 pages 
he covers the nature of fear, anxiety, and phobias and 
thereafter deals exclusively with specific phobias (he 
questionably lumps together obsessional disorders 
along with these). There is a separate section on un- 
common phobias and, for no apparent reason, in- 
: cludes an appendix listing the Latin or Greek names of 


dozens of fears and phobias. There is brief discussion - 


of the causes of phobias where emphasis is placed on 
trauma and analytical explanations; self-therapy and 
professional treatment alternatives are described and 
are divided into the usual areas of medication, psycho- 
therapy and behavioural therapy. Whitehead illus- 
trates his discussion by anecdotes and case histories. A 
short list of voluntary organizations concerned with 
phobias is provided; no references are cited. This non- 
technical book might well serve as a useful intro- 
duction to the layperson who seeks a simple account of 
the subject; those requiring more information and 
guidance would do well to choose the Marks book. 


MAURICE Y AFFE, Senior Clinical Psychologist, 
Guy's Hospital, London 


The Rape Crisis Intervention Handbook. Edited by 
SHARON L, McComate. New York and London: 
Plenum Press. 1980. Pp 235. $19.50. 

Victimology is a growth area in forensic psychiatry 
with a particular emphasis on the rape victim. During 
the past decade there has been a variety of publi- 
cations, mainly from the United States, providing 


advice on the management and support of the rape 
victim aimed at counsellors, police surgeons and the 


woman victim herself. This handbook is the most 
recent addition to this library of information and is 
'intended to be a comprehensive resource for those 


involved in providing crisis intervention to rape 


victims'. In the context of this objective it has suc- 


‘Forms of Nervous Tension and èir 
looks at the relationship between de» 
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ded, ai it is of most value to the North 
nerican reader. There are sections on the ‘myths and 
realities' of rape behaviour; the hospital emergency 
om, the legal system (in the American context), 
(th discussions ‘on. psychodynamics. and. psycho- 
logical intervention. 7 herei is a useful discussion en the 





. Child victim. 


` The few psychiatrists. concerned with liéiping rape 
victims in this country will find this book of interest 
but it should not be given a high priority for a place in 
the psychiatric hospital library. 

ROBERT BLUGLASS, Professor of Forensic Psychiatry, 
University of Birmingham 


Juvenile Delinquents: Psychodynamic Assessment and 
Hospital Treatment, By RICHARD C. MAROHN, 
DIANE DaALLE-MOLLE, ELAINE MCCARTER and 
Doris Linn, New York: Brunner/Mazel. 1980. 
Pp 294. $17.50. | 

This interesting book describes. the work of the 
authors inthe Delinquent Adolescent Unit of the 
Illinois State Psychiatric Institute. It is largely con- 
cerned with theoretical perspectives, but it also des- 
cribes something of the practical application of their 
psychodynamic approach, which. stresses that all 
behaviour is important, has meaning and can be 
subjected to analysis: All thei in-patients, who are often 
wildly disturbed, are involved in planned individual, 

“insight orientated” psychotherapy. "The book des- 
cribes how an overall treatment policy for the Unit 
was hammered out over several years, but unfort- 
unately gives too little background factual inform- 
ation for readers unfamiliar with American State 

Psychiatry to be able to assess the relevance of some 

aspects of their policy. The section on 'Specialised 

Modalities of Intervention’ includes, surprisingly to 

the British reader, a plausible justification for the use 

of "leather restraints”. 

But. the humanity and dedication of the writers 
shows through in every page, and there is much to be: 
learnt from their account, and the illustrative case 
studies, of how they have tried to help delinquent, 
disturbed and often unwilling patients. 

A. J. HanBorT, Consultant Psychiatrist, 

Meon House Young i sad s Unit, Knowle Hospital, 

Fareham, Hants 


Management of the Psychiatric Emergency. By 
STEPHEN M. Sorerr. Chichester: John Wiley. 
1981. Pp 290. £8. 50. 


There is a need for an up-to-date book dealing with 
clinical issues and management of patients, whose 
problems are construed as psychiatric in the broadest 
sense. Dr Soreff has produced a volume of sensible. 
size with an encouraging title. Perhaps this is it. The 








cast list includes familiar friends: the unwanted 
patient, the suicidal patient, and the patient struggling 
to control an impulse. The first chapter nicely con- 
veys the diversity of emergency psychiatry and the 
case histories add flavour. But from here on the book 
is a great. disappointment, failing to fulfil any of its 
early promise. 

Leaving aside the North American jargon of 
emergency departments (ED's) and emergency medical 
technicians (EMT's), which is distracting, the in- 
formation is presented in a standardized way so that 
each chapter slavishly seeks for intrapersonal, inter- 
personal and biological causes, resulting in un- 
necessary repetition. More than this, there is no dis- 
tinction between patient groups so that statements like 
“Obsession is the major focus of phobic patients", are 
frequent. The experienced reader will need all his 
experience to make sense of this book and the in- 
experienced will be wildly misled. Even the chapter on 
referral does not contain a single address among its 
list of more than eighty agencies, which must reduce 
its value even to its American readership. Sadly, not to 
be recommended. 


Tony Ruca, Senior Registrar in Psychiatry, 
The London Hospital 


Psychiatric Medicine Update: Massachusetts General 
Hospital Reviews for Physicians. THEo. C. MAN- 
SCHRECK (Editor in -Chief). Editorial Board: 
GEORGE B. Murray, JOHN C. KUEHNLE and 
THoMas P. Hackett. Edinburgh: Churchill 
Livingstone, 1981. Pp 235. £15.00. 


This book is written for non psychiatric colleagues, 
and is contributed to by a total of twenty authors most 
of whom work in the psychiatric field in Boston. The 
stated aim is to provide practical psychiatric in- 
formation for physicians not only on common con- 
ditions likely to be encountered in the general hos- 
pital setting such as anxiety states and depressions, but 
on psychiatric conditions which may be found in 
association with such conditions as diabetes mellitus, 
epileptiform attacks, and in those receiving renal di- 
alysis, transplantation, or treatment for burns or for 
Obesity. The impact of these conditions on the person- 
ality of the patients and the influence of his psycho- 
logical response on the outcome of treatment is dis- 


cussed. In an age when participation in sport is 


claimed as the birthright of all there is a timely chapter 
on the psychiatric aspects of sports medicine. There 
are chapters on steroid psychosis and lithium therapy 
and insomnia. Much of the information is neatly 
tabulated for quick reference and each chapter con- 
cludes with a summary and a reference list. I think the 
authors have erred in allocating three chapters to 
depression, fifty-three pages in all, in a book of this 
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kind and size. Such manners cover would be 
more suited to a pure culture psychiatric textbook. It 
is delightful to see that liaison eclectic psychiatry is 
alive and well and hopefully its existence will not be 
confined to Massachusetts. It is to be recommended 
not only to physicians but to medical students in their 
final year for whom there is a temptation to concen- 
trate on the soma to the exclusion of the psyche and to 
practise keyhole medicine. 

E. ForrRELL, Consultant Psychiatrist, 

Tooting Bec Hospital, London 


Psychiatric Presentations of Medical Illness: Somato- 
psychic Disorders, Edited by RicHARD C. W. 
HarL. Lancaster, Lancs: MTP Press. 1981. Pp 
421. £18.95. 

It has been a truism of British psychiatry that the 
good psychiatrist must also be a good physician. This 
book is encouraging evidence that American psych- 
iatry, also, now sees psychiatry as a medical specialty. 
It is, however, worrying that even though it is realized 
that physical illness is common among psychiatric 
patients, delay and failures in making medical diag- 
nosis are frequent. This book outlines the importance 
of the problems and provides a guide to psychological 
symptoms of the main categories of physical disorder. 
A major editorial problem, which is not resolved, 
derives from twin aims to present basic psychiatry to 
physicians and medicine to psychiatrists. Thus the 
first substantial section, with chapters on the principal 
psychological symptoms, is reduced to providing a 
mixture of basic psychiatry and very repetitive and 
extended medical differential diagnosis. For instance 
the table over-ambitiously headed "medical con- 
ditions associated with the onset of depression", is a 
quixotic selection in which Marie-STrümpell spondy- 
litis appears as prominently as does malignancy. 

The great virtue of the book lies in the ten chapters 
on the psychiatric manifestations of medical illness. 
Although a few are superficial most are informative 
and well documented with references up until 1978. 
Also valuable are two further chapters on the toxicity 
of psychiatric and non-psychiatric drugs. Finally 
there is a remarkably uninformative appendix of 54 
pages on the psychiatric side effects of medical drugs. 
This book isto be welcomed in that it provides 
within two thirds of its length the best and most com- 
prehensive review of its topic at present available. 
Further annual volumes are promised to deal at 
length with further topics. It is to be hoped they will 
settle down, providing up-to-date and critical reviews 
of the psychological and social aspects of major areas 
of medical illness. 

RicHARD Mavou, Clinical Reader, 

University Department of Psychiatry, Oxford 
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copy. 

Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes required 
for conformity with Journal ile 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer's errors may be 
disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be ordered for all 
authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached to con- 
ciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers', published by the 
Royal Society (6 Carlton House Terrace, London SWIY 5AG), 1974 edition. They should check the accuracy of 
all references in their manuscript and ensure that dates and spellings correspond in the text and reference list. 
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ms in Schizophrenia 


Studies of Depressi | izoj 
d its Possible Causes 





D. A. W. JOH ISON 


Summary: Depression assessed by clinical examination and Hamilton rating 
scale was found in half of 37 untreated new acute schizophrenics, and in about a 
third of chronic schizophrenics who relapsed whether treated with depot 
injections (89) or not (79). A significant part of depressive illness in schizo- 
phrenics is thus not drug-related. However, depression was commoner in those 


on higher doses of depot neuroleptic (P 


side effects (P <.001), suggesting that dr 
in remission on moderate doses of de 


«.05) or who showed extrapyramidal 


ugs can play a part. Patients maintained 


3 pot drug had the lowest prevalence of 
J depression. GE S 
The presence of depressive mood disorders in manifestation of an extrapyramiidal reaction. The 

schizophrenia have been recognized since the days of suicide risk of a schizophrenic is 50 times that of a 
Kraepelin and Bleuler. In particular it has been normal population (Markowe ef al, 1967), but studies 
suggested that patients may manifest a depressive have failed to show any direct causal relationship 
syndrome when their psychosis has abated (Mayer- between neuroleptic medication and suicide in 
Gross, 1920; Claude ef^al, 1924; Claude, 1930; schizophrenia (Farberow ef al, 1961; Cohen et al, 
Semrad, 1966; Steinberg et al, 1967; Bowers and 1964). In one series some suicides occurred shortly 
Astrachan, 1967; Roth, 1970; Donlon and Blacker, after the patients’ phenothiazines had been stopped 
1973; Rada and Donlon, 1975: McGlashan and (Cohen et al, 1964). It is also claimed that some 
Carpenter, 1976a; 1976b; Mackinnon, 1977; Docherty patients experience a prodromal phase of schizo- 

,. €t al, 1978). However, it is clear from assessments of phrenia, before treatment has been instituted, which 

v 





patients established on treatments for lengthy periods 
that the frequency of depression is high even after 
long periods in remission (Leff and Wing, 1971; 
Hirsch et al, 1973; Knights et al, 1979). The neuro- 
leptic drugs have been alleged to have a depressant 
effect in some patients, particularly certain depot 
preparations (Alarcon and Carney, 1969; Falloon 
et al, 1978), but this is unlikely to be a simple relation- 
ship since in some double-blind controlled trials the 
placebo group has experienced an identical frequency 
of depression as the active drug recipients (Leff and 
Wing, 1971; Hirsch et al, 1973). A number of trials 
even suggest that chlorpromazine may have an 
antidepressant effect (Brockington et al, 1978). The 
possible contribution of drugs to mood disorders in 
schizophrenia is complicated further by the existence 
of a syndrome resembling depressive illness which 
occurs in association with drug induced parkinsonism. 
Recently a number of authors (Klein and Davis, 1969; 


... Rifkin et al, 1975; Van Putten et al, 1978) have drawn 
- attention to this frequently overlooked syndrome. Ayd 
. (1975) speculates that such depressions are an affective 


89 


may be indistinguishable from endogenous depression 
(Conrad, 1958). | 

Despite the frequency (Knights et al, 1979) and 
complexity of depressive syndromes in schizophrenia 
it is a subject that has received little systematic or 
prospective study, particularly in patients on regular 
neuroleptic medication. The correct treatment of 
these depressive syndromes, and in particular the 
validity of the commonly adopted clinical practice of 
using tricyclic antidepressants is quite unexplored. 
With the possible exception of Prusoff et a/ (1979) 
there are no published prospective double-blind 
controlled trials specifically designed to test the effect 
of tricyclic antidepressant drugs in adequate doses 
on a recently developed depressive mood disorder in a 
schizophrenic patient maintained in remission with 
neuroleptic drugs. ^ 


. Method 
The patients included in these studies were con- 


secutive patients at one of two hospitals (University — 


Hospital of South Manchester or the North Man- 
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chester General Hospital), and the examinations were 
carried out over an eight year period, by the author 
unless otherwise stated. The diagnosis of schizo- 
phrenia was based upon the presence of Schneiderian 
first rank symptoms either at the time of the interview 
ot previously recorded in the notes (Mellor, 1970). 

For the purposes of these studies depression was 
defined as a change of affect so that the patient had a 
lowered mood state, with subjective changes of 
sadness, misery, tearfulness or hopelessness. The aim 
was to record depression as present only if it could 
reasonably be regarded as clinically meaningful and 
likely to provoke some treatment adjustment or other 
intervention. Therefore, unless otherwise stated in the 
individual sample description, all patients were 
diagnosed as clinically depressed for a minimum 
period of one week. The severity of depression was 
rated on the Beck. Depression Inventory (BDI) and 
Hamilton Rating Scale for depression. (HRS(D)) 
and patients were only included in the studies if they 
scored a minimum of 15 on one of these scales. The 
HRS(D) was completed for all patients; because of 
the severity of clinical disturbance not all patients 
were able to complete the self-rating BDI. The author's 
own clinical diagnosis of depression was previously 
validated against the BDI in a non-psychotic popu- 
lation: no depression score = 0-10; mild depression 
= 11-18, mean 14.5, S.D. 6.4; moderate depression 
> 18, mean 22.4, S.D. 5.6 (Johnson and Heather, 1974; 
Johnson and Mellor, 1977). 

All patients had their mental symptoms scored on 
the BPRS (Overall and Gorham, 1962) and the 
presence of extrapyramidal symptoms determined by 
an examination based on the EPRS (Simpson et al, 
1964). All assessments were completed within forty- 
eight hours of admission. 

Four types of patients were evaluated (see Table I). 

(a) First illness schizophrenia: Consecutively 
admitted in-patients who had not been prescribed 
neuroleptic medication prior to admission. These 
patients presented in one of three ways. Some were 
referred with an acute behaviour problem through 
the social services or police, or through the casualty 
department. A few patients were initially referred 
with a diagnosis of depression or personality disorder; 
and a few without diagnostic assessment. In each case 
the absence of previous neuroleptic medication was 
carefully confirmed by enquiry. Depression was 
recorded as present or absent at the time of admission, 
and if absent at this time whether present in the 
previous two months. Although five of the eleven 
patients included in the survey were actually attending 
the hospital at the time of the relevant depressed mood 
they did not have a BDI or HRS(D) score, but like 
the other patients with a history of depression these 


patients had a history of a change of social functions 
secondary to their altered mood state. The changes 
were of sufficient severity to be equivalent to a BDI 
score of 19, an equivalence previously validated 
(Johnson and Mellor, 1977). 

(b) Patients admitted in acute relapse but not on 
drugs. These patients were all chronic schizophrenic 
patients with two or more previous admissions for 
acute schizophrenia. Patients were only included in 
this drug-free group if they had taken no oral neuro- 
leptic medication for two months, or received no depot 
neuroleptic injection within the. preceding three 
months. In most cases the.duration was much longer. 

(c) Patients admitted in acute relapse while on 
regular depot neuroleptic injections. These patients 
were all chronic schizophrenic patients with two or 
more previous admissions for acute schizophrenia. 
Patients were only included in this sample if they were 
on regular depot medication, the most recent injection 
within four weeks before admission. 

(d) Three groups of patients maintained on regular 
depot neuroleptic injections and free from acute 
symptoms: 

(i) The prevalence for a ‘two-month period . was 
determined by the random selection at the depot 
injection clinic of patients who had been well without 
relapse for a minimum of three months, and by 
conducting two mental state examinations at an 
interval of two months. 

(ii) Patients prescribed antidepressant medication 
during a 15 month prospective assessment for the 
treatment of extrapyramidal symptoms (Johnson, 
1973). 

(iii) Random selection by the nursing staff of 
chronic schizophrenic patients maintained free of 
acute symptoms on regular depot injections for a 
minimum period of three months as an out-patient. 
Each patient was interviewed by the nurses with a 
standardized interview and rated on a five point scale 
of clinical depression (0-4). In addition each patient 
completed two self assessments of their mood state 
over the previous week. One assessment was on a 
linear scale (Depression-Normal-Elation) and the 
other on a five point scale of depression (0—4). The 
acceptance that depression had been present for a 
minimum of one week was. based. on a combination 
of the nurses’ and patients’ assessments. The patient 
had to rate at least mildly depressed (score — 1) on 
each scale, and also score a minimum total of four 
on the three scales. 


Results 
The prevalence and severity of depression in each 
sample of patients is summarized in Table I. 
All patients studied were 17-65 years of age. The 





(a) First illness schizophrenia. No previous i 
drügs 

Depression present on admission - 

History of depression in previous 
two months 

Total depression 


(b) Chronic schizophrenia : Relapse, not on 
drugs 79 


(c) Chronic schizophrenia: Relapse, on 
depot medication 89 


(d) Patients in remission on depot 


medication 
2 month prospective study of 
random sample 41 
15 month survey of prescribed 
antidepressants - 140 © 
Nurses’ survey of random sample 100 
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mean age of patients with a first illness (21.7 years) 
was younger than the mean ages of the other groups 
(27-31 years). In all groups there were an excess of 
female patients (51-64 per cent) except the chronic 
schizophrenic patients relapsing on drugs where there 
was an excess of males (56 per cent). 

Only two depot preparations. were used for the 
patients on regular medication (fluphenazine de- 
 canoate N = 176; flupenthixol decanoate N = 112). 


No other form of neuroleptic drug was used, except © 


occasionally in acutely relapsed patients. There was no 
difference in the frequency or severity of apren 
between patient groups on the two drugs. 

An analysis of dose schedules and the presence of 
depression showed less depression with lower dose in 
all groups but this only reached a level of significance 
(P <,05) in the patients with an acute relapse when 
the highest dose range Was compared with the lowest 
(Table ID. 

An. analysis of the Brief Psychiatric Rating Scale 
(BPRS) scores and depression revealed no significant 
correlations either in the comparison of total scores 
(Table HI) or in individual items other than. the 


depression score. Overall. the presence of extra- . 


pyramidal symptoms was: significantly related to the 
presence of depression (P. «.001) although not 








There was also a trend, not reaching significance, for 


statistically significant in each ‘sub-group observed. 


| TABLE H | 
Dose of long acting depot neuroleptic and presence of 
depression in schizophrenic relapses 





Number of patients in - 
Dose i in weekly equivalents 





of decanoate Sample Depression 
Fluphenazine > 12.5 mg or 
flupenthixol > 20 mg 27 16 
Fluphenazine = 12.5 mg or 
flupenthixol = 20mg  . 49 16 
Fluphenazine «125 mgor E | 


 flupenthixol <20 mg. = Ae 2 3 


more severe s extenpyramidal symptoms to correlate 
with more severe depression. ol 

-The prevalence of: depression was lowest anonsi ! 
the patients maintained in remission by- regular 
depot neurolep c injections (Table I) and this is 
highly significant (P. <.02) if compared to the group 
with pec level of depression. ^ 















Discussion - 


The results clearly suggest that, although - “the ee 
emphasis may vary, depression is a frequent sympto 
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TABLE III 
idei PATENA pones scale scores in schizophrenic groups as a whole and with TODO. 





Tare remission 
No drugs i Maintenance drags | 
Sample Depression | Sample k Depression 
S N N N 





| Acute relapse 
d ^ Ondmgs  — 
BPRS - Sample ^ Depression. 
3 — mE 7 | 3 
. 21-30 | 238 8 
0-20 -— | 55 21 
«10 — 2 2 


2 0 0 0 
12 6 2 ol 
63 18 17 n. 





Total 89 34 


No significant relationship between BPRS scores and depression. 


= ! a; sen pm sod " 





TABLE IV 
Extrapyramidal symptoms and depression 
EP present EP absent 
Sample — —————————————— | 
Patients N Dep. Not Dep. Dep. Not Dep. P 
Prescribed antidepressants in remission — — 140 13 34 8 85 N.S. 
Random sample in remission 4] 8 16 2 15 N.S. 
Nurse sample in remission 100 16 12 10 62 N.S. 
Admissions in relapse 89 20 22 14 33 N.S. 
Total patients | 370 5 8 34 195 « .001 





EP = extrapyramidal; Dep. = depressed. Numbers, patients in each category. 


in the course of a schizophrenic illness, and likely to 
be present in all phases, first illness, relapse whether 
or not on drugs, and even in patients maintained in 
remission on regular depot neuroleptic injections. The 
high prevalence of depression in drug-free patients, 
both first illness patients and relapsed chronic 
schizophrenics, demonstrates that a significant pro- 
. portion of depressive symptoms are not drug-related. 
< However some depressive symptoms may be drug- 

related since both high dose of medication and the 
development of drug induced extrapyramidal symp- 
toms correlate at. a. level of significance with the 
presence of depression. In the literature the asso- 





ciation between dose of medication and depression is’ 





unclear (Van Putten et al, 1978), but this may be 
because of an unknown level of non-compliance with 


oral medication. - 


It is important to note that the patients maintained 
in remission on regular depot injections had the 
lowest prevalence of depression. This needs an 


. explanation. It could indicate that. the successful 


treatment. of the acute psychosis reduces the risk of 
depression, even if there is a short-term risk of an 
immediate post-psychotic depression. This. reduced 
risk is not due to the resolution of schizophrenic 
symptoms alone: there was no correlation between - 
either the total BPRS score or the scores on individual 
items other than depression and presence or absence. of 
depression (Table III). This agrees with the report. by 
Brockington ef al (1978) who. also: Observed a. dis- 
sociation between improvement of sck izophrenic. and 
affective symptoms. Possibly the affective symptoms 
are an intrinsic part of the schizophrenic illness and 


resolve as the total illness. is con rolled, at least at a 














^ .this is contrary to the observation that the risk. 


-present survey does not necessarily separate these 












symptomatic level. It could also be argued th | 
neuroleptics have a specific antidepressant action, b 


depression is increased by a higher dose of neurolept 
" unless one supposes that there is a different effe 
different dose levels and that patients once in remission 
are maintained on lower doses. The best progr 
js likely to be achieved for our patients in relief fron 


depression if the lowest dose prescription necessary to. 


maintain remission is used and attention to the early 
removal of extrapyramidal symptoms is maintained. 
It is possible that not all symptoms of depression are 
in fact related to the same underlying process. The 
difficulty of separating drug-induced akinesia from 
depression has been recently highlighted, and the 


. tored depression in 
. (Fallon et al, 1978; 
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o syndromes. 

‘It is difficult to place the results of these studies in 
ne perspective of other results since depression has 
viously only been studied as one aspect of a 
ig trial and the samples studied have not usually 
restricted to either acutely ill patients or patients 
Full remission. However, two recent studies moni- 
drug maintained out-patients 
Knights et al, 1979) for twelve 
and six month periods respectively and both noted 
depression in approximately half the total. patient 
sample. In one study more patients required in-patient 
treatment for depression than for schizophrenic 
relapse (Falloon et al, 1978). 








I. A Two-year Longitudinal Study of Symptoms 


Summary: Following 30 schizophrenic patients over a two-year period 
confirmed the frequency of depressive symptoms during both acute relapse and 
remission while on regular depot neuroleptic maintenance therapy. The duration 
of morbidity from depression alone was over twice as long as from schizophrenic 
symptoms alone or in combination with depression, The study failed to identify 
any association between the development of depression and life events, treatment 
changes or the development of new extrapyramidal- symptoms in individual 


patients. 


The previous paper (study I) reported the frequency 
of finding depression on a single occasion in samples of 
patients under different conditions of relapse, re- 
mission and treatment. This throws light on the 
prevalence of depression within a schizophrenic 
population and suggests causative associations, but 
it does not indicate either the frequency or duration of 
depressive symptoms in an individual patient. It 
does not tell us whether a finding of depression on the 
first interview always means a period of depressive 
illness or whether depression is always associated with 
a particular event or circumstance. It was therefore 
decided to follow up a small group of chronic schizo- 
phrenic patients in closer detail over a period of two 
years, 


Method 

Chronic schizophrenic patients who relapsed while 
on regular medication were monitored for 24 months 
from the time of re-admission. The survey was 
carried out with consecutive admissions in modules of 
five patients, because of service commitments, until a 
sample of 30 patients had completed the two year 
period, All operational definitions were the same as 


for study 1, but the patients involved were a separate 
sample. 

At the time of admission information was obtained 
from relatives, and from the patients when possible, 
in a semi-structured interview by the author using the 
check list and procedure of Paykel er a/ (1971). Life 
events were continuously monitored for the period of 
the study at regular monthly appointments, but 
specific confirmation was obtained from relatives for 
the period of one month before any subsequent 
relapse into either schizophrenic symptoms or 
depression. 

All patients were prescribed regular depot. neuro- 
leptic injections, the only other drugs allowed. being 

ccasional oral neuroleptics during a period of 
relapse, anti-parkinsonian drugs only in the prese 
of extrapyramidal symptoms, and a benzodiazepine 
drug for sleeping in rare instances. 

.Àn episode of depression was recorded when the 
patient developed depression according to the 
criteria for Study 1, and the episode recorded as 
ended when the Beck Depressive Inventory (BDI) 
score fell to ten. The higher BDI score of fifteen for 
entry was to ensure that the mildest of depressive 
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mood changes were excluded, but since the score of 
ten is the generally accepted cut-off (Johnson and 
Heather, 1974) it was thought reasonable to use this 
score to indicate the end of an episode of depression. 

= A relapse of schizophrenia was defined as the 
appearance of a new schizophrenic symptom, the 
need to alter management because of an increase of 
schizophrenic symptoms, or an increase of 15 per cent 
in the total. BPRS score excluding the. mood items of 
depression and grandiosity. The episode was recorded 
as terminated when a substantial reversal: of the entry 
criteria had taken place. 

All patients were seen at intervals of one month by 
the author routinely for assessment; in addition they 
were screened by the nurses at. the time of each 
injection and referred for more detailed assessment 
if indicated. 


Results 


Thirty-five patients entered the study. Two sitions 
defaulted from treatment and three left the area. The 
patients treated were. all between 19-63 years of age 
(80 per cent 19-40; 20 per cent 41-63 years; mean age 
27.8 years) Eighteen patients were female of whom 
five were living. with marriage partners, nine with 
other relatives, two in flats, one in a boarding house 
and one in a hostel, Two males were living with 
marriage partners, two. in boarding house type 
accommodation and the rest with relatives. 

During the two year survey (periods of maintenance 
and relapse) a total of 21 patients experienced depres- 
sion (70 per cent). At the time of the schizophrenic 
relapse leading to inclusion in the sample (N = 30), 
18. patients (60. per cent) were actually depressed. 
During the period of maintenance therapy following 
the recovery from acute symptoms (mean 21.5 
months) five patients experienced a single depression 
anda further 11 patients had more than one episode of 
depression (Table I). A total of 50 separate episodes 
of depression. of more than one week's duration 
occurred during the maintenance period. 

“Of the Hi patients who had multiple new depressions 
(see Table I) developing during the survey period, only 
three had the same variables (Table II) in the pre- 
ceding month each time. In one a life-event occurred 
before each of three depressive episodes, in two others 
none of the listed variables were found in any of the 
four episodes. 

During the two-year period on depot injections 
there were 14 episodes of acute schizophrenic deterior- 
ation shared by nine patients. One patient had three 
schizophrenic relapses, three patients experienced two 
relapses. and five patients each had a- single relapse. 
Each schizophrenic relapse was accompanied by an 
episode of depression either at the time of relapse or 





TABLE I 


Amount of depression in chronic schizophrenics during 21. 5 
months mèan. maintenance. 





New epode of depeson. derpatients : e: 
in maintenance period (N = 30) episodes 

1 5 $4. 

2 NN 2 

3 2 | 6 

4 4 16 

5 3 15 

6 1 6 

Total 16 50 











Each depressive episode lasted at least one week. 








TABLE H 
Events in the month preceding a depressive episode in 30 
patients 
Depressive episodes 
(total N = 50) 
with event noted 
N 
Change of mental state | 14 
New extrapyramidal symptoms 8 
Life event | 24 
Change of drug therapy m | 6 
[None oftheabove __ i 2 20) (40%) 





33 episodes had only one of the four possible events, 
12 had two, and 5 had three. 


during the following esis The changes of social 
f Uncuonig associated with these soe is shown i in 
Table H. 

The. duain of time that acute or positive sae. 
phrenic symptoms and depressive symptoms were 
present were calculated separately for the period from 
initial discharge from hospital until the completion of 











Change of social function witl 


Patients employed who stop work 


Patients unemployed who deteriorated i in work pattern i 
(O.T. etc.) 


Environment changed 
Compulsory admission—~Mental Health Act 


Relatives reported substantial deterioration 


95 









nd schizophrenic relapses 


Schizophrenia 
N 


. Change. Total affected 


21 18 9 9 27 
21 0 9 3 3 
21 li 9 9 20 





Total patients with depression = 21. 


7? -Total patients with sch izophrenic relapse — 9. 


the study (mean duration: = 21.5 months). For a 
schizophrenic relapse the mean duration was. 12 
weeks from 14 separate relapses in 9 patients. The 
mean duration of depression was 8.4 weeks with. 50 
separate new episodes in 16. patients. On occasions 
both symptoms: were present at the same time (64 
weeks out of a total period of morbidity with symp- 
toms present of 524 weeks from all patients). Depres- 
sion alone was responsible for morbidity in 356 weeks 
(70 per cent of total morbidity), schizophrenia alone 
for 104 weeks (20 per cent) and mixed symptoms for 
64 weeks (10 per cent). 


Discussion 


The results of this longutidinal study on a separate 
sample confirm the results of the point prevalence 
studies (Study 1) that depression is a frequent symp- 
tom both during relapse (60 per cent) and maintenance 
therapy (50 per cent). The results are almost identical 
to the frequency reported by Falloon et a/ (1978), and 
Knights ef al (1979), although the duration monitored 
in this study was longer. The results clearly suggest that 
for patients maintained on regular depot injections the 
risk of a new episode of depression was three times as 
great.as the risk of an acute schizophrenic relapse. 
The. duration of morbidity from depression alone 
was over twice as long.as the duration of morbidity 
from either acute schizophrenic symptoms alone or in 
combination with a depressed mood. However an 


d .. examination of Table III will emphasize that a 
^. schizophrenic episode is likely to produce a greater 


severity of illness: with: a much greater disruption of 
life since it more frequently results in total cessation 
of all work, admission to hospital and the use of 
compulsory powers under the Mental Health Act. 
Relatives. in. particular tolerate a schizophrenic 
deterioration less well. IP 

A little under one third of the sample remained 
free from depression both during relapse and in 
remission so it is possible that. a minority of patients 
are less vulnerable to depressive symptoms whatever 
the aetiology. An analysis of a limited number of 
possible causative associations fails to identify any 
consistent relationship between any of the variables 
monitored and depression. In only three patients was 
the presence. or absence of possible associations 
consistent in all depressions experienced by a parti- 
cular patient. This must suggest that in individual 
patients the cause of depression varies on different 
occasions, or that the natural history of the illness, or 
some other factors not monitored, are important 
dependent variables in the causation of depression. 1t 
is probable that both hypotheses are correct and that 
causation is a varying and complex problem. In this 
study no attempt: was made to identify the drug- 
induced akinesia syndrome, which may mimic 
depression in presentation, so the identification of true 
depression. may ^ have been over-estimated, but 
consideration of this problem i is dealt with in the next 
study. i 

These results emphasise the need to saii the 
symptom of depression carefully in the treatment of 
schizophrenia. It is most unlikely that there is a single — 
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cause, even in individual patients, and consequently it 
is equally unlikely that a single treatment whether 
neuroleptic drug manipulation, the addition of 


antidepressants or other drugs, or social therapy will 
bring universal relief. Depression requires individual 
evaluation in each patient. | 


IIL A Double-blind Trial of Orphenadrine against Placebo 


Summary: A double-blind trial of orphenadrine 50 mg twice daily in the 
treatment of 40 depressed schizophrenic patients, maintained in remission with 
depot neuroleptic injection and free from overt extrapyramidal symptoms, showed 
a small non-significant excess of patients whose depression improved on 
orphenadrine. These patients experienced significantly more muscular weakness 
and stiffness, and may have had neuroleptic-induced akinesia rather than true 


depression. 


A number of authors have described the syndrome 
of neuroleptic-induced akinesia and have emphasised 
the difficulty in distinguishing this syndrome from 
depression or from the negative symptoms of schizo- 
phrenia (Rifkin ef al, 1975; Van Putten and May, 
1978). The response of the syndrome to anti-parkin- 
sonian drugs is reported to be high (Rifkin, 1980). 
Therefore if some of the depressive episodes noted in 
schizophrenia (see Paper I) were in fact drug-induced 
akinesia they should improve with a drug such as 
orphenadrine. This idea was tested by a double-blind 
trial in chronic schizophrenic patients who com- 
plained of depression whilst. in remission on regular 
depot neuroleptic drugs alone. Despite the claims for 
the existence of this syndrome no study has been 
attempted of the prevalence in an unselected sample of 
patients. 


Method 


The. patients selected for the study were 40 Schnei- 
derian or Feighner-positive chronic schizophrenic 
patients on depot neuroleptic injections received 
regularly at hospital. All had been on a stable dose for 
a minimum of three months in a maximum weekly 
equivalent of fluphenazine decanoate 12.5 mg or 
flupenthixol decanoate 20 mg. The only other drugs 
prescribed to these. patients within the previous 
month were antiparkinsonian drugs or a benzo- 
diazepine. All patients scored a minimum of 15 on the 
Beck Depressive Inventory (BDI: as for Study I) in 
the absence of overt morbidity from extrapyramidal 
symptoms, although minimal neurological symptoms 
might have been present on detailed physical examin- 
ation (Johnson, 1978). All were free from any but the 
mildest positive schizophrenic symptoms and scored 
only five or less on the Brief Psychiatric Rating Scale 
where the score on the depression item was excluded. 










On entering the trial any antiparkinsonian drug 
previously prescribed was discontinued, but nitraze- 
pam was allowed in a maximum dose of 10 mg at night. 
The depot neuroleptic was continued in a constant 
dose for the duration of the trial. 

During a washout period of one week all patients 
received a placebo tablet twice each day. At the 
beginning of the second week they were then randomly 
distributed to one of two groups, orphenadine, 
30 mg twice daily or placebo, in identical tablets. 
At the end of a further four weeks both placebo and 
active drug were discontinued. Nitrazepam was 
continued if already being prescribed, but no other 
medication. . 

All patients were rated on the Hamilton Rating 
Scale for depression by the author at the end of the 
first week (placebo), fifth week (end of orphenadrine) 
and week nine. 


Results 


All patients were aged between 19-60 years (mean 
age 28.6 € S.D. 8). Twenty-three patients were male, 
with an excess of three males in the placebo group, 
and one-third of the total were married. All patients 
had at least two previous acute episodes of schizo- 
phrenia and were on maintenance depot neuroleptic 
medication: flupenthixol 40 mg fortnightly (four cases) 
or three-weekly (10 cases) plus three patients on other 


regimes; or fluphenazine 25 mg fortnightly (eight 


cases) or three weekly (eight), plus seven on other 
regimes. The change of mood after.four weeks on 
orphenadrine or placebo and the mood state: after 
tablet discontinuation are shown in Table I. None of 
the differences reach levels of significance. _ 

A detailed analysis of symptoms experienced by 
the patients showed only muscle weakness and muscle 
stiffness as subjective experience which significantly 








Mood a cane of schizophrenics o on 


| Patients N 1 [m E 
l No change or worse | | 7 | - : 
Mild improvement *ocw. 8 
| Good improvement 8 3.5 





"Placebo group pN = 20) | 


(| UN | Mean HRS Relapse N 





Mild improvement = improvement of more are 33 per cent tof HRS S (Hamilton) s score, HR remains geitir C ta 5. 
Relapse = number who did so by nine weeks. | 


(P <.05) differentiated the orphenadrine and placebo 
patients who improved. 


Discussion 
The results show a high placebo. response which 
makes it unlikely that levels of statistical significance 
could. be achieved in relatively small samples. The 


difference between the orphenadrine and placebo 
response at the end of the first four weeks suggests 


that.a proportion of patients may have been suffering 
from akinesia rather than true depression. It might 
have been expected that all true orphenadrine re- 
sponders with akinesia would relapse when the drug 
was withdrawn, but the syndrome may vary spon- 
taneously with time in any case. Also the dose of 
orphenadrine used was 50 mg b.d. and it might be 
argued that a higher dose would have produced a 
better response rate. | 

Any therapeutic effect of orephenadrine can be 
understood for one of three reasons, The addition of 
an antiparkinsonian drug may have relieved drug- 
induced extrapyramidal symptoms and relieved 
depression reactive or secondary to these symptoms. 
However the sample was carefully chosen to exclude 
patients with morbidity from extrapyramidal symp- 


toms. A second reason is. that orphenadrine may have 
either a true antidepressant effect or a mood-elevating 
action of its own, The pharmacological effects of the 
anticholinergic drugs are complex, and this possibility 
has not been fully explored. The third. possibility is 
that orphenadrine has some other effect and has 
reversed a more subtle or less easily detected syndrome 
which the patient describes as depression. The fact 
that orphenadrine responders can be identified by 
symptoms of muscle origin when closely questioned 
must strongly support the possibility of this third 
alternative, At least 10-15 per cent of the total 
schizophrenic population with depression may be 
suffering from akinesia, This supports the conclusions 
of Klein and Davies (1969), Rifkin et al (1975) and 
Van Putten and May (1978) that a syndrome of 
akinetic depression does exist in drug-treated schizo- 
phrenics, and may be difficult to separate diagnostic- 
ally from other forms of depression. If so, there may 
be therapeutic potential for antiparkinsonian drugs in 
selected patients but neither the overall response of 
depression in this study, nor the postulated frequency 
of the syndrome would justify. the routine use of 
antiparkinsonian drugs with maintenance neuroleptic 
therapy. 


IV. A Double-blind Trial of Nortriptyline for Depression in 
Chronic Schizophrenia 


Summary : 


Fifty schizophrenic patients, maintained in remission and free from 


extrapyramidal signs on regular depot injections of neuroleptic, who developed 
an acute episode of depression, were treated for five weeks with nortriptyline or 
placebo blindly allotted. There was no significant. difference in alleviation of 
depression. The nortriptyline treated patients developed more side-effects 
(P «.05). The mental state measured by the BPRS was similar for both groups 


atthe start and throughout the trial. 


lt is a common clinical practice for schizophrenic 


ks _ patients on regular maintenance therapy who develop 
_ = a depression to be prescribed an antidepressant drug 


in addition. This empirical practice has not been 


.. validated by adequate clinical trials (Siris et al, 1978). 


However it has often been noted that depression. in 


98 STUDIES OF DEPRESSIVE SYMPTOMS IN SCHIZOPHRENIA 


the course of schizophrenia was less likely to respond 
favourably to antidepressant medications than other 
forms of depression, and sometimes the schizophrenic 
features were exacerbated by these drugs (Bennett et al, 
1954; Goldman, 1958; Kuhn, 1958; Klein and Fink, 
1962; Klein, 1965). This is not unexpected when the 
complex nature of depression in the course of drug- 
treated schizophrenia is considered, especially the 
neuroleptic-induced akinetic depression (Rifkin et al, 
1975; Van Putten and May, 1978). 


On the other hand various clinical reports have - 


suggested that a combination of an antidepressant 
drug with a neuroleptic may be useful (Extein and 
Bowers, 1975; Freeman, 1967; Hedberg et al, 1971; 
Hanlon et al, 1964; Michaux ef al, 1966; Piskin, 1972; 
Chouinard er al, 1975; Hedberg, 1971; Kurland et al, 
1971; Hanlon et al, 1970). Prusoff et a/ (1979) in a 
double-blind trial in depressed patients explored the 
use Of antidepressants in combination with per- 
phenazine over six months. Their results were com- 
plicated, suggesting a reduction in depression only 
after four months on amitriptyline, but significantly 
more thought disorder. The study did not show any 
definite superiority of the amitriptyline-pherphenazine 


combination on symptomatic outcome or social 
functioning when compared to perphenazine alone. 
In a trial on acute schizodepressive psychoses patients 
prescribed amitriptyline in combination with chlor- 
promazine fared about as weil as those on chlor- 
promazine alone (Brockington et al, 1978). 

The present study is the first double-blind placebo 
controlled trial of a tricyclic antidepressant in the 
treatment of an acute depression in schizophrenic 
patients maintained in remission on reguart depot 
neuroleptic in jections. 

Method 

Al were chronic schizophrenic patients, diagnosed 
on the basis of positive Feighner or Schneiderian 
symptoms, who met the criteria of depression des- 
cribed in Study I (BDI score of 15 or more). They were 
maintained in a steady mental state, free from extra- 
pyramidal signs on either fluphenazine decanoate or 
flupenthixol decanoate in steady dose, as for Study III. 

Patients wére randomly distributed to either the 
active drug. or placebo group. Depression was 
assessed at onset and end of the trial by the Hamilton 
Rating Scale. A side-effect check list was completed 


TABLE I 
Side effects in depressed chronic schizophrenics on depot neuroleptic 














Nortriptyline Placebo 
Onset End Change Onset End Change 
Dry mouth 12 21 4-9 14 13 -1 
Tremor 6 9 4-30 8 10 +2 
‘Constipation | 7 -+6 3 2. - Í 
Hypotension , 0 P +2 2 I +1 
Increased perspiration 3 6 H3 ] l 0 
-Tachycardia 2 3 1 0 0 0 
Diarrhoea ] ] 0. 0 0 0 
Blurred vision 11 14 4-3 15 16 +1 
Dizziness/weakness/faintness 2 7 4-5 3 i +2 
Insomnia. . | 3 F. -1 5 I3 -1 
Excitement — | 0 i +4] 1 Rd 0 
Rigidity i 5 +4 0 3 T3 
Akathisia 2 4 +2 ] x 4 +3 
Dystonia 0 0 0 0 0 0 
‘Nausea or vomiting. 0 0 0 0 0 0 
Headache |  — 0 ke +2 0 I. 41 
Nasal congestion 2 3 +1 0. B 0 
Weight gain 9 14 +5 14 AS. +1 
. Drowsiness | 4 7 +3 7 (4 — ~3 
Total side-effects _ . " | +49 | 7 +8 
Total of patients complaining |. 14 23 +9 18 19 +1 
Total of patients in group ; 25 25 P 
P< .05. 


The scores are the —— of people complaining of each symptom. Scores at onset of trial tene either to pido 
continuing medication (neuroleptic, antiparkinsonian) or to the depression. 


MG 


| scale to detect veneral déierioratión ^ 


increase in nor triptyline or to removal from the ing ial. ee continued, a level. of significance. might well have been 


. achieved. However, even so, it is important to empha- 


D. 


on entry and thereafter weekly. The BPRS 
completed at onset to ensure all patients with scl 


phrenic symptom activity (total score >§5, excludin 


depression) were excluded; it was repeated at th 
of the third and fifth weeks to detect p 


dead 


All patients were prescribed one tablet three ies a a 
day for two weeks, If no clinical improvement had 
taken place by the end of the second week the dose 
was increased to six tablets daily, unless the increase 
could not be tolerated. Each identical tablet contained 
either nortriptyline 25 mg or inactive placebo. The 
only other drugs allowed were the continuation of 
depot neuroleptic injections and oral antiparkinsonian 
drugs and benzodiazepines. The study was continued 
until 25 patients in each group completed a five week 
period of assessment. 


Results 


There were 23 men and 27 women aged 18-62 
years (mean age 30.6 *- S.D. 9.4). All patients had had 
two or more admissions with schizophrenic break- 
down. Two patients complained of side-effects on 
increasing their medication (nortriptyline) and it was 
reduced again to three tablets daily. 

The nortriptyline group included an excess of two 
females but the two groups were similar in number of 
previous admissions (nortriptyline patients, mean 3.6 
admissions; placebo mean, 3.2) and in HRS scores at 
onset (nortriptyline, mean 17.4; placebo, mean 16.1). 

The nortriptyline-treated patients had significantly 
more side effects (P. «.05) (Table I). 

The change in depression is shown in Table II and 
failed to reach a level of significance. 








TABLE II 
Change in mood state after five weeks on nire or 
Placebo 
Nortiibtiline Placebo 
N N 
Worseornochange = 12 15 
Improved (HRS down by 
33% or more, but > 5) 6 8 
Good improvement 
(HRS score « 5) 7 2 
Total in group. | 25 |. 25 

















| Discussion 

he same strong placebo response noted in the 
phenadrine trial (Study HI) was found here, with 

0 per cent showing at least some improvement and 





^ this made it unlikely that a level of statistical difference 


uld be reached in a small sample, although there 
nore in the nortriptyline group free of depression 
completion. of the trial. If this trend had 


size that only a. minority of the total of depressed 
patients: would have responded. Thus there is nothing 
here to support. the.common practice. of prescribing 
antidepressants to depressed schizophrenics. and 
continuing such medication for lengthy periods in the 
absence of an early clinical response. 
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The Role of Maintenance Therapy and Relatives 


Expressed Emotion in Relapse of Schizophrenia: 


A Two-Year Follow-up 


JULIAN LEFF and CHRISTINE VAUGHN 


Summary: A two-year follow-up study was conducted, mainly from case notes, 
of patients who had originally taken part in a study of the influence of relatives’ 
expressed emotion on schizophrenic relapse. It was found that in the two years- 
following discharge from hospital patients from high expressed emotion homes 
had a significantly greater relapse rate than those from low expressed emotion 


homes. 


The prophylactic effect of maintenance drugs was no longer evident for 
patients from high expressed emotion homes at the two-year follow-up. By 
contrast, a significant protective effect of maintenance therapy emerged for 
patients from low expressed emotion homes. 

The interpretation of these findings is discussed. 


A series of studies has established a robust asso- 
ciation between the outcome of a schizophrenic illness 
and the expressed emotion (EE) of the patients' 
relatives (Brown et al, 1962, 1972; Vaughn and Leff, 
1976). In each of these studies, the follow-up period 
was nine months after discharge from hospital. The 
question arises of whether relatives’ EE is predictive of 
schizophrenic relapse over longer periods. To answer 
this, some of the schizophrenic patients originally 
studied by Vaughn and Leff in 1976 were followed up 
again two years after discharge. 

An attempt was made to trace all patients who had 
not experienced a relapse by the nine-month follow-up. 
There were 26 of these, out of the original sample of 
37, and information was sought on whether the pat- 
ients had subsequently suffered a relapse of schizo- 
phrenia and whether they had taken regular main- 
tenance therapy, both of these defined as in the ori- 
ginal study, The majority of patients (22) had con- 
tinued to attend an out-patient clinic or else had re- 


JJ contacted the Maudsley Hospital and the relevant 


information was available in case notes. Two patients 
had stopped attending as outpatients but had con- 
tinued to receive prophylactic medication from their 
general practitioners; one was seen on a home visit, 
which was conducted for the purpose of another 
study, while the other was contacted by letter. Only 
two patients had ceased to receive medical care for 
their condition and had made no further contact with 
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psychiatric facilities. Letters were sent to both 
requesting information; one replied, and the other 
represents the only subject lost to follow-up. 

Hence, at the two-year follow-up, information 
was obtained concerning 25 of the 26 patients. It must 
be noted, however, that this clinical information is not 
as reliable as that obtained at the original nine- 
month point, when all patients were interviewed 
using the Present State Examination (Wing et al, 
1974). By contrast, the information about maintenance 
drugs is comparable at the two follow-up points, since 
in both instances it was obtained from the clinicians 
looking after the patients or from the clinical records, 


Results 

Of the 25 patients successfully followed up two 
years after discharge, 11 lived with relatives assessed in 
the original study as showing high EE and 14 lived with 
low EE relatives. The single patient on whom in- 
formation was missing came from a low EE home. 
The relapse rates in the two groups are shown in 
Table I. These figures have been added to the nine- 
month relapse rates from the original study to give the 
cumulative relapse rates over two years for the total 
group of patients. 

It is evident that patients from low EE homes 
continue to relapse at a low rate over the whole two- 
year period. The relapse rate of patients in high EE 
homes slows down considerably after the first nine 


: Eu TABLE | 
Relationship of relatives’ expressed emotion to relapse 

| schizophrenia | 
(a) Relapse rates at nine months —— 
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to interpret these figures, it 
t at there was no control 


ome patients daed. their drug status over 
se of the two year follow-up. Thus the factor 


of self-selection for taking or not taking maintenance 
therapy is operating and may have an overwhelming 
influence on these data. 


. The. surprising finding is that the significant ad- 
vantage for high EE patients on maintenance drugs 
which was evident at nine months had disappeared by 
the end of two years. By contrast the low EE patients. 


showed. no effect of drugs on relapse at nine months,. 


but a significant prophylactic effect at two years. It is 
important to note that no relapse occurred in patients 
from either kind of home who remained on regular 
maintenance therapy between the nine-month and two- 
year follow-ups. The loss of a significant drug effect at 


No relapse Relapse %4 relapse two-year follow-up in the high EE group may be 
Hish EE | d explained by the fact that four of the patients who 
* n i | 62% were on regular maintenance drugs at the nine-month 
Low EE : goes 3 20% point later discontinued them. Two of these relapsed, 
: | as did one patient who had been maintained (in our 
P = 0.015 view inappropriately) on controlled-release lithium 

TABLE II 


Relationship between relatives’ EE, maintenance drugs and relapse. of schizophrenia 
(a) Relapse rates at nine months 














No drugs Drugs Significance 
| | (Fisher's 
| No relapse Relapse %% relapse No relapse ‘Relapse — ^ %relapse exact test) 
High EE ae. oe ey 78%, 9 3 25% — P—00M 
Low EE one 8 1 14% 9 0 0X NS 
Total e 7g | 8 50% i8 — 3 14%  P=0023 





(b) Cumulative relapse ratesattwo years — 














No drugs ‘Drugs 
|  Norelapse Relapse = % relapse — Norelapse Relapse = “relapse exact test) - 
High EE 4 0 1% 4 3 43% NS 
Low EE y 3 50% 9 0 0%  P=004 
65% 8. 5 3 ^ p2 


Total 71 B 


IM VP 





p 29007 — Nd 


104 EXPRESSED EMOTION AND SCHIZOPHRENIC RELAPSE 


carbonate since discharge. At the two-year follow-up 
we included this latter patient in the group not taking 
regular maintenance therapy, since we were concerned 
with a specific anti-schizophrenic drug action. 

Of the four high EE group patients who remained 
well despite the lack of prophylactic medication, two 
had left home before the two-year follow-up and had 
thus considerably reduced contact with their high EE 
relative. Because of the nature of the data collected at 
the two-year point, we were unable to determine the 
amount of face-to-face contact between patients and 
their relatives. However, the outcome in these two 
cases suggests that this factor may continue to exert an 
important influence on the relapse rate beyond the 
nine-month follow-up. 

The interpretation of the drug data in low EE group 
patients is somewhat simpler, since there was rela- 
tively little change in drug taking behaviour during the 
follow-up period. One patient who had been taking 
medication irregularly at the first follow-up had settled 
down to regular habits by the two-year point and 
remained well. Another patient on irregular medi- 
iation discontinued her drugs altogether ten months 
after discharge and later relapsed. A further patient 
who had never been on maintenance drugs relapsed 
between the nine-month and two-year follow-ups. 
These two relapses in low EE patients who had been 
taken off regular drugs tip the balance significantly in 
favour of maintenance medication for this group over 
a two-year period after discharge. 


Discussion 


The finding of a highly significant difference in 
relapse rates for schizophrenic patients from high and 
low EE homes at a two-year follow-up indicates that 
the association between EE and relapse persists over a 
considerable period of time. This result supports the 
assumption "that the attitude shown by the relative 
toward the patient during the interview is represent- 
ative of an enduring relationship over time" (Vaughn 
and Leff, 1976). However, it does not resolve the 
problem of the direction of cause and effect, which 
must remain conjectural until the completion of our 
current trial of social intervention in high EE families. 

The drug data from the two-year follow-up are 
difficult to interpret, for the reasons given above. In 
particular, the findings in the high EE group probably 
result from the complex interaction of a number of 
factors. The findings in the low EE group are more 
clear-cut, and were the main impetus for this com- 
munication, The relapse rates for the low EE group at 
the nine-month follow-up suggested that maintenance 


therapy might not be advantageous for these patients. 
This was potentially. of enormous practical signi- 
ficance, since low EE patients represented 43 per cent 
of our hospital sample of schizophrenics not living 
alone, and must constitute a much higher proportion 
of patients in the community. However, we were 
always cautious in putting forward this interpretation, 
on account both of the possible effect of self-selection 
for drug compliance and of the relatively short follow- 
up period. The data from the longer follow-up sug- 
gest that maintenance drugs do exert a significant 
prophylactic effect in low EE patients. 

It may be asked what the drugs protect the patients 
against when they are living in a supportive emotional 
environment. An answer is suggested by our analysis 
of life events data from the original study (Leff and 
Vaughn, 1980), There were too few patients relapsing 
on maintenance therapy to include in the analysis, but 
a high proportion (56 per cent) of low EE patients 
who were off drugs and relapsed had experienced an 
independent life event in the three weeks preceding 
relapse. It is possible that prophylactic medication 
protects patients in low EE homes from the impact of 
independent life events, and that it takes a relatively 
long time for this effect to become apparent because of 
the infrequency of such events. However, this specu- 
lation is premature, since the effect of self-selection for 
drug compliance has not yet been controlled for. We 
need to await the results of a controlled trial of 
prophylactic medication in which the EE level of 
patients’ homes is simultaneously assessed. 
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DATES. A’ K. KHAMNEE, P. HALL, 


S. J. COOPER, D. J l; KING and. R. A. YATES 


Summary : 


Fifty-three hospitalized chronic schizophrenic patients were 


treated with either propranolol, chlorpromazine or placebo in a double-blind 
randomized trial for up to three months. Propranolol in a usual dose of 640 
mg/day, produced marked cardiovascular effects but no improvement in 
schizophrenic symptomatology relative to placebo. The effects of chlorpromazine 


were small and inconsistent. 


There is no doubt that chlorpromazine and related 
neuroleptics are effective in the treatment of acute 
schizophrenia and in the prevention of acute relapse in 
chronic schizophrenic out-patients. However, the 
efficacy of neuroleptics in the treatment of long-term 
hospitalized chronic schizophrenic patients is open to 
question (Hughes and Little, 1967; Letemendia and 
"Harris, 1967; Tobias and MacDonald, 1974). This 
question has been highlighted by recent awareness of 
the long-term adverse effects of phenothiazines in- 
cluding tardive dyskinesia (Klawans er al, 1980) and 
- possible drug-induced withdrawal psychosis (Chou- 
^ jnard and Jones, 1980). 

.Neuroleptics are thought to act by blocking post- 
synaptic. dopamine receptors, and it is probably the 
resulting. dopamine receptor super-sensitivity which 
leads to the development of tardive dyskinesia (Mars- 
den and. Jenner, 1980). Reports that propranolol may 
be effective in the treatment of schizophrenia have 
therefore aroused great interest, because propranolol 
does not significantly block dopamine receptors 
(Bremner et al, 1978) and does not induce tardive 
dyskinesia with long-term use. In addition to re- 
ducing the risk of tardive dyskinesia, a drug such as 
propranolol with a novel mode of action in schizo- 
phrenia could also open the way to the successful 
treatment of many long-stay chronic schizophrenic 
patients who are wholly or partly resistent to con- 
ventional neuroleptics. 

Most studies of propranolol in schizophrenia have 
lacked a control group. Results of open studies have 
been equivocal. Whilst there have been some enthu- 
siastic positive reports (Atsmon et al, 1972; Yorkston 


-o et al, 1974, 1976; Ridges et al, 1977; Elizur et al, 
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1979; Sheppard, 1979; Hanssen et al, 1980), others 
have found. propranolol to be devoid of effect in 
schizophrenia (Stam, 1971; Gardos et al, 1973; 
Rackensperger et al, 1974; v. Zerssen, 1976; Belmaker 
et al, 1979) and there are anecdotal reports of alleged 
precipitation of schizophreniform symptoms by 
propranolol (Fraser and Carr, 1976; Koehler and 
Guth, 1977; Gershon er al, 1979; Steinert and Pugh, 
1979; Whitlock and Bonfield, 1980). There have been 
two placebo-contrólled studies in which propranolol 
appeared to have an anti-schizophrenic effect, but the 
propranolol was given in addition to existing neuro- 
leptic treatment rather than as sole agent (Yorkston et 
al, 1977a; Lindstróm and Persson, 1980). We have 
shown that there is a pharmacokinetic interaction 
between propranolol and chlorpromazine, such that 
plasma levels of chlorpromazine and its active meta- 
bolites increase markedly when propranolol is given in 
addition to chlorpromazine (Peet et al, 1980, 1981). 
Therefore, studies in which propranolol is given in 
addition to neuroleptics cannot provide any evidence 
concerning the absolute efficacy of propranolol. 
There has been one small double-blind placebo- 
controlled study. in which propranolol showed no 
advantage over placebo in the treatment of chronic 
schizophrenia (King. et al, 1980). The only other 
controlled trial is that of Yorkston et al (1981) who 
compared propranolol and chlorpromazine in the 
treatment of acute schizophrenia. Although these 
authors concluded that the two drugs were of similar 
overall efficacy, there were significant differences 
favouring chlorpromazine over propranolol on a 
number of measures. - | 

The present stüdy is the first double-blind com- 
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parison of propranolol, chlorpromazine and placebo 
in the treatment of chronic schizophrenic in-patients. 


Methods 


The study was conducted to a standard protocol in 
four centres: Parkside Hospital, Macclesfield, Ches- 
hire; St Edward’s Hospital, Cheddleton, Leek, 
Staffordshire; Worcester Royal Infirmary; and Holy- 
well Hospital, Antrim, N. Ireland. Central co- 
ordination was maintained from the Clinical Research 
Department of ICI Pharmaceuticals Division in order 
to ensure procedural compatibility between the 
centres. The study was approved by the Ethical 
Committees of the hospitals involved and written 
informed consent was obtained from all patients and 
from their neárest relatives when available. 

Subjects for the study were informal in-patients 
with a diagnosis of chronic schizophrenia agreed upon 
by two independent psychiatrists and supported by 
application of the criteria of Feighner et al (1972). 
Patients of either sex aged under 70 years were 
eligible for inclusion in the trial; relevant physical 
illness, including heart disease, asthma, liver disease 
and diabetes, a history of alcoholism or drug de- 
pendence, or a medical need for regular treatment with 
some psychotropic or other drug apart from the trial 
medication, were all exclusion factors. 

After being selected and giving consent, patients 
were withdrawn from their current neuroleptic medi- 
cation and given placebo capsules for a minimum of 
two weeks for those on oral medication and four 
weeks for those on depot injectable preparations. 
Thereafter, patients were randomly assigned to treat- 
ment with chlorpromazine, propranolol or placebo for 
three months. Propranolol 40 mg, chlorpromazine 
25 mg, and placebo were available in capsules of 
identical external appearance. The initial dose of 
medication was one capsule twice daily, increasing 
twice a week by one capsule twice daily, reaching a 
maximum dose of eight capsules twice daily (chlor- 
promazine 400 mg/day, propranolol 640 mg/day) 
within the first month. Occasional doses of diazepam 
were permitted but, with few exceptions, other drugs 
were avoided. | 

Pulse rate and sitting blood pressure were recorded 
twice weekly two hours after the morning dose of 
medication by nursing staff who were not involved in 
the clinical rating of the patients. A physician, also not 
involved in clinical rating, adjusted the dose of medi- 
cation, when necessary, to prevent the pulse rate 
falling below 50/min or.the systolic blood pressure 
falling below 90 mm Hg. A modified (Yorkston et al, 
1974) version of the Brief Psychiatric Rating Scale 
(BPRS; Overall and Gorham, 1962) was completed by 
a psychiatrist at baseline and monthly. The Nurse's 


Observation Scale for Inpatient Evaluation (NOSIE; 
Honigfeld et a/, 1966) was completed by nursing staff 
at baseline, after two weeks and monthly. A 7-point 
global rating of severity of illness (normal; borderline, 
mildly, moderately, markedly, or severely ill; amongst 
the most extremely ill patients) and change of mental 
state (marked, moderate or slight improvement; no 
change; slight, moderate or marked worsening) was 
completed by the psychiatrist and nursing staff at 
baseline and monthly. The global rating of change at 
baseline was used to assess the change in mental 
state during the initial drug-free period. A 26-item 
side-effects inventory was completed at baseline and 
monthly. 


Statistical Methods 


The total score of the BPRS, the BPRS schizo- 
phrenia score (items conceptual disorganization, 
hallucinatory behaviour, unusual thought content, 
blunted affect, emotional withdrawal, suspiciousness, 
grandiosity, mannerisms or posturing, hostility and 
motor retardation from the BPRS), the total NOSIE 
score, the ‘positive’ NOSIE factors (social competence, 
social interest, personal neatness), and the 'negative' 
NOSIE factors (irritability, manifest psychosis, re- 
tardation) were subjected to analysis of covariance, 
with the baseline score for each parameter as the 
covariate and allowing for the effects of treatments, 
centres, and treatment by centre interaction. Further 
to the analysis of covariance, Dunnett's (1964) test 
was used to compare each of the two treatment groups 
in turn with the placebo group. In Dunnett's test a 
t-value between the placebo group and a treated group 
is calculated, the standard error of the difference 
being based on the residual mean square from the 
analysis of covariance. The significance level is cal- 
culated from Dunnett's tables rather than Student's 
t-test tables because Dunnett’s tables allow for 
multiple significance tests being performed. Least 
square means and standard errors were calculated. 
These are means which have been adjusted to allow 
for the effect of the covariate and for the unequal 
numbers of patients in each group at each centre. 

The scores on the 7-point scales were analysed 
using the non-parametric linear model of Bennett 
(1968) with a correction for ties, allowing for the 
effects of treatments, centres, and treatment by centre 
interaction. | | is 


. Results | 
Twenty patients were from Parkside Hospital, 11 
from St Edward's Hospital, 10 from Worcester Royal 
Infirmary and 12 from Holywell Hospital. There were 
no treatment by centre interactions at the. 5 per cent 
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level of statistical significance, and therefore data 


were combined for statistical purposes. 


Demographic and baseline data for pad. | 
© included in the trial are shown in Table I. The ag : 
.; treatment groups are closely similar in age, se ài 
- tribution, and chronicity of illness. The t 
— drug-free period was approximately 30 days, d 
which time the patients as a group showed little cl lange 
in mental state, with some tending to worsen but 


others showing improvement. At the end of the initi 


drug-free period the three groups were closely similar i: 
in severity of illness as assessed by the BPRS and other — 


scales. The most prominent symptoms in these pat- 
ients were negative items on the BPRS (emotional 
withdrawal, blunted affect). However, 
positive symptoms were also present in that all but 
three patients were rated as showing at least mild to 
moderate degrees of hallucinatory behaviour, unusual 
thought content or conceptual. disorganization. The 
overall severity of illness as rated. by the psychiatrists 
at baseline was typically moderate or marked. 

Three patients, all on propranolol, failed to reach 


significant 
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e maximum dose of medication because of cardio- 
iscular side-effects. These patients were maintained 
| their maximum tolerated dose of 240 mg/day in 


dwo cases and 480 mg/day in the third. Occasional 
.. doses ‘of diazepam were given to six patients on 


orpromazine, five on placebo and three on prop- 
l: One patient took folic acid and temazepam, 
me took chlorpheniramine, in addition to 
ymazine; one patient was given Orovite (a 


tivitamin preparation) and one received a single 





: dos of orphenadrine, in addition to propranolol. 
Otherwise, no additional medication was given. 


Details of reasons for dropout are shown in Table 


H Although there was a slight excess of dropout due 


to relapse in the placebo group relative to the prop- 
ranolol or chlorpromazine groups, the differences did 
not reach statistical significance. The analysis of 
covariance of BPRS and NOSIE scores showed no 
significant differences between the three treatments at 
the 5 per cent level as assessed by the F-ratio for 
treatments. Similarly, the analysis of investigators' and 
nurses' assessment of severity or change in mental 


TABLE I 
Demographic and baseline data 
































Chlorpromazine Propranolol Placebo 
^m 11 17 12 
Sex 
f 5 2 6 
Age (yrs, S.E.) 51.3 50.3 $1.3 
(2.3) (2.9) (3.1) 
Age when first hospitalized (yrs, S.E.) 27.5 23.4 27.2 
aie — i (2.8) (1.3) (2.2) 
Time off drugs pre-trial (days, S.E.) 31.0 30:8 30.7 
ta (4.3) Q: 7) (3.7) 
. improved | 3 1 1 
- | EF ED ‘no change 5 10 1 
Change in mentalstateduringbaseline ` a 
worse 8 | 7 3 
not recorded BE) 1 1 
Pretrial BPRS total score (means, S.E.) 24.8 22.6 21.3 
X: Pis 0 my (2.4) - (2.0) (2.1) 
aM. | borderline/mild | 0 l 4 
Pretrial doctor's global rating of - 
severity of illness mE  moderate/marked 14 14 11 
2 4 3 


 Severe/extreme 
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Tagle H 
Details i panem who dii the trial prematurely 





| Chlor- B Pro- 
promazine pranolol Placebo 
months | months months 





Relapse 3 1 0 0 3 1 2 4 | 





Oher* 1 1 0 © 1 1 2 0 0 





a Side-effects, physical illness, need for extra drugs, 
withdrawal of consent. 


illness showed no statistically significant overall treat- 
ment differences at the 5 per cent level. However, 
within these overall findings a number of trends were 
apparent. 

Fig 1 shows the changes in BPRS schizophrenia 
scale and NOSIE total patient assets scale during the 
trial. Data on the NOSIE are given for only the first 
two months of the trial, as data from one centre were 
missing at three months so that least square means 
could not be calculated. On the BPRS schizophrenia 
scale, there is a non-significant trend for chlor- 
promazine to produce more improvement than place- 
bo or propranolol by two months, although this trend 
is no longer apparent by the third month, possibly 
because the more seriously ill patients on propranolol 
or placebo had dropped out of the study by this time. 
No significant overall effects were seen on the NOSIE 
total patient assets scale, but propranolol was asso- 
ciated with significant deterioration (P «0.05; Dun- 
nett's test) in the sum of the ‘positive’ NOSIE factors 
(social competence, personal neatness, social interest) 
relative to placebo at one month. 

Side-effects were considered to be drug-related only 
if an increase from baseline values had occurred. Due 
to missing baseline data and to a number of patients 
dropping out before the one month side-effects rating, 
this caleulation could not be made in 17 cases. In the 
remaining cases, tremor occurred in 6/11 (55 per cent) 
of patients on chlorpromazine but only 1/13 (8 per 
cent) on propranolol and 2/12 (17 per cent) on placebo. 
Similarly drowsiness occurred in 6/11 (55 per cent) of 
patients on chlorpromazine but only 3/13 (23 per cent) 
on propranolol and 3/11 (28 per cent) on placebo. 
Otherwise there was no difference in distribution of 
side-effects between the groups. All side-effects were 
mild with the exception of one patient in the prop- 
ranolol group who suffered a cardiovascular collapse 
requiring treatment with intravenous atropine. 

The pulse and blood pressure measurements during 


BPRS Schizophrenia Scale 
5 


Sjessy Sjuaned PPI HSON 





9 H 2 3 
Months 
Fic 1.—Changes in scores on the BPRS schizophrenia 
scale and the NOSIE total patients assets scale (mean + s.e.) 
during treatment with propranolol (A - - - -), chlorpro- 
mazine (@ — —) or placebo (O ——). 


the trial period were averaged for each of the 51 
patients in whom these data were available, The mean 
pulse rate in the propranolol treated patients (61.5 + 
2.1 SE) was significantly (P «0.01; Dunnett's test) 
lower than in the placebo group (82.0 + 1,6) with little 
overlap between the two groups. In contrast, the pulse 
rate in the chlorpromazine group (90.6+3.3) was 
raised relative to placebo (P <0.05) with 5 patients 
having a tachycardia greater than 100 beats/min. 
Systolic and diastolic blood pressure in the prop- 
ranolol group (mean 116/71) and the chlorpromazine 
group (118/75) tended to be lower than in the placebo 
group (124/80), but there was a great deal of overlap 
between groups and only the difference in diastolic 
blood pressure between propranolol and placebo 
reached statistical significance (P. 0.05). 


Discussion 

We have demonstrated that propranolol has no 
important advantages over placebo in the treatment of 
chronic schizophrenic inpatients. This ‘supports: the 
previous finding of King et al (1980) in a smaller 
group of patients. The advantages of chlorpromazine 
over placebo were also minimal in this study. Thus, 
although there were individual exceptions, our 
patients as a group were chlorpromazine-resistant. 
This was confirmed in a subsequent study in which 
four of these patients were given propranolol in addi- 
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tion to chlorpromazine which caused a marked in- 

. Grease in plasma levels of chlorpromazine but no 

.^ corresponding clinical improvement (Peet et al, 1981). 

It is thus not likely that a higher dose of chlor- 

-. promazine would have been any more effective than 
the 400 mg/day used in this study. 

The dose of propranolol used experimentally to 
treat schizophrenia has gradually fallen over the years. 
An average daily dose of 2990 mg/day was used by 
Atsmon et al (1972). Yorkston's group initially gave a 
median daily dose of 1125 mg/day (Yorkston et al, 
1976) but mean daily doses of only 400—650 mg/day in 
subsequent controlled trials (Yorkston ef al, 1977a, 
1981). Efficacy has been claimed for doses of 320-640 
mg daily (Ridges et al, 1977). We are therefore con- 
fident that we gave an adequate dose of propranolol. 
Of our patients 67 per cent had a mean pulse rate less 
than 64/minute: this level of pharmacological activity 
was considered necessary. for. anti-schizophrenic 
efficacy by Atsmon et al (1972). 

Our patients were chronic schizophrenics with 
prominent negative schizophrenic symptoms such as 
‘emotional blunting, apathy, and social withdrawal. 
Positive symptoms were also present in most patients 

although these were often vestigial rather than florid. 
Crow (1980) has proposed an aetiological distinction 
between schizophrenics with predominantly negative 
symptoms (Type II) and those with predominantly 
florid. positive symptoms (Type D). He suggested both 
on theoretical grounds and from clinical evidence that 
Type II patients are resistant to conventional neuro- 
leptics. Our findings are consistent with this sug- 
gestion. This would indicate that large numbers of 
chronic schizophrenics with predominantly negative 
symptoms are being unnecessarily exposed to long- 
term. neuroleptic treatment. with the resulting risk of 
tardive dyskinesia. 

It could be argued that neuroleptic-resistant pat- 
ients are an unfair testing-ground for propranolol. 
However, earlier claims for the efficacy of prop- 
ranolol specifically related to neuroleptic-resistant 
patients (Yorkston et al, 1974; Ridges er al, 1977; 
Hanssen et al, 1980). Two other factors which might be 
thought to have weighed against propranolol are the 
chronicity of illness and prominence of negative 
symptoms in these patients. Some workers have sug- 
gested that acute schizophrenics show more response 
to propranolol than chronic patients (Atsmon et al, 
1972), but others reported good improvement in spite 
of prolonged chronicity (Yorkston et al, 1977a, b; 
Ridges, 1977; Hanssen et al, 1980). Yorkston et al 
. (1976) and Sheppard (1979) suggested that negative 
“schizophrenic symptoms are favourably influenced by 
<> propranolol. On the basis of these earlier studies, it 


J^ would seem that we chose an appropriate group of 


patients for this trial, However, the results of these 
previous studies are at variance with our finding that 
propranolol has no effect on positive symptoms and 
may cause a deterioration in negative symptoms. 
There has been one controlled study of propranolol in 
the treatment of acute schizophrenic patients, in 
which Yorkston et al (1981) found that chlorpro- 
mazine had statistically significant advantages over 
propranolol, Thus, propranolol is apparently in- 
ferior to chlorpromazine in potentially neuroleptic- 
sensitive subjects. 

The pattern of side-effects in our study is worthy of 
comment. Most notable were the cardiovascular 
effects: bradycardia with propranolol, and tachy- 
cardia with. chlorpromazine. These effects were suffi- 
cient to compromise the double-blinding of the trial, 
making it necessary for. cardiovascular monitoring 
and dosage adjustments to. be conducted indepen- 
dently from the clinical assessment. This precaution 
was not taken in the early trial of Yorkston et al 
(1977a), leading to criticism (Tyrer, 1977). One 
patient taking propranolol in our study suffered 
cardiovascular collapse requiring urgent treatment 
with intravenous atropine. Normal clinical doses of 
propranolol have been used safely for many years. 
However, the increased risk of cardiovacular collapse... 
with megadose propranolol suggests that such therapy 
is unacceptable for chronic schizophrenic patients 
with minimal nursing and medical supervision. The 
other prominent side-effects, drowsiness and tremor 
with chlorpromazine, are similar to those previously 
described as being the best discriminators between 
chlorpormazine and placebo (Guy et al, 1978). 

In conclusion, there is no convincing evidence that 
propranolol is effective in the treatment of schizo- 
phrenia. The evidence from this trial suggests that 
propranolol as sole agent has no important advantage 
over placebo in chronic schizophrenic inpatients. 
Other work (Yorkston et al 1981) indicates that 
propranolol is inferior to chlorpromazine in the treat- 
ment of acute schizophrenia. When propranolol is 
used as an adjunct to neuroleptics, any clinical 
improvement is likely to be due to a pharmaco- 
kinetic interaction leading to increased neuroleptic 
plasma levels rather than to any intrinsic anti- 
schizophrenic activity of propranolol (Peet et al, 1981). 
Even if propranolol were effective, its usefulness 
would be offset by the risk, with these high doses, of 
provoking cardiovascular disturbances. 
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|... Propranolol in Schizophrenia m 
BENE Clinical and Biochemical Aspects of Combining 
Propranolol with Chlorpromazine 


M. PEET, D. N. MIDDLEMISS and R. A. YATES 


Summary: Ten hospitalized chronic schizophrenic patients were given chlor- 
promazine alone and chlorpromazine plus high dose propranolol in two 7-week 
treatment periods according to a randomized crosscver design. In the six 


patients who completed the whole study, 


plasma levels of chlorpromazine and 


chlorpromazine sulphoxide, total serum levels of neuroleptic and serum levels 
. of prolactin were consistently and significantly elevated during treatment with 
chlorpromazine plus propranolol relative to levels during treatment with chlor- 


promazine alone. These effects are sufficient to explain 


previously reported 


clinical improvement in schizophrenic patients given propranolol in addition to 


neuroleptics. 


In most of the published studies on the use of 
propranolol in the treatment of schizophrenia, prop- 
ranolol has been given in addition to neuroleptics 
rather than as the sole agent. Used in this way, prop- 
ranolol has been shown to be more effective than 
placebo (Yorkston et al, 1977; Lindström and Pers- 
son, 1980). However, the beneficial effects of prop- 
ranolol in this situation could be due to an interaction 
with the neuroleptic rather than to a true anti- 
schizophrenic effect of propranolol. Such an inter- 
action could be pharmacokinetic (increasing the 
available amount of active neuroleptic drug) or 
. pharmacodynamic (enhancing the effect of the neuro- 
leptic on the target receptors). 

The possibility of a pharmacokinetic interaction is 
indicated by the finding of Vestal et al (1979) that 
subjects treated with propranolol show an increase in 
plasma propranolol levels when chlorpromazine is 
given in addition. Hanssen et al (1980) reported a 


decreased 4-hydroxypropranolol:propranolol ratio 


on adding thioridazine to existing propranolol treat- 
ment. This indicates that propranolol and pheno- 
thiazines may compete for hydroxylating enzymes. If 
so, it would be expected that the addition of prop- 
ranolol to existing neuroleptic treatment would lead to 
an increased plasma level of neuroleptic. This might be 
expected to lead to an enhanced therapeutic effect of 
the neuroleptic, since there is evidence of a corre- 
lation between plasma levels and therapeutic effect of 
neuroleptic drugs (Sakalis er al, 1972; Curry, 1976; 


112 


Rivera-Calimlim e: al, 1976; Tune er al, 1980; Cohen 
et al, 1980). 

The therapeutically relevant pharmacodynamic 
effect of neuroleptics-—blockade of dopamine re- 
ceptors--could be enhanced either by increased con- 
centrations of the neuroleptic or by some direct 
potentíation of the neuroleptic by propranolol. Pro- 
lactin release is under central dopaminergic control, 
and increase of plasma prolactin levels has been used 
as an index of dopamine receptor blockade by neuro- 
leptics (Langer et al, 1977). It has been reported that 
plasma prolactin levels may fall slightly during treat- 
ment with propranolol alone (Wilson et al, 1979; 
Hanssen er al, 1980), possibly due to blockade of 
central serotonin receptors by propranolol (Middle- 
miss et al, 1977). Treatment with a combination of 
propranolol and a neuroleptic results’ in elevated 
plasma prolactin levels-(Hanssen et al, 1980) but it is 
not reported whether this differs from the prolactin 
response to a neuroleptic alone. : 


Based on these considerations, we predicted that 


blood levels of neuroleptic and prolactin would be 
higher during combined treatment with propranolol 
and chlorpromazine than during treatment with 
chlorpromazine alone. The present study was designed 
to test this hypothesis. 


Methods 


Subjects for the study were 10 (9 males and 1 fe- 
male) informal in-patients aged 31-56 years (mean 
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45.4 years) with a diagnosis of chronic schizophrenia - 
supported by application of criteria of Feighner etal - 
(1972). The mean duration of hospitalization was 21.1 


years (range 9-35 years), Patients with relevant 


^^. physical illness, including heart disease, asthma, liver - 
. disease and diabetes were excluded, as were those 
patients with a history of alcoholism or drug de- 
pendence, or with a medical need for regular treatment. 


with some psychotropic or other drug apart from the 
trial medication, Written informed consent was 
obtained from all the patients and from their nearest 
relatives when available. 

All previous medication was stopped and the 
patients were immediately established on a fixed dose 
of chlorpromazine, which was individually deter- 
mined on the basis of each patient's previous medi- 
cation history. This dose was not altered during the 
15 week study period. The study involved two 7-week 
treatment phases, separated by one week, During one 
* T-week period the patient was given chlorpromazine 
alone. During the other 7-week period, propranolol 
was added. The order of the two treatment phases Was 
randomized. 

The dose of propranolol was increased, during the 
first four weeks to a maximum of 10 mg/kg/day unless 
the pulse rate fell below 50 per minute or the systolic 
blood pressure fell below 90 mm Hg, in which case the 
" dose was not increased further or was reduced. The 
. maximum attained dose of propranolol was then 

maintained for the next three weeks. Chlorpromazine 
was given three times daily (last dose 10.00 pm) and 
propranolol was given twice daily (last dose 5.00 
. pm). No other drugs were administered during the 
study. Pulse rate and blood pressure were recorded by 
nursing staff at least twice weekly, with the patient 
seated, two. hours after the morning dose of medi- 
cation. A modified (Yorkston et al, 1974) version of 
the Brief Psychiatric Rating Scale (BPRS; Overall and 
Gorham, 1962) was completed by a psychiatrist 
and the Nurses Observation Scale for Inpatient 
Evaluation (NOSIE; Honigfeldt et al, 1966) was com- 
pleted by nursing staff at the end of each 7-week 
treatment period. 

Each week during the final three weeks of each 
treatment period, a blood sample was taken between 
8.00 and 9.00 am, before the first morning dose of 
medication, Plasma levels of chlorpromazine, chlor- 
promazine sulphoxide and 7-hydroxychlorpromazine 
were measured by high pressure liquid chromato- 
graphy (Stevenson and Reid, unpublished). The levels 
of neuroleptic in the serum (expressed as 'chlor- 
promazine equivalents’) were also measured, using a 
minor modification of the radio receptor assay 
io. published by Creese and Snyder (1977), which 


AU measures neuroleptic levels in terms of their ability to 
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ice (3H) spiroperidol from its receptor. Pro- 
in levels were measured by the method of Mce- 
illy and Hagen (1974), and propranolol levels were 
measured using the method described by McAinsh er 


“al (1978). 


Because of the small number of subjects in the study 
and the difficulty in assuming normal distribution of 


the data, statistical analysis was performed using the 


sign test, to compare values during treatment with 
chlorpromazine alone with those during treatment 


. with the combination of chlorpromazine and prop- 


ranolol. 


Results 

Four patients failed to complete the study, one due 
to withdrawal of consent, one due to non-compliance 
with medication, one due to chlorpromazine side- 
effects and one due to cardiovascular effects of prop- 
ranolol. Data prior to dropout were available for one 
of these four. For the patients completing the trial, the 
mean dose of chlorpromazine used was 6.7 mg/kg 
(range 2.5-13.8 mg/kg), and the mean maximum 
attained dose of propranolol was 8.1 mg/kg (range 
4.6-10 mg/kg). In the six patients who completed the 
entire trial period, there were no consistent or signi- 
ficant changes in mental state as assessed by the 
BPRS, the NOSIE, and global ratings carried out by 
medical and nursing staff. 

Details of plasma neuroleptic levels, which have 
been reported in part in a previous preliminary com- 
munication (Peet ef al, 1980), and also plasma prop- 
ranolol levels, are shown in Table I. It can be seen that, 
when propranolol is given in addition to chlor- 
promazine, there is a statistically significant increase in 
plasma levels of chlorpromazine parent compound, 
chlorpromazine sulphoxide and serum levels of 
‘chlorpromazine equivalent’. Increases in these levels 
were seen in every individual. Over the period of the 
three study weeks the mean plasma level of chlor- 
promazine tends to decrease when chlorpromazine is 
given alone, but to increase when propranolol is 
added, thus showing evidence of accumulation. 
Plasma levels of propranolol tended to increase over 
the three study weeks. Due to analytical difficulties, 
plasma levels of 7-hydroxychlorpromazine are best 
presented in qualitative rather than quantitative terms. 
During the three study weeks, 7-hydroxychlorpro- 
mazine was present in detectable quantities at some 
time in all patients given. propranolol together with 
chlorpromazine but in only two out of the seven 
patients given chlorpromazine alone. However, all 
values were at or near the lower limit of detection and 
therefore these data are not reliable. e 

. Details of serum levels of prolactin are shown. in 
Fig 1. Prolactin levels showed a wide variation bet- 
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—TABLETI 


Plasma levels. (ng/ml, mean and daas of dto, chlorpromazine sulphoxide and vos ata dd serum levels E 
eet a MN equivalent’, in patients given chlorpromazine alone or together with propranolol 

















With propranolol Without propranolol | 
| Week 1 Week 2 Week 3 Wéek1  Week2 |. Week 3 
(0-7 =@=6 (n9 (0-7 ©=6 (n9 
Chlorpromazine 47.4 58.2 77.3% 24.0 0.3 ^ 40 
D NR . (10-166) (8-115) (41-135) (0-36) (0-26) |. . (0-30) 
Chlorpromazine sulphoxide l 20.7 20.7 22.8* | 6.7 | 353 | 1.7 
(5-49) (5-38) (9-48) : (0-17) (0-10) (0-10) 
Chlorpromazine equivalent 119.9 126.5 147. 5* 87.9 91.0 7.0 — 
(67-162) — (51-201) (121-191) (0-178) (22-131) (0-118) 
Propranolol 75.9 88.3 87.0 — se . Sens. 7 oam 
(42-109) — (13-1360 (27-171) | 





* With vs. without propranolol, P « 0.05 (sign test). 
400 : 
(120-1115) 


(145-1,052)  (115-1,175) 
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: Serum prolactin level (ng/ml) 





GRE (105-745) 
^ Weeks 


FiG 1 — Mean serum pedi levels in patients treated 

with chlorpromazine alone (O) or together with pro- 

pranolol (@). The range of scores is given in parenthesis at 

each point. Upper limit of normal shown as dotted line. 
* With vs. without propranolol, P «0.05 (sign test). 


ween individuals but in every patient the level was 
elevated during treatment with chlorpromazine plus 
propranolol compared to the value during treatment 
with chlorpromazine alone (P «0.05 at weeks 1 and 
3). On treatment with chlorpromazine alone, two of 
the seven patients had prolactin levels above the 
normal upper limit of 360 ug/ml but mean values for 
the group remained within the normal range; when 
propranolol was added, four of the seven patients had 
elevated levels and the mean prolactin level remained 
above the normal upper limit throughout the three 
study weeks. The addition of propranolol to chlor- 
promazine was associated in general with a fall in 
pulse rate and a slight fall in systolic and diastolic 
blood pressure. Other side-effects were not routinely 
recorded. Apart from one patient who developed 
marked extrapyramidal symptoms whilst taking 
chlorpromazine alone and a second patient who 
suffered a cardiovascular collapse whilst taking prop- 
ranolol together with chlorpromazine, there were no 
clinically obvious side-effects. | 


Discussion 


We have shown that plasma levels of chlorpro- 
mazine and its metabolites are markedly and signi- 
ficantly increased when propranolol is given in 
addition to chlorpromazine and that. there is an 
associated increase in serum prolactin: levels. Our 
hypothesis is thus confirmed. 

As this study was primarily designed to investito 
the biochemical parameters of treatment with prop- 
ranolol and chlorpromazine, it was not considered 
necessary for treatment to be given on a double-blind 
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basis. The clinical data must therefore be interpreted 
with some caution. However, a major beneficial effect 
of combining propranolol with chlorpromazine 
would not have been overlooked, and no such effect 
. was apparent in this study. - 

A relationship between plasma levels of chlor- 
promazine and its therapeutic effect has been des- 
. cribed by some workers (Sakalis ef al, 1972; Sakalis ef 
al, 1973; Curry, 1976; Rivera-Calimlim et al, 1976), 
whilst others have shown no such relationship (Mac- 
Kay et al, 1974; Kolakowska, 1976; Wiles et al, 1976; 
Phillipson et al, 1977). A therapeutic range for 
chlorpromazine plasma levels has been suggested, 
with either too high a level or too low a level leading to 
lack of clinical response. Curry (1976) suggested that 
this range lay between 30 and 400 ng/ml, whereas 
Rivera-Calimlim et al (1976) suggested a range from 
50 to 300 ng/ml. Of the patients who completed our 
study, only two subjects achieved. plasma levels 
greater than 30 ng/ml when given chlorpromazine 
alone, whereas all six subjects achieved this plasma 
level when given propranolol in combination with 
chlorpromazine. Propranolol thus had the effect of 
elevating plasma levels from below the putative thera- 
peutic range to within this range. 

It is likely that effectively the same increase in 
plasma levels of neuroleptic could be produced more 
simply by increasing the dose of chlorpromazine. High 
dose chlorpromazine has been shown to be more 
effective than conventional doses in a small proportion 
of hospitalized chronic schizophrenic patients (Prien 
and Cole, 1968; Clark et al, 1972). However, in these 
studies the benefits of high-dose chlorpromazine were 
seen only in patients under the age of 40 years who 
had been hospitalized for less than ten years. As only 
one of our patients fell into this cateogry it is perhaps 
not surprising that the increase in plasma chlor- 
promazine levels produced by propranolol did not 
lead to clinical improvement. 

Chlorpromazine has over 30 identified metabolites 
and many of these are active pharmacologically 
(Usdin, 1971). Two principal metabolites are 7- 
hydroxychlorpromazine which is biologically active 
and chlorpromazine sulphoxide, which is biologically 
inactive (Creese et a/, 1978). A number of workers 
have found that responders to chlorpromazine have 
relatively greater amounts of 7-hydroxychlorpro- 
mazine than chlorpromazine sulphoxide in their 
plasma (Sakalis e? al, 1973; MacKay et al, 1974; 
Phillipson et al, 1977). In our study, both the active 
and the inactive metabolite showed an increase on 
adding propranolol to the chlorpromazine, although 
the plasma levels of 7-hydroxychlorpromazine could 
. not be adequately quantified due to technical diffi- 
~~ guities. Because chlorpromazine has several active 
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metabolites, it is not surprising that reported corre- 
lations between therapeutic response and plasma levels 


of parent drug, with or without its main active meta- 
bolite, are not strong. It would be expected that the 
combined effect of other active metabolites would also 
be important in determining clinical response. The 
radio receptor assay used in the present study is 
therefore of great interest, since this assay measures all 
active drug, whether parent compound or meta- 
bolites. It has been reported that there is a lower 
threshold for neuroleptic efficacy in that patients with 
serum levels of neuroleptic under 50 ng/ml show a 
poor clinical response (Tune et a/, 1980). All of our 
patients had serum levels of chlorpromazine equiva- 
lent greater than 50 ng/ml, even before the intro- 
duction of propranolol, and in all cases the intro- 
duction of propranolol led to a marked increase in 
serum level of chlorpromazine equivalent. 

The level at which this pharmacokinetic interaction 
between propranolol and chlorpromazine occurs is 
uncertain. It has been previously shown that co- 
administration of chlorpromazine with propranolol 
leads to a marked increase in plasma levels of prop- 
ranolol (Vestal et a], 1979), and this interaction may be 
due to competition for hydroxylating enzymes 
(Hanssen et al, 1980). In the present study, plasma 
levels of 7-hydroxychlorpromazine were very low with 
or without the presence of propranolol. The marked 
increase in plasma levels of chlorpromazine sulph- 
oxide in the presence of propranolol may indicate that 
chlorpromazine metabolism was diverted down this 
metabolic pathway. Our findings are thus compatible 
with a relative inhibition by propranolol of hydroxy- 
lation of chlorpromazine, although other metabolic 
steps may also be involved. Our findings with chlor- 
promazine cannot automatically be generalized to 
other neuroleptics but these drugs share many meta- 
bolic pathways (Cooper, 1978) and therefore similar 
interactions between propranolol and other neuro- 
leptics can be predicted. 

There have been a number of studies on plasma 
prolactin levels during treatment with neuroleptics. It 
has been shown that plasma prolactin levels are 
markedly increased on acute administration of neuro- 
leptics (Nikitopoulou et al, 1976; Wiles et al, 1976; 
Langer et al, 1977; Meltzer et al, 1977; Gruen et al, 
1978). Whilst a number of workers have found ele- 
vated prolactin: levels even after chronic admin- 
istration of neuroleptics (Beumont et al, 1974; Wilson 
et al, 1975; De Rivera et al, 1976; Kolakowska et al, 
1976; Gruen et al, 1978), these effects were less clear- 
cut than those following acute administration. of 
neuroleptics, and there is evidence that a degree of 
tolerance develops to the prolactin-releasing effect of 
neuroleptics (Kolakowska et a/, 1976; Naber et al, 
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1980). In the present study, prolactin levels during 
treatment with chlorpromazine alone were mainly 
within normal limits, although two subjects showed 
elevated levels. All these patients had been treated 
with dopamine-receptor blocking drugs for a number 
of years and therefore had probably developed some 
tolerance. However, all patients were capable of en- 
hanced prolactin response, as shown by the consistent 
increase in plasma prolactin levels when propranolol 
was added to the chlorpromazine. Propranolol alone 
has little effect on prolactin levels in man, if anything 
producing a slight decrease (Wilson et al, 1979; 
Hanssen et a/, 1980). The increase in plasma pro- 
lactin levels which we observed when propranolol was 
added to chlorpromazine was therefore almost cer- 
tainly caused by the increase in plasma levels of 
chlorpromazine and its active metabolites. 

We have demonstrated that there is a pharmaco- 
kinetic interaction between chlorpromazine and 
propranolol, such that plasma levels of chlorpro- 
mazine and its active metabolites increase markedly 
when propranolol is given in addition to chlorpro- 
mazine. This in turn enhances the pharmacodynamic 
effect of chlorpromazine on dopamine receptors, as 
evidenced by increased prolactin release, It is therefore 
likely that the enhancement of therapeutic effect 
which can occur when propranolol is added to a 
neuroleptic (Yorkston et al, 1977; Lindström and 
Persson, 1980) is due to increased plasma levels of 
neuroleptic rather than to a true anti-schizophrenic 
effect of propranolol. 
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A. Trial of Propranolol in Chronic Schizophrenia 


D. H. MYERS, P. L. CAMPBELL, N. M. COCKS, 
J. A. FLOWERDEW and A. MUIR 


Summary: A small (n — 20), double blind, controlled trial failed to show that 
propranolol has any beneficial effect in chronic schizophrenia. 


Claims, not universally substantiated (Gardos et al, 
1973), have been made both in controlled (Yorkston 
et al, 1977; Lindstrom and Persson, 1980) and in open 
(Sheppard, 1979) trials that propranolol in high doses 
is an effective treatment for schizophrenia. This study 
was undertaken to determine whether propranolol is 
effective in chronic schizophrenia. 


Patients and Methods 

Schizophrenia was diagnosed if, in the absence of 
organic brain disease, the patient had at least one of 
Schneider's first rank symptoms (Mellor, 1970). If a 
patient was too incoherent for such symptoms to be 
elicited, then their occurrence earlier in the episode of 
illness was taken as evidence of schizophrenia. A 
patient was admitted to the trial if he was an adult 
under 65; was in hospital; had not responded ade- 
quately to conventional treatment; and was medically 
fit to be given propranolol. 

During the first month of treatment the dose of 
propranolol was gradually increased to 12x 160 mg 
capsules (— 1920 mg) a day and then kept at this dose 
for the. next three months; patients on placebo 
received an equivalent number of capsules. One or 
Other of us acted as the patient's responsible medical 
officer, and although ‘blind’, took no part in rating 
him, but was free to reduce the dose of trial drug, 
to prescribe haloperidol, and even to remove him from 
the trial. | 

All patients suitable for the trial were already taking 
major tranquillizers, sometimes in large quantities or 
in complex assortment. For simplicity these regimens 
were discontinued two months before a patient 
entered the trial, and replaced immediately by 
fortnightly i.m. injections of either 40 mgm of flupen- 
thixol decanoate or 25 mgm of fluphenazine decanoate, 
each drug being allocated in turn to successive patients. 
A patient remained on his allocated drug throughout 
the trial. 


Rating the severity of illness The Present State 


Examination (Wing et al, 1974) was used as the main 
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source of a rating schedule of twenty-five items of 
which eleven were devoted to first rank symptoms, 
two to auditory hallucinations, seven to delusions and 
one each to coherence, quality of conversation, 
emotional rapport, self care and ward behaviour. 

We wished, as far as possible, to have unambiguous 
boundaries between one degree of severity and the 
next. To this end the first twenty items, all psychotic 
symptoms, were rated on the following scale: 


Score 


0 Symptom absent. 

1 Convincing description of symptom but only in 

response to specific questions and some insight 

that it is abnormal. 

As above, but no insight. 

Spontaneous and convincing description of 

symptom. 

4 Patient’s remark strongly suggests presence of 
symptom but ability to communicate too poor 
to establish it with conviction. 

5 The patient's ability to communicate so poor 
that it is impossible to tell if the symptom is 
present or not. 


Lat b 


Blunting of the ability to communicate is a common 
disability in schizophrenia and we wished our rating 
system to take account of it. We therefore followed 
Harris et al (1967) in allocating categories for this 
disability, and in making these categories the highest 
measures of severity. This use acknowledges not only 
the severity of this disability, but also the perversity 
that patients so afflicted are expected to describe the 
most subtle and difficult of all symptoms. We did not 
accept a symptom as being present unless the patient 
gave a convincing description of it in his own words, 
and one which distinguished it from those every-day 
mental experiences which, when expressed in meta- 
phor, can easily be mistaken for schizophrenic 
symptoms. | 

The principle of using a scale of severity in which 
each step was clearly demarcated was also applied to 
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the remaining five items—incoherence, extent of 
.. conversation, emotional rapport, ward behaviour. and 
-` self care. However, for these five items the principle 
:. was not fully realised and had to i a " 
<> adjectives of degree. 





- determined by an exercise in which all of us, individu- 
ally and separately, rated a small. group of patients 
selected at random. Maxwell and. Pilliner's (1968) R 
was used as a measure of our agreement and found to 
be 0.91 (1.0 represents complete agreement). 

We assessed the validity of our rating scale by 
administering it and the Brief Psychiatric Scale 
(BPRS) (Overall and Gorman, 1962) to a group of 11 
patients being treated by conventional means. Each 
patient was rated on admission, that is when most ill; 
again when the nurses first reported improvement and 
finally when well enough to be. discharged. (In order 
not to delay their discharge unnecessarily, five were 
rated, not on discharge, but as out-patients soon 
afterwards). The interviews were conducted jointly 
by two investigators, one. scoring with the BPRS and 
the other with our own scale. The mean scores on our 


“gressive reduction, Fi, 30 
product-moment: OF 
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ale (27.2; 15.0; 4.5), showed a marked and pro- 


into 
ret 


relation coefficient between scores - 
on our scale qno th those on the BPRS was 0.73 (P 





: | E d 
— Before the investigation, inter-rater. reliability. was n as 


. Results 





ee and placebo groups were established N EE 
random allocation of patients to one or the other. As. 


is to be expected, therefore, no significant pre- 
treatment differences. were found between them 
(Table I). i | 

À between-group analysis of covariance was done 
on the total scores, with pre-trial scores and raters as 
covariates (Table H). No. significant difference was 
found at any stage of assessment. 

Propranolol had no significant effect on first rank 
symptoms (frs) or on thought disorder (td) as evalu- 
ated by ‘t tests on mean changes in score between 
pre-trial and 4th assessment (frs: propran +8.64 27.5; 
placebo —2.95 + 15.8, t = 1.15. td: propran —0. 03 x | 
0.8, placebo --0.23 0.7, t. 0,8). | 

Maxwell and Pilliner's (1968) Ry for each stage « of = 


TABLE I 
Pre-trial attributes of treatment (T) and control (C) groups 








T group (mean + SD) C group (mean + SD) 
(n — 10) (n = 10) t (18 df) or z 
Age (years) 38.84 13.4 A3-t 13.1. .707. NS 
Sex (proportion males) 0.7+ 0.1 0.54 0:2 z= 46 NS 
Length current admission (years) 9.1 t 11.8 5.4.5.4 .903 NS 
Age at first admission (years) 26.7t 7.0 28.14: 9.5 .375 NS 
24 hour dose major tranquilliser 
^c. (equivalent of chlorpromazine, mgs) 397.2+180.5 356.8 3- 209.6 .462 NS 
Severity of illness (rating score) 56.7+ 39.9 68.5 + 36.0 .695 NS 
No. of 1st rank symptoms per patient f 3.8+ 2.8 4.1+ 2.4 .286 NS 
vx ono 8* noe 7* c did 





+ Only counted if presence established convincingly-—see text. 


* 2 ‘treatment’ and 3 ‘control’ patients were too thought-disordered to allow 1st rank to whe elicited with Sera: all the 


others exhibited at least one Ist rank symptom. 


— Tante HI 


Treatment comparisons 





Placebo. 








Propranolol 
Adjusted | Standard 
Assessment mean error 
| | 53.24 3.25 
63.49 2.67 
63.69 4.25 
3.52 


64.90 





Adjusted Standard 
mean ... - error P value 
62.07 | 3.44 0.07 
69.78 . 2.90 0.11. 
52.41 . 4.82 0.07 
| 3,57 


64.01 





28.1 P <.001). The. 


0.85 xm Po 
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assessment was (assessment number: R,)—/0:0.96/ 


- 253 :0.96/2:0,95/3:0,.98/4:0.9/. The quantity of supple- 


i mentary haloperidol used was very small (a mean of 


— 14.5 mg per patient per 4 months in the propranolol 


group with a corresponding figure of 7.5 mg in the 
placebo group: NS). One patient on propranolol had 
"became visually hallucinated, drowsy and ataxic. 
"Three patients, all on propranolol, were withdrawn, 
one after 11 days (syncope), another after 38 days 
(deteriorating mental state with psychotic refusal to 
take pills), and the third after 59 days (syncope). The 
decision to withdraw was taken ‘blind’. Withdrawal 
was regarded as failure of treatment, but to avoid 
using two incompatible criteria of response (score and 
whether or not withdrawn) we continued to rate such 
patients and te. do so ‘blind’. A re-analysis, omitting 
the scores of these patients for those assessments done 
after they had left the trial, still failed to reveal any 
significant differences between the propranolol and 
placebo groups. | 

Spot checks of serum propranolol confirmed that 
propranolol and placebo had been dispensed correctly 
and that all patients on propranolol were taking it 
(mean serum value 834 ng/ml: samples from one 
patient on propranolol were lost). 


Discussion 

The reason for our failure to show that pro- 
pranolol improves chronic schizophrenia is not clear. 
We would liketo consider a few possibilities. 

Firstly, our sample of treated patients may have 
been too small to reveal any beneficial effect. This 
explanation is not very plausible, given that both 
Yorkston ef al (1977), and Lindstrom and Persson 
(1980) showed such an effect in treated samples of only 
7 and 11 patients respectively. 

Secondly, it. is possible that despite similarity on 
traditional criteria, Yorkston et al^s (1977) sample of 
patients differed from ours. Certainly, Lindstrom and 
Persson's patticular choice of items to rate suggests a 
slightly differed concept of schizophrenia to the one 
we used and possibly, therefore, a different choice of 
patient sample. 

Thirdly, the effectiveness of propranolol may 
depend «critically on its dose or on the nature of the 
adjuvant drug, and we may have chosen one, or both, 
incorrectly. Peet et al (1980) report that propranolol 
increases the blood concentration of chlorpromazine. 
They speculate that any supposed value of pro- 
pranolol in treating schizophrenia might depend 
entirely on an ability to potentiate chlorpromazine 
and not on any intrinsic effect. If so, then we might 
—. have denied propranolol the opportunity to work by 
using adjuvants other than chlorpromazine or by 


administering them intramuscularly to minimize the 
risk of inadequate blood concentrations, A regression 
of the degree of improvement on plasma propranolol 
concentration in our treatment group yielded a very 
small and negative coefficient (b = —0.03). Nor did 
we find that those on propranolol plus phenothiazine 
fared any better than those on propranolol plus 
thioxanthine. However, ours was not a factorial 
design and not ideally sunsa, therefore, to examine 
drug interactions, 

Finally, it may be that saviety exacerbates schizo- 
phrenic symptoms much as psychological stress does 
(Brown et al, 1972), in which case propranolol might 
lessen these symptoms by its anxiety-relieving effect. 
This explanation requires a further assumption that 
Yorkston's and Persson's patients were anxious, but 
Ours, for some reason, were not, It also encounters the 
damaging, but not fatal objection that Gardos et al 
(1973) found that propranolol lessened anxiety in 
patients with chronic schizophrenia but, like us, failed 
to find any beneficial effect on schizophrenic symp- 
toms. We conclude with Gardos et al (1973), that our 
failure to find propranolol effective in chronic 
Schizophrenia does not cast doubt on its possible 
effectiveness in acute psychoses. 
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The Effects of Varying Auditory Input on i 
Schizophrenic Hallucinations 


A. MARGO, D. R. HEMSLEY and P. D. SLADE 


Summary: The present report is of the effect of variations of auditory input on 
hallucinatory experiences in seven schizophrenic patients. Nine experimental 
conditions, each of two minutes' duration, were compared with a control con- 
dition. At the end of each period subjects were required to rate the duration, 
loudness, and clarity of hallucinations during that time. Experimental conditions 
varied according to the amount of structure present in the material and in its 
attention-commanding properties. One condition required the active monitoring 
of materia! presented and resulted in the greatest decrease in hallucinatory 
experiences. For the passive conditions, findings were broadly consistent with 
predictions, indicating that it is not stimulation per se, but rather the extent to 
which structure is present and attended to, that is important in determining the 


occurrence of hallucinatory phenomena. 


The model of schizophrenic hallucinations put 
forward by Slade (1976) indicates three major areas of 
potential psychological research: firstly, the investi- 
gation of factors within the individual predisposing to 
the development of hallucinations; secondly, the role 
of arousal in triggering the hallucinatory pheno- 
menon; thirdly, the influence of varying sensory input 
on the likelihood of hallucinatory experience. It is with 
the last of these that the present report is concerned. 

In deciding upon those features of the sensory input 
which are of possible relevance, it is necessary to 
consider the extensive research on sensory and/or 
perceptual deprivation in normal subjects (e.g. 
Zubek, 1969). Leff (1968) noted that the perceptual 
experiences reported by subjects in such experiments 
were of several kinds, but that they "overlap con- 
siderably with those of mentally ill patients" (p. 1507), 
and that a proportion of reports appear to satisfy the 
usual criteria for a true hallucination (Suedfeld and 
Vernon, 1964). It appears that it is the lack of 
structured input rather than the absolute level of 
stimulation that is of major importance (e.g. Schultz, 
1965; Rosenzweig and Gardner, 1966). In the latter 
study it was demonstrated that the introduction of 
meaningful auditory stimulation into the experi- 
mental situation reduced the incidence both of intense 
auditory imagery, and hallucinatory like auditory 
experiences. 

Nevertheless, West (1962) has suggested that a 
further factor may determine the likelihood of ab- 
normal perceptual experiences in deprivation experi- 
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ments, namely the extent to which the input engages 
the attention of the subject. Thus, he writes “When 
effective (attention commanding) sensory input 
decreases below a certain threshold, there may be a 
release into awareness of previously recorded per- 
ceptions...” (p. 275). Such a position would relate to 
Antrobus' (e.g. Antrobus et al, 1966) research on 
stimulus independent thoughts, these decreasing when 
conditions are manipulated so as to engage attention 
to external stimuli. It is of interest that hallucinatory 
behaviour induced in the cat by means of LSD may be 
blocked by the presence of a rat to which the cat 
orients (Winters, 1975). 

A third variable likely to influence the effect of 
varying external stimulation is that of whether or not 
an overt response is required of the subject. While 
West has argued that the passive receipt of structured 
sensory input tends to inhibit hallucinatory exper- 
ience, Fisher (1969) suggests that motor activity is 
required. In support of the latter position, Zuckerman _ 
(1969, p. 35) has reviewed evidence for the crucial role’ 
of immobilization in producing abnormal experiences 
during perceptual deprivation experiments. 

Thus in considering the effect of varying external 
stimulation on schizophrenic hallucinations, three 
conceptually distinct factors appear relevant. (1) The 
level of structure in the sensory input. Garner (1962) 
suggests that "Amount of structure can be identified 
with the amuunt of correlation between events", (p. 
143). He goes on to identify ‘meaning’, with "the 
amount of structure which exists, and is perceived in a 


























system of variables" (p. 145); (2) The extent to 


the input engages the attention of the subject: QV he 


necessity for an overt response. 

In reviewing research on variables affecting uas: 
phrenic auditory hallucinations it is. apparent that the 
dependent variable may. be specified i in various ways. 
lt is necessary to distinguish probability, clarity, and 
intensity of hallucinatory: experiences since these may 
not respond similarly to a given manipulation of 
sensory input. 

Clinical observations suggest some degree of exter- 
nal control of hallucinations. Slade (1974) reported a 
schizophrenic patient in whom reduced sensory input 
resulted in his voices sounding louder, whereas in- 


creased auditory input (distracting speech and 100 db 


white noise) diminished their intensity; other patients 
reported a reduction in the frequency and intensity of 
hallucinations when involved in attention-demanding 
activities. However, two individual case studies 
(Slade, 1975, p. 82) indicated an increase in hallu- 
cinations in noisy surroundings. It is possible that the 
contradictory findings relate either to the extent to 
which the noisy input resulted in overt responses, or to 
variations in the form of the dependent variable as 
discussed above. It is hoped that the present study will 
clarify this issue. In their analysis of hallucinations in 
monozygous quadruplets concordant for schizo- 
phrenia, Rosenthal and Quinn (1977) also indicate 
that the force of the hallucinations could be reduced by 
such means as directing attention elsewhere and keep- 
ing occupied. In an experimental setting Slade (1974) 
found that the frequency of auditory hallucinations in 
two schizophrenics decreased as a function of in- 
creased processing of external information; however, 
all conditions required an overt response by the 
subject. 

The present study aimed to investigate the short- 
term manipulation of auditory hallucinations, in a 
group of schizophrenic patients, by means of a 
variety of forms of auditory input. The input was to 
vary in terms of its structure and the extent to which it 
was expected to engage the attention of the subiect; a 
further condition was to require an overt response by 
the subject. In an attempt to clarify the conflicting 
findings on the effects of white noise, three dependent 
variables were to be employed, these being self- 
reports of the intensity, clarity, and frequency of 
hallucinatory experience. 


Method 
Subjects 


Seven male patients were studied. The selection 
criteria were: (a) a condition of auditory hallu- 


cinosis; (b) no known organic illness; (c) a diagnosis - 


of schizophrenia with one or more Schneiderian first 
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-rank symptoms clearly documented in the history. 





Most patients were receiving phenothiazine medi- 
„cation. Any apparent stress during the assessment 
proçedure. resul 


d in exclusion from the study, on 
grounds and i in view of the * Bra 








Ten MM were employed and are detailed 
below. Eight involved the presentation of auditory 
stimuli via stereo: headphones at approximately 
equivalent decibel levels (60 db); one of the eight 
required the subject to read a prose passage out 
aloud. The two further conditions were of sensory 
restriction and a resting. phase, referred to as the 
control condition. 

Condition 1: Control. No earphones. 

Condition 2: Monitoring. This required the subject 
to read a simple prose passage out aloud and in order 
to facilitate the attention-commanding properties the 
subject was required to describe the content at the end 
of the procedure. 

Condition 3: Interesting speech. An extract bon a 
psychotherapy interview in which a powerful ab- 
reaction occurs, This sets out to be emotion-laden and 
interesting and is delivered in a theatrical manner. 

Condition 4: Boring speech. A flat, uninteresting 
extract. from the works of Medawar, read in a dull 
manner with as little inflection as possible. 

Condition 5: Vocal music. A recording of the 
Bee-Gees pop group. 

Condition 6: Regular electronic blips. 

Condition 7: Foreign speech. An extract from 
“Sewe dae by die Silbersteins"-—Afrikaans version of 
one of Andre Brinks novels. (None of the patients was 
familiar with Afrikaans). 

Condition 8: Irregular electronic blips. 

Condition 9: Sensory restriction. Patients in a quiet 
room, wearing. the earphones and dark goggles. 

Condition 10: White noise. 


Procedure 

Each condition was of two minutes' duration. The 
control condition always preceded the others, which 
were presented randomly with an interval of five 
minutes between conditions. Immediately following 
each condition, the earphones were removed and the 
patient reported on his hallucinatory experiences. 
The latter were rated on three dimensions, each con- 
sisting of an eight-point scale. 

1. Duration. (0. — no auditory hallucinations; 7 = 

continuous hallucinations). 
2. Loudness. (0 = soft; 7 == very loud). 
3. Clarity, (0 = unintelligible; 7 = very clear). 
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Results 









S, "are Showa everti in "Figs 1 
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,  &eon ition 1). For each dependent variable, the signi- 
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Figure I 
' Mean Ratings of Duration of Hallucinations 


samples. The following. significant differences were 

found. | : Hm 

Duration: 2-9, 2-10, 9, 4-10; (P «0. 01); 1-2, 
01-4,2-8, 4-8, 5-9; (P «0. 05) 








Loudness: 2-10 (P <0, 01 - I 1-2, 2-8, 2-9, 3-10, 
| 416;(P «005. — — 
Clarity: — 3-9, 4-9; (P. 0.01); | 1-3, 1-9, 2-9, 3-9, 





6-9; (P <0 05). 
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Fic 1.— Mean ratings of duration of hallucinations. 





.  FiG 2.—Mean ratings of loudness of hallucinations. 
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Mean Ratings o Clarity of Halucirations . 
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FiG.3.— Mean ratings of clarity. of hallucinations, 


1 2 3 4 5 
Control 
Discussion 


The results clearly indicate short-term effects of 
varying auditory input.on hallucinatory experience. 
Despite the small sample of subjects, the number of 
significant differences obtained greatly exceeds that 
expected by chance. Similar findings are apparent for 
the three dimensions of hallucinations assessed, with 
the exception of the effect of white noise, which, 
while markedly increasing both the loudness and 
. duration of hallucinations, did not result in an in- 

crease in clarity over the control condition. Slade's 
(1974). report of a decrease in intensity of hallucin- 
ations with 100 db white noise may be attributable to 
the much greater decibel level employed in his study. 


Possibly any noise, if sufficiently loud, can drown out 


voices. 


It is also apparent that for duration seven conditions - 


fall below baseline and two above; for loudness, five 
conditions fall below baseline and two above; for 
clarity, four conditions fall below and five at or above 
baseline. This trend may relate to Slade's threshold 
model of hallucinations (Slade, 1980: personal com- 
munication), based on studies of white noise aversion 
therapy, whereby the effect of external stimulation/ 
treatment is first to lead to a restriction in hallu- 
 Ccinatory experience, leaving a few but loud/clear 
hallucinations, and then a complete absence of ex- 
periences. The present findings lend support to the 
multidimensional assessment of hallucinatory pheno- 


. o The, ingle condition requiring an overt response of 
the subject, monitoring (condition 2), produced a 


reduction in hallucinations, and is consistent with 
Slade's (1974) study showing less frequent hallu- 
cinations during performance of an information 
processing task. Slade also suggested (p. 77) that 
verbal responding may have an effect on auditory 
hallucinations independent of task information load. 
For the passive conditions, the changes in hallu- 
cinatory experience tend to follow those predicted, 
both increasing structure and the attention com- 
manding properties of the input resulting in a de- 
crease in reported hallucinatory experience. Several 
authors, (e.g. West, 1962; Arlow, 1969; Slade, 1974) 
have argued that a sustained level and variety of 
external input is required to inhibit the emergence of 
information from within. The present results would 
indicate that variety may not be the crucial variable, 
since white noise, which might be thought to show 
considerable variety, resulted in increased loudness 
and duration of hallucinations. Instead, consistent | 
with Frith's (1979) view of hallucinatory phenomena, 
they appear dependent on the meaningfulness of 
auditory input. As noted in the introduction, Garner's 
(1962) definition of meaning includes both the ob- 
jective structure possessed by the input, and the extent 
to which this is perceived by the subject; the latter is 
obviously dependent. on the attention-commanding 
properties of the input. Since deafness increases the 
likelihood of meaningless auditory input, the present 
findings are consistent with those of Cooper ef al 
(1976), who demonstrated increased deafness. in 
elderly psychotic patients when compared to other 
elderly patients. 
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While the effects of structure and of the attention- 
commanding properties of the input are partially 
confounded within the present study, it should be 
possible to separate these effects. Thus a series of tones 
Of varying frequency might be constructed, and be 
presented under two conditions; firstly, passive 
listening; secondly, giving incentives to report two 
successive tones of equivalent frequency, although no 
such pair would be presented. The latter should 
result in increasing attention to the task. Within the 
present study, conditions 3, 4 and 8 (interesting 
speech, boring speech, and Afrikaans) might be seen as 
possessing approximately equivalent structure, but to 
vary in their attention-commanding properties. 
Differences between conditions, while small, are 
indeed broadly consistent with the present formu- 
lation. In a similar manner one might more system- 
atically investigate the effects of structure by con- 
structing sequences of signals of equivalent interest 
but varying in the extent to which the signals are 
correlated. 

The present results offer no direct explanation of the 
occurrence of schizophrenic hallucinations, only of the 
extent to which they may vary under short-term 
manipulations of sensory input. However, it is tempt- 
ing to speculate, following West (1975, p. 73) that, 
"possibly something in the realm of ability to pattern 
sensory input or interact with it may be involved in the 
inhibitory factor" (for hallucinatory experience). The 
literature on cognitive disturbance in schizophrenia 
suggests that schizophrenics may indeed be less able to 
utilize, and possibly perceive, structure in presented 
material. Thus Hemsley and Richardson (1980) 
found schizophrenics impaired in their ability to 
utilize probabilistic relationships in an auditory 
shadowing task. One might therefore argue that 
schizophrenic hallucinations are related to a cognitive 
disturbance which, even under normal conditions of 
sensory input, results in ambiguous messages reaching 
awareness. Indeed Feinberg (1962) argued that a 
possible explanation for the excess of auditory over 
visual hallucinations in schizophrenia is that “the 
visual background is one of patterned stimuli, the 
auditory background is in general less structured. 
Thus the latter may be considered more ambiguous, 
hence more open to interpretation or reconstruction in 
the direction of affective need" (p. 72). 

The findings presented in this paper attest to the 
importance of external stimulation as an influence on 
auditory hallucinations. Moreover, they demonstrate 
that it is not stimulation per se, but rather the variables 
of structure/meaning and attention-demanding prop- 
erties which are important. Further studies of these 
factors are required, - 
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The Symptomatology of Puerperal Illnesses 


C. DEAN and R. E. KENDELL 


Summary: 


Women who had a psychiatric illness requiring hospital admission 


within 90 days of delivery were compared with a control group matched for age, 
Research Diagnostic Criteria diagnosis and year of admission. Those with a 
diagnosis of major depressive disorder differed significantly from non-puerperal 
controls in being more deluded or hallucinated, more labile and more dis- 
orientated. There was no difference between puerperal and control cases of major 
depressive or manic disorder with respect to treatment received, or responded to, 


or length of stay in hospital. 


Women are more likely to be admitted to a psych- 
iatric hospital, following delivery, than at other times 
in their lives (Paffenbarger, 1964; Kendell et a/, 1976). 
This rise in psychiatric admissions following childbirth 
could be due to the existence of an illness specific to 
childbirth, or could be due to the increased incidence 
of the usual psychiatric illnesses, precipitated by the 
psychological or physiological stress of childbirth. The 
third possibility is that the actual incidence of psych- 
iatric illness does not increase, but that psychiatrically 
disturbed women are more likely to be admitted to 
hospital in the puerperium than at other times. Marcé 
(1858) believed illnesses in the puerperium were differ- 
ent from those which occur at other times. He rested 
his belief on the fact that, in his cases, the symptoms of 
the women who were psychiatrically ill in the puer- 
perium formed a characteristic syndrome. He 
assumed this syndrome was closely related to changes 
in the pelvic organs. Protheroe (1969) and Foundeur 
(Foundeur et a/, 1957), on the other hand, after their 
long-term follow-up studies came to the conclusion 
that puerperal illnesses are no different from those 
which occur at other times. They were in no doubt 
that puerperal psychoses occur in women predisposed 
to the usual manic-depressive and schizophrenic 
- psychoses. 

The Eighth Revision of the International Classi- 
fication of Diseases (1965) recommended that 
. patients with illnesses in the puerperium be classified 
according to their symptomatology, ie. as manic, 
schizophrenic, etc. Only those illnesses which could 
not be classified in this way were to receive the label of 
puerperal psychosis. This policy has made retro- 
spective studies of puerperal patients difficult as only 
atypical cases were labelled puerperal psychosis and 
therefore retrieveable from records. 
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The advantage of our present study is that our 
method of identifying women with puerperal illnesses 
has allowed us to look at all the women who had a 
psychiatric admission in the puerperium over a 7-year 
period, and not just those with a record label of 
puerperal psychosis. Our aim was to see to what ex- 
tent these illnesses fit the Research Diagnostic Criteria 
(RDC) of Spitzer et a/ (1978). 


Method 

This is described in detail elsewhere (Kendell er al, 
1981). By linking the Scottish Maternity Discharge 
Records with the Edinburgh Psychiatric Case Reg- 
ister we were able to identify women who, between 
| January 1971 and 31 December 1977, had a baby, 
live or stillborn, in the Edinburgh region and also had 
an admission to the Royal Edinburgh Hospital within 
90 days of delivery. Seventy-five women met these 
requirements, but four women were excluded because 
they had already been in a psychiatric hospital in the 
90 days prior to delivery. As the whole city comes 
within the catchment area of the Royal Edinburgh 
Hospital and as almost all Edinburgh woman. have 
their babies in hospital, we were thus able to identify 
all the women in the city, within the 7-year period, 
who had had a psychiatric admission within 90 days of 
delivery. " 

The Research Diagnostic Criteria (RDC) were 
applied to all 71 cases and each patient then matched 
for age, year of admission and RDC with another 
non-puerperal patient from the Edinburgh Case 
Register in the following way. À print-out from the 
case register was obtained of all women with a diag- 
nosis of functional disorder (ICD-8 categories 295, 
296, 297, 298) who were admitted during the years 
1971-77, and who were aged between 18 and 39. Each 
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For more than eleven years the antidepressant, Prothiaden, has been used with consistent 
success in a wide variety of depressive states — including those with associated anxiety. 
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tolerated antidepressant suitable for all types of depression — and for all types of patient. 
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_. the list who was the same age (within 5 years) and who 
- hada similar case note diagnosis. For example, if the. 
ae puerperal case had an diagnosis of major de- — ” 
^ pressive disorder, then the first woman with a case  . 





x. Major depressive disorder 
Minor depressive disorder 
Manic disorder 










.. puerperal case was matched with the first woma 





note diagnosis of 296.2 was selected. The case notes 
were then checked to see if the control case fulfilled 
the RDC for the illness in question. If not, the next 
woman of appropriate age and diagnosis was selected, 
and so on. 

Spitzer’s RDC can legitimately be applied retro- 
spectively. However they. must not be applied un- 
critically to women in the puerperium. Symptoms like 
sleep disturbance and. tiredness, for example, can 
easily be due entirely to the presence of a small baby, 
and whenever we thought this.to be the.case we did not 
count them as symptoms of illness. 


Results and Discussion 
Research Diagnostic Criteria diagnoses 
The RDC diagnoses of the 71 women are shown in 
Table I. They were mostly (87 per cent) affective— 


TABLE 1 


RDC diagnosis of the 71 women admitted within 90 days of 
iati hu 





33 (19 definite, 14 probable) 
16 (13. definite, 3 probable) 


8 (all definite) 
Hypomanic disorder 1 (probable) 
Schizoaffective disorder 4 (all definite) 
Schizophrenia 1 (probable) 
Unspecified functional 
“psychosis 5 

Personality disorder 2 
] 


(Alzheimer's disease) 





major or minor depressive or manic disorder. There 


a . was only one schizophrenic and she had had previous 
^ episodes of illness unrelated to childbirth. It is note- 


worthy that 25 per cent of puerperal women admitted 


< to hospital had quite minor illnesses, minor depressive 


disorder or personality disorder. Manic admissions 


^' were relatively common, comprising 12.7 per cent of 


all the admissions in the 90 days following delivery, 
compared with 2.9 per cent of all female hospital 
admissions aged 18-39 during the same period. This is 
a highly significant difference (P. <0.0001). The diag- 


nostic criteria however. were not the same in the two: . 


groups; the cases had an RDC diagnosis and the 
hospital admissions an ICD diagnosis. This may 
partly explain the difference between these two groups, 


whole explanation. 





but as the difference is so great it is unlikely to be the 
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Weeks following delivery 


Fic 1.—Admissions of major illnesses in 13 weeks following 
i delivery. 


The distribution of the illnesses throughout the 
three-month period is shown in Fig 1. The peak of 
admissions was in the first two weeks following 
delivery. There was a significant tendency (P <0.05) 
for manic patients to be admitted in the first two 
weeks (Table II) and for patients with major de- 
pressive disorder to be admitted later on, The most 
likely explanation of this tendency is that manic 


TABLE II 


RDC diagnoses of admissions in first two weeks after 
delivery contrasted with later 





Admission weeks 1-2 -. 3-13 























n 24 47 

Major depressive disorder 6 2  P«002 
Manicdisorder —— 6 2 P«005 
Schizoaffective disorder— | 

manic type | 3 0 P = 0.035 

Fisher exact 

Hypomanic disorder u | 0 N.S. 
Minor depressive disorder $ 2. d NS. 
Unspecified functional - 

psychosis 1 4 N.S. 
Other illnesses 2 3 N.S. 


A Maior depressive disorder 


Mario disorder amd schizo- 
Mu manit disorder 


Elo A Other funretional disorders 
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patients are more difficult to handle in the com- 
munity and therefore get admitted earlier, although 
there is some evidence (see below) that manic illnesses 
develop sooner as well. 


Onset... 

Brockington and his colleagues (1978) found that 
= the majority of puerperal illnesses requiring admission 
to the Manchester mother and baby unit began 
within two weeks of delivery. As far as is possible in a 
retrospective study we dated the onset of each illness 
in our cases. The distribution of these for the major 
disorders (ie. major depressive disorder, manic 
disorder, schizophrenia and unspecified functional 
psychosis) is shown in Fig 2. It will be seen that 40 per 
cent of cases began within a week of delivery. All the 
manic cases began within 19 days of delivery, and all 
except two within 7 days (median 6 days; mean 7 
days). í 

The onsets of major depressive disorders were more 
evenly distributed throughout the 13 weeks but still 
had a peak in the first week. Forty per cent of the 
major disorders with an onset within two weeks of 
delivery were either manic or schizoaffective manic 
disorders, compared with 6 per cent of those with an 
onset in the subsequent 11 weeks (P 0.05). The 
minor depressive disorders also tended to start soon 
after delivery, over 50 per cent having an onset in the 
first two weeks. 

Some illnesses started during pregnancy. Nineteen 
of the 35 (over half) with major depressive disorders, 
and two of the 9 (less than a quarter) with manic 
disorders, were reported as having psychiatric symp- 


(“774 Major depressive disorder 
SSS] Manic disorder and schizoaffective manic disorder 


P| Other functional disorders 
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Weeks prior to delivery. 
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toms during pregnancy. However these symptoms 
were not recorded until after the delivery and ad- 
mission to a psychiatric hospital had occurred, and 
the existence of the puerperal illness may have 
coloured their recording. In some cases we were able 
to find objective confirmation of symptoms during 
pregnancy; eleven of the 35 (31.5 per cent) patients 
with major depressive disorder and one of the 9 (11 per 
cent) with manic disorder had either been to their GP 
or a psychiatric hospital, as an in-patient or an out- 
patient, with psychiatric symptoms. Similarly seven of 
the 16 (44 per cent) with minor depressive disorder 
were recorded as having symptoms during pregnancy, 
and of these three were confirmed by contact. 

Overall 50 per cent.of the whole group of 75 patients 
had had symptoms during pregnancy and 25 per cent 
of the whole group had had some medical contact for 
psychiatric symptoms. However, most of the patients 
whose symptoms began during pregnancy had an 
exacerbation of symptoms in the two weeks following 
delivery. s iis 

Todd (1964) reported in a prospective study. that 
women who developed puerperal depression had 
invariably been pathologically anxious during preg- 
nancy. Our findings suggest that. women who have 
symptoms during pregnancy, particularly if they 
consult because of them, should be regarded as being 
especially at risk of having a psychiatric admission in 
the three months following delivery. | 


Symptoms in each Research Diagnostic Criteria 
category i : 


Although most of the puerperal illnesses fit into one 


anA 
M 


-— 
GL 





e 
a 
M. 

xd 
ute 









e 
SS eS 

Se ONDE 

CS 





tisha vere: 





8 6 4 Zz 


Fl 8 4 58.6.7 8 09 30 





Weeks following delivery 





Fic 2.—Onset of major functional disorders in the puerperium. 





mad same as functional disorders DE at ol 
. times; they may differ with respect to sympt 
= Which are not considered by the RDC or in tt 
ae relative frequency of symptoms treated as equivalent 


. Or alternatives. In order to test this possibility, we 
examined the frequency of symptoms, which others - * | 
had found typical of puerperal psychosis, namely .. cause, apart from the delivery itself, Seven of the 33 


lability of mood, disorientation, perplexity and - 


agitation (Brockington e£ al, 1978; Hamilton, 1962), 
to see if there were any differences between puerperals 
and controls, in any of our diagnostic groups. For this 
purpose a Present State Examination Syndrome 
Check List was completed (Wing et al, 1974) for each 
| case and control, 

- '"fhere' were no significant differences in the symp- 
toms of puerperal manics and control manics but 
-With such small numbers a possible difference cannot 
be excluded. However there were differences between 
puerperal major depressives and their controls as can 
be seen in Table III. More of the puerperal major 
depressives were psychotic (ie. had delusions and 
. hallucinations), disoriented, agitated, or emotionally 
- labile and more had symptoms contributing to the 
- PSE syndrome of slowness. We also compared the 
major depressive disorders: which started within 14 
. days of delivery with the control group. As Table III 
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OWS, -the differences were the same, but more 


ientation and ‘organic’ signs are often re- 
-as characteristic of puerperal illnesses. Seven- 
f the 71 cases had disorientation or visual 
tions or had scored on the organic impair- 
idrome on the syndrome check list. Three of 
ases had a recorded postpartum infection, 
the rest there was no evidence of a physical 





major depressives had organic signs. Almost all the 


differences in symptoms: between puerperal major .. 
depressives and €ontrol major depressives were 
accounted for by = 7 patients. 


Life events 


Brown and Harris (1978) describe the 17 ‘cases’ in 
their study of Camberwell women who had had a 
birth or a pregnancy in the previous year. Of these, 
five had grossly inadequate housing, five very bad 
marriages and one no husband at all. In their study 
only pregnancy and delivery associated with a severe 
on-going problem played an aetiological role in 
depression, and they conclude that there is no evidence 
that childbirth and delivery as such are related. to 
depression but that, if because of other factors. the 
birth "brings home to a wornan the disappointment 
and hopelessness of her ponuons she may then 
become Spo 


TABLE HI 
Major depressive disorder—symptoms 


Major depressive disorder 
All major depressive with onset within 14 days 
disorder of delivery: Control 
n= 33 n= 14 n = 33 
15 (45.522* 8(57.199**- 5 (15.2%) 


Psychotic (deluded or hallucinated) 


Lability oe. | 9 (27.3% — .5 35.7%)" ! G?9 
TT MM M MM M MM n s 
Agitation Dun |. 16 (48.5%)* 7 (5074) 7 21.279 
Disorientation 6 (18.2°%)* 31.4 mye 0 OK) | 





Perplexity 


13 (39.4%) 


(867190* ——— 608.220 





Slowness (PSE syndrome) | 


19 (57.5%)* 


8 (57 E Yo) 9 (27 329 





Non-specified psychoses (PSE syndrome) 


18 (54.69/)* 
4 (12.1%) 


11 (33.3%) 


fon-sp 1 | 10 (71.42)*** ( 
Organic impairment (PSE syndrome) f : 


3AA — 009 . 





| Depressive delusions (PSE syndrome) 


13 39%)* - 


760%" II 





*P«0.05  **P«0.0] — ***P <0.005 
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Paykel et ai (1980) also reported on a group of 120 
women with mild clinical depression following 
delivery. They concluded that pregnancy and child- 
birth are important additional stresses in a tenuous 
situation, rather than an overwhelming cause of 
depression, and found the most important causative 
factors to be other recent stressful life events and the 
absence of social support. As our study is retro- 
spective our assessment of life events and long-term 
difficulties is obviously limited to the major life 
stresses and long-term difficulties recorded in the case 
notes. Both Brown and Paykel were studying women 
with mild clinical depression and we were interested to 
see if women with more severe illnesses were similar. 

Twenty-seven of the 33 (80 per cent) women with an 
RDC diagnosis of major depressive disorder, nine of 
the 12 (75 per. cent) with an RDC diagnosis of manic 
disorder or schizoaffective disorder, manic type, and 
three of the 5 with an unspecified functional psychosis 
had additional stressful life events, apart from a 
normal delivery, or had severe long-term difficulties. 
The types of long-term. difficulties reported were 
marital disharmony, single status, or poor social 
circumstances. Over half the patients with a major 
illness had one or other of these long-term difficulties. 
The events reported were in the main losses; five 
suffered loss of a parent around the time of delivery, 
six loss of the baby by death or adoption. Other 
events were related to the pregnancy and delivery 
itself, e.g. antepartum haemorrhage, pre-eclampsia or 
Caesarean section. Over a third had had some 
abnormality of pregnancy and delivery. In six cases 
the baby was a ‘precious baby’ because of previous 
lost babies or because of infertility. In five cases 
marriage had been forced by the current pregnancy. 

Fourteen of the 16 with an RDC diagnosis of minor 
depressive disorder had other life events or severe 
long-term difficulties; nine out of the 16 were either 
single or had marital difficulties, and five out of the 16 
had some abnormality of pregnancy or delivery. 

Some of these social and obstetric difficulties have 
been studied by us previously, in the same 71 patients, 
(Kendell et al, 1981) to examine whether or not they 
increase the risk of psychiatric admission in the puer- 
perium. Being unmarried, having a first baby and 
Caesarean section were all associated with an in- 
creased risk of psychiatric admission in the puer- 
perium, but we did not find any significant association 
with perinatal death, antepartum haemorrhage or 
pre-eclampsia. 

In spite of the inadequacies of the data there does 
seem, therefore, to be some indication that poor social 
supports: and extra life events are playing an aetio- 
logical.role in these more severe illnesses, much as 
Paykel found in the more minor puerperal illnesses. 


Interestingly, those who did not report extra life 
events or long-term difficulties were all women ex- 
periencing their first mental illness with an onset 
within two weeks of delivery. (Except for one manic 
patient who had had a previous puerperal illness). 


Response to treatment and length of stay in hospital 

As this was not a treatment trial, we could only look 
at the treatment patients received and whether they 
responded to it. The major depressive disorders and 
manic disorders, puerperals and. controls, were 
examined with respect to the treatment they had 
received : tricyclic antidepressants, monoamine oxidase 
inhibitors, lithium, phenothiazines, butyrophenones, 
ECT or minor tranquillizers. 

The puerperal major depressive disorders had a 
non-significant tendency to be treated with pheno- 
thiazines more often than controls (42 per cent v 24 per 
cent, P <0.1), and those who were having their first 
episode were more often treated with ECT (50 per cent 
v 21 per cent, P —0,1). The puerperal manic cases 
were more often treated with ECT than controls (P 
<0.1) and the controls more often. treated with 
lithium (P «0.1), but the numbers are too small (n = 
9) to draw any conclusions from this. 

When we examined the treatment each patient had 
been said to respond to, we found no differences apart 
from a tendency for more control major depressives to 
respond to tricyclics than puerperals (42 per cent v 18 
per cent, P <0.1). 

The puerperal and control groups did not differ 
significantly in their length of stay in hospital. 


Conclusions 


Manic and schizoaffective manic illnesses are un- 
usually common in the puerperium and character- 
istically begin within 6 or 7 days of delivery. 

Most of the cases admitted within 90 days of 
delivery fulfil Spitzer's Research Diagnostic Criteria 
for an affective illness. There were, however, some 
differences between puerperals and controls, the puer- 
peral major depressives being more deluded and 
hallucinated, agitated, labile and  disorientated. 
Almost all this difference was accounted for by a 
small subgroup of cases with ‘organic’ symptoms. 
There were no significant differences in the treatment 
given to puerperal and control patients, nor in their 


length of stay in hospital. 


We found that 25 per cent of women admitted 
within three months of delivery had consulted for 
psychological symptoms during pregnancy, and that 
almost 50 per cent had had symptoms of anxiety or 
depression during pregnancy. 

Most of the evidence suggests that illnesses in the 
puerperium are the same as functional disorders 









* 


. occurring at other times, but the possibility that 
.. Of the cases are specific to the puerperium has no 
.. excluded. | 
« Follow-up of the various groups, puerperal : 
i control, and the family history of each, may clari y 
=> issue further. | 
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Life Events and Depression in a Kenyan Setting. 


A. VADHER and D. M. NDETEI 


Summary : 


Thirty Kenyan patients of black African origin undergoing treatment 


for clinical depression in Nairobi, and 40 matched non-psychiatrically disturbed - 
controls in the community were studied for life events using the Brown- Harris 
model. It was found that the depressed group had significantly more life events 
(P «0.001 with Yates correction for continuity) in the twelve months preceding 
the onset of their depression than the controls in the same period. These results 
are similar to those obtained by several workers in Western settings. Their 
implication for the practice of psychiatry in an African context is examined, and 
some myths about psychiatry in Africa re-examined. 


To date studies on depression in African countries 
have dwelled mainly on the epidemiology and clinical 
phenomenology (Binitie, 1975; Ndetei and Muhangi, 
1979; Rwegellera and Mambwe, 1977). They suggest 
that depression is no less common in African than in 
western countries, as was suggested by earlier workers 
such as Carothers (1947). They also suggest that it 
tends to present with non-specific physical symptoms 
(Buchan, 1969; Ndetei and Muhangi, 1979)—hence 
the terms masked depression and depressive equi- 
valents (Lopez-Ibor, 1972). However, it also presents 
in the more conventional way commonly seen in 
western settings (Binitie, 1975). 

There is little work reported on the causes of 
depression in African countries. There is not a 
definitive cause of depression and several models, 
which are probably complementary, have been 
proposed and have been critically reviewed by 
Akiskal and McKinney (1975), All these models have 
been tested in western settings. The social model has 
been widely studied. Several workers who subscribe to 
this school of thought have shown that depressed 
subjects tend to have significantly more life events in 
the months preceding their depression than the non- 
depressed controls do in the same period (Paykel 
et al, 1969; Brown et al, 1977; Brown and Harris, 
. 1978a) while Others have described depression simply 
às an understandable reaction to loss (Hill, 1968). 
Working on the same model Brown and Harris 
(19782) have proposed the concepts of vulnerability 
and of protective factors in an attempt to explain why 
some individuals respond with depression to life events 
(which they refer to as provoking agents) while others 
do not. Studying depressed female patients in Camber- 


well in London they found that those women who. 
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had low intimacy with their husbands and who had 
lost their mothers before the age of 11 were more vul- 
nerable to the provoking agents than those females 
who had not experienced these undesirables. Brown et 
al (1973) have proposed the concept of independent life 
events ie. events which did not come about as a 
result of the illness itself, and argue that only these 
should be considered in the cause-effect relationship 
of life events and mental illness. 

This study was an attempt to find out whether 
depressed patients in a Kenyan setting had signi- 
ficantly more independent life events in the twelve 
months before they were seen for their presenting 
depression. All the subjects lived in and around 
Nairobi, which is the capital city of Kenya. The geo- 
political background of Kenya has been described by 
Ndetei (19802). 


Method 


Fifteen consecutive first. ever admissions with 
depression uncomplicated by physical or other 
psychotic illness, admitted to one of the professorial 
units at Mathari hospital, and a similar fifteen 
consecutive first referrals to the psychiatric out-patient 
clinic at Kenyatta National Hospital, seen by the 
same team treating the in-patient group were included 
in the study. (Mathari hospital is the National referral: 
and teaching psychiatric hospital with about 1,000 
beds, and is situated in a suburb of Nairobi. Kenyatta 
National Hospital, prestigious and modern, is the 
National referral and teaching general hospital for the 
country—and the professorial psychiatric our pauent 
clinic is based there). 

For each patient informed consent to participate in 


«. patient the approximate date on which they started 
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Ud the research was obtained. Then demo: r 
d information was obtained using a standard struc 


- interview administered by one of us (A.V.). A trained — 
fourth year medical student interpreter was used 


where the subject could not speak English. For e 


E. feel unwell with.the presenting depression was note 





— Then a semi-structured life events interview vas D 
^ which nde with a Rel. or dnoders te: gee 


: undertaken and recorded on tape. 


The control group, matched for age, sex and race. 


(only. black Kenyans) was. selected. from the com- 
munity living in several suburbs of Nairobi or just 
outside Nairobi. One of us (A.V.) went out with.a 
social worker and the medical student interpreter 
and approached people in a random. way. The social 
worker explained the purpose of the exercise and 
obtained informed consent. from -the subjects. A 
modified version of the Present. State Examination 
c (PSE) (Wing et al, 1974) was administered (cultural 
variation in depressive phenomenology was taken into 
account) and only those who did not score for de- 
pression. were included in the control group. Sixteen 
women in the community had to be excluded because 
fourteen of them could be classified as cases using the 
PSE and two were. considered as. borderline cases. 
For those included in.the control group demographic 
information was obtained. and the life events interview 
was. administered in the same way as for the in-patient 
-and out-patient. groups, with the exception that the 
life events. interview was not taped (for practical 
reasons), but extensive notes were made. The whole 
exercise, both for the control and the patient groups, 
lasted between two to three hours. with each subject. 
This included the time required to establish rapport 
with the subject before the actual collection of the 
data. All the patients approached readily and willingly 
co-operated, except one in the community who 
refused to take part. 









d Harris (19788). "The events were "iidependeuthy 
ec n nicae G. Brown and T. Harris at the 


threat were regarded as suffering a severe life event 
capable of precipitating depression, given the circum- 
stances of the individual subject. Only events that were _ 
rated as severe are considered in this paper. (Details 
of all the events will be: EPOR in another paper in 
preparation). 


Results 
These are summarized in Tables I and II below. 


TABLE I — 
Severe life events, sex, age in two groups 














Patient | 

Age group Community Total 
(years) (n z 30) (n = 40) (n = 70) 
18-24 12 14 26 
25-34 11 17 28 
35-44 4 5 9 
45-54 2 4. 6 
55-64 l - 1 
Males "ee 12 21 
Females 21 28 49 
Number with 

3 23 


severe events 20 





X^ test for subjects with. severe life events—with Yates 
correction for continuity: y? == 28.06; df = 2; P «0.001. 


TABLE II 
Types of severe events in each group 
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Patients Community Total 
Type (0230 = (a = 40) (n = 70) | 
. Separation/threat (including death) 3M (46%) © 4 (66%) © 15 (50%) — 
. Extramarital affairs 3 7 0. 3 EOS 
. Life-threatening physical En to someone else 4 i 5 
. Material loss - 3 0 3 « 
. Non-loss events to subjects — 2 Ebo EE € 
. Non-loss events to others | 1 0 Ec 
Total 24 6 * 
. Alliosses (1 vos 5 
All non-losses (54-6) . 3 1 





E X 4 test for loss and nondoss events—with Yates correction for continuity; y? = 25. 79; sdf = 12; P «0.001. 
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Seventy-seven per cent of the patient group and 78 per 
cent of the non-patient group were aged between 18 
and 34 years. Females in each group were the majority 
(70 per cent in each group). Sixty-seven per cent of the 
patient group but only 8 per cent of the non-patient 
and community subjects group had experienced at 
least one severe event. The Chi-squared test is highly 
significant (P « 0.001) for this difference. Separation 
or threatened separation (see discussion) scored most 
highly (Table I1): loss events in general were the most 
common and the difference between the loss and non- 
loss events was highly significant (P « 0.001). 


Discussion 


The age distribution observed in this study is not 
surprising since Kenya, like most third world coun- 
tries, has a young population with a pyramid-shaped 
demogram and with more than 50 per cent of the 
population under 20 years of age (Ndetei, 1975). The 
female preponderance in the patient group is likely to 
reflect a true sex pattern in severe depression since 
these patients were depressed enough to require 
active treatment. The sex ratio among the controls 
could have been influenced by various factors. This 
sample was interviewed near their homes in the 
suburbs during the daytime and mostly on weekdays 
when men were likely to be away (working, looking for 
jobs or otherwise). But an attempt was made to match 
the control sample to obtain a ratio like that already 
observed in those undergoing treatment. It is, however, 
highly significant that the 18 subjects in the com- 
munity who were excluded from the control group 
because they were rated as depressed using the PSE 
were all females. 

Depressive illness was here associated with severe 
life events in the 12 months. preceding the illness. 
Events involving loss were predominant and about 
half of them were related to separation or 
perceived or threatened separation. Most of the 
separation was undesirable emotional separation in 
family members, friends and love relationships, and 
in some cases family members leaving home for 
prolonged periods of time to look for jobs. 

It is not the intention of the authors to evaluate the 
work of Brown and Harris (1978a) and the subsequent 
controversy about it (Tennant and Bebbington, 1978; 
Brown and Harris, 1978b; Shapiro, 1979; Brown and 
Harris, 1979; Harré et al, 1980; Bebbington, 1980). 
But the results of this study, though handicapped by 
small numbers, lend support to that growing school 
of thought that believes that life events have a causal 
relation to depression as expounded by Brown and 
Harris (1978a) and other workers (Paykel et a/, 1969; 
Dohrenwend, 1975). The observation that 67 per cent 


of the patient group had had at least one severe life 





event in the preceding twelve months is strikingly 
identical to the 68 per cent figure observed by Brown 
and Harris in their study of depressed females in 
London (Brown and Harris, 1978a). This support 
comes from a third world country, with different 
cultural values from those of western countries 
where nearly all the work on life events has been done. 
The fact that the life events schedule used in this 
study was developed and perfected in a totally 
foreign culture and independently rated by a foreign 
researcher with perhaps nil exposure to the culture in 
which the study was done is less relevant than the fact 
there were significant differences in the depressed and 
non-depressed groups. 

There are several implications from this study 
relevant to the Kenyan situation and that of Africa in 
general. There is a need for local research to delineate 
more precisely the social factors likely to have a causal 
relationship with depression and psychiatric illness in 
general. If psychosocial factors such as family and 
interpersonal relationships have important roles in the 
causation of depression, as this study strongly suggests 
then the psychotherapeutic approach to their man- 
agement, which unfortunately requires moré time 
devoted to each patient, is required: This presents a 
major challenge in a situation where the number of 
psychiatrists, psychologists and social workers are far 
less than the minimum required (Ndetei, 1980a, 1980b) 
and where no less than 20 per cent of those seeking 
medical attention do in fact primarily need psychiatric 
care (Ndetei and Muhangi, 1979). The need for local 
training of mental health workers, which is less 
expensive and likely to turn out greater numbers of 
professionals cannot be over-emphasized (Ndetei, 
1980b). Several observers have expressed concern at 
the relevance of training given in western countries to 
trainee psychiatrists who intend to practice in develop- 
ing countries (Leff, 1980; Ndetei, 1980b), and training 
in the various forms of psychotherapy should now be 
regarded as relevant. 
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Standardized Interviews in Psychiatry: Issues of | Reliability 


R. W. SANSON-FISHER and C. J. MARTIN 


Summary: A review of studies which used standardized interviews as a means 
. of data collection indicated that the issue of reliability was frequently neglected i in 
the psychiatric literature. It is suggested that this may be due to a misinterpre- 
tation of the concept of reliability which is apparently perceived as a permanent 
feature of an interview instrument. The importance of reliability is discussed, and 
recommendations are made as to how a methodologically adequate assessment 


of reliability might be undertaken. 


The current widespread use of standardized 
interviews in psychiatric research raises a number of 
questions about the reliability with which such 
instruments are applied. An instrument can be said 
to have been used reliably when there are small 
errors of measurement and when there is stability, 
consistency and dependability of scores for individuals 
on the trait, characteristic or behaviour which is being 
assessed (Mitchell, 1979). Commonly, reliability refers 
to the extent to which measures by one observer 
agree with the independent judgments of another 
(inter-rater reliability) or the same observer recording 
the same sequences at two different times (intra-rater 
reliability) (Kazdin, 1977). As reliability is a necessary, 
although not sufficient, condition for validity, the issue 
is obviously of considerable importance (Bartko and 
Carpenter, 1976; Maxwell, 1977), 


Individual studies have shown that interview 


instruments such as the Present State Examination 


(Wing ef al, 1974) can be used with a high degree of 
inter-rater reliability (Wing et al, 1977; Cooper et al, 
1977; Luria and Berry, 1979). However, thisshould not 
permit other researchers to assume that such findings 
will be automatically duplicated in their studies. Yet, 
a review of the 73 studies which used interview 
methods and were published in the British Journal of 
Psychiatry from 1978-80, showed that d Was 
not assessed in 77 per cent of them. 

In this paper an attempt will be made to elaborate 
issues relating to reliability, its assessment, methods of 
calculation, and its monitoring. Although much of the 
present data relating to the assessment of reliability 
comes from observational research, the similarity with 
interview procedures appears clear. Both approaches 
use observers to record the behaviour of subjects and 
employ a predetermined scoring system to organize 
and categorize the basic material; both seek to obtain, 
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maintain and express reliability. in a way which 
ensures that the interviewer or observer is not distort- 
ing the information he receives and codes. 


Components of reliability 


Of the 73 studies which used an interview procedure, 
23 per cent provided data on reliability. All of these 
presented the agreement with which the scoring of 
subjects’ responses was achieved by two independent 
raters. There are, however, at least two levels of 
potential reliability variation—that of interview 
administration and interview scoring. — 

(i) The reliability of interview administration 

While variation in the administration of an 
interview is reduced by the use of structured 
questionnaires, research suggests that inter- 
viewers may not always use the specified 
format in the same way as a function of bore- 
dom and other variables (Cannell et al, 1977). 
Moreover, most interviews which are used in 
psychiatric research can be argued to be only 
semi-structured. For example, while the PSE 
comprises a large number of standard questions, 
it also includes several defined cut off points 
which are determined by a subject's responses. 
At these points there is a possibility of inter- 
viewer unreliability. 

It. might be assumed that. disagreements in 
interview administration would invariably be 
reflected in scoring disagreements. However, 
four combinations of agreement in adminis- 
tration and scoring are possible. One of these 
is that, while interviewers may agree in the 
scoring of responses, they may disagree in the 
administration of the interview. If this occurred 
and the reliability of interviewing was not 
checked, investigators would.be led into the 
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spurious assumption that satisfactory reliability. DE 
had been achieved. The reliability of the == ~~ 
interview administration, while problematic to... 
assess (Cooper et al, 1972), might be under- 
taken by the audio-recording of the interview. . 
and then having a second interviewer compar- 
ing the style of questioning with the standard. 
Monitoring of interview administration also. 
ensures that the interview is not shaping or — . 
encouraging specific respondent. responses 





(Cannel et al, 1977). 


(ii) The reliability of interview scoring 


The responses to interview questions are 
normally scored on a number of rating scales 
according to a set of predetermined codes or 


criteria. For example, in some PSE questions, 
the symptom can be rated on a three-point 
scale (0, 1, 2). A rating of 0 represents the 
absence of a symptom, and a rating of 2 
represents its presence in a severe or marked 
form. Assuming that the questionnaire has 
been administered in a reliable way, any 
rating disagreements which result are likely to 
be due to a differential application of the 
scoring criteria. 

That 77 percent of the studies reviewed did not appear 
to have carried out any form of reliability assessment 
suggests that the issue is perceived as a constant or 
structural feature of an interview instrument. How- 
ever, there appears to be no logical or experimental 
justification for this assumption. Even when reliability 
. was tested, only interview scoring was considered to 
- bean area requiring assessment. However, since such 
agreement could be the result of the interaction 
between the adequacy of the interview administration 
and scoring agreement, there is a need to ensure that 
both components are tested for reliability. 

Ín the following sections, some of the methods 
which can be employed to assess reliability and the 
means by which this can be undertaken are outlined 
and discussed. 


When reliability should be assessed 


Of the seventeen studies reviewed which presented 
reliability figures, in only eight studies was reliability 
assessed throughout the period of the investigation. 
In seven studies, it appears that reliability was 
calculated at the beginning of the study. In the latter 
research, the assumption appears to have been, that 
once a satisfactory level of agreement had been 


.. achieved, it was maintained throughout the investi- 


. gation. However, one of at least three things could 
happen to obtained reliability after the initial training: 














$ 


© Reliability may be maintained with raters 
- applying definitions in. the same manner. In 
order to test this possibility, it would obviously 
.. be necessary to assess reliability more than 

-once in the course of an investigation. In those 
dies. where reliability has been checked over 
ime, the results indicate that agreement does 
-not remain stable ene et al, 1973; Reid, 
4970. 

AB) A second possibility i is that reliability between. 
os. Yaters may be maintained while ‘accuracy’ - 

_. declines where ‘accuracy’ refers to the extent 

to. which ratings accord with the criteria 
-defined at the inception of a study (Kazdin, 

1977). Thus, raters may consensually change 
the manner in which they apply codes and 
definitions over time. O'Leary et al (1973) 
found that observers who frequently discussed. 
and compared their ratings developed their 
own, rather than the investigators! inter- 
pretation of codes, While raters still displayed 
high agreement they had as a group 'drifted" 
away from the standards applied at. the 
beginning of the. study and were therefore 
making 'inaccurate' but reliable observations. 

(iii) A third possibility is that reliability over time 

wil not be maintained, with one or more 
raters developing an idiosyncratic style of 
scoring. For example, in a study by Reid (1970) 
it was found. that inter-rater agreement fell by 
25 per cent when observers believed that their 
ratings were no longer being checked for 
reliability. 

Such findings indicate that initial levels of agree- 
ment between raters may not be maintained over time. 
Therefore, continuous monitoring of reliability over 
the period of a study appears advisable. However, such 
assessment alone may not reveal the phenomenon of 
'consensual drift’, with the agreement between raters 
remains high while accuracy declines (O'Leary et al, 
1973). Such drift may be controlled by continually 
training interviewers together, and by periodically 
introducing newly trained raters to permit ‘between’, 
rather than ‘within’ comparisons (Kazdin, 1977). The 
establishment of sets of data with agreed upon ratings 
against which later ratings may be compared, may 
also serve an important function in maintaining 
interviewer accuracy. 





Interviewer training and reliability 

Intuitively, it seems o obvious that some interviews 
will be easier to administer and score reliably because 
they are less complex. Indeed, several studies indicate 
that reliability is lower for complex interactions, where 
the number of discriminations required of an observer 
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are greater than for interactions of lesser complexity 
(Taplin and Reid, 1973; Mash and McElwee, 1974). 
Skindrud (1972) found that the increasing levels of 
inter-rater agreement obtained over a three week 
training period (47 per cent to 68 per cent) was not 
only a function of increasing observer proficiency, but 
also of the less complex interactions which occurred in 
the second and third weeks of training. Similarly, 
observers who have been trained to rate ‘predictable’ 
behaviour (ie. conversations with redundant in- 
formation) were less reliable than when they later 
coded ‘unpredictable’ behaviors. Observers trained 
with sequence which were unpredictable did not display 
a decline in reliability (Mash and McElwee, 1974). 

Thus, if observers are trained on data of low 
complexity, assessments of reliability based on ratings 
from such material may be spuriously high and may 
not generalize to the experimental phase, where the 
complexity of interactions is greater. In interview 
studies, interviewers may be trained to administer and 
score a standardized psychiatric interview reliably 
with a control or community sample. In these subjects, 
the extent and severity of symptomatology, and hence 
the complexity of the data, may be lower when 
compared to an in-patient sample. In the latter group, 
the discriminations required for the administration 
and scoring of the interview are likely to be of greater 
complexity. 

As a result of the interaction Beton complexity 
and reliability, it is recommended that interviewers 
should be trained on material which reflects à similar 
level of complexity that will be encountered in the 
investigative stages of the study. 


The reactivity of reliability assessment 


Research by Taplin and Reid (1973) indicates that 
if observers know that reliability is being assessed, 
they apply the rating standards more stringently in an 
effort to achieve the required level of agreement. 
When raters were unaware that reliability was being 
checked, the level of agreement dropped when 
compared to overt reliability assessment. On the days 
when spot checks were expected, the level of agree- 
ment was found to increase. (Reid, 1970; Romanczyk 
et al, 1973; Kent et al, 1977). 

Any changes i in rater performance over time may, 
therefore, not be identified by overt assessment, 
suggesting that covert reliability checks might be 
advisable. One way in which this could be achieved 
would be by audio-taping all interviews. This would 
allow a second rater to select randomly interviews for 
re-rating throughout an investigation. 

A further source of observer reactivity which may 
bias reliability estimates has also been identified. 
O'Leary et al (1975) found that if observers were 


informed of what to expect in a video-taped inter- 
action (e.g., a decrease in disruptive be 





ehaviours) and 
were given feedback by the investigator in the form of 
approval or disapproval of their results, observations 
were found to be biased in the perceived desired 
direction. Expectancies alone, however, do not 
appear to be capable of influencing data (Kent er al, 
1974; Redfield and Paul, 1976). Rather, it appears 
that it is the specific effects of expectations combined 
with feedback from an influential Hate which may 
cause bias. 

As a result, while it may be difficult to fully control 
for interviewer expectancies, it is recommended that 
the principal investigator should give few indications 
as to the desirability of the obtained results. Potential 
biases may also be controlled by having independent 
raters periodically check the data (Kazdin, 1977). 


The unit of data for calculating reliability 


Data from standardized interviews can usually be 
analysed at more than one level. For example, PSE 
scores can be analysed at the level of the individual 
symptom (item), or scores for related symptoms may 
be grouped together to yield syndrome scores (e.g., 
general anxiety). Alternatively, an overall category 
such as psychiatric case vs. non-case, based on the 
number and severity of certain symptoms, can. be 
calculated. The appropriate unit of data on which 
reliability is calculated should be dependent upon the 
unit of data used in the analysis. Ideally, agreement 
should be calculated on the unit of data which is to be 
used in subsequent analyses (Hartmann, 1977). 

This would mean that if a later analysis is concerned 
with assessing the extent and severity of psychiatric 
symptomatology, reliability should be calculated on 
the full range of possible scores for each symptom- 
item. Assessing agreements merely for ratings of 
symptom presence or absence (e.g, in the PSE— 
O vs. 1, 2) could be considered inadequate if the 
extent or severity is of interest in the analysis stage. 
In the same way, the use of syndrome scores or 
derived categories may give an inaccurate represen- 
tation. of the actual level of agreement between 
raters, Raters may show agreement in their section 
scores or in their assignment of a category, but 
disagreement in item scores, on which the derived 
scores are based. 

An example (Table) in which simulated PSE scores 
are provided may illustrate these points. 

Three units of data can be identified in this example, 
each of which would yield a different estimate of inter- 
rater agreement if used as the base for reliability 
calculation. The first unit is a syndrome score which 
is the sum of certain symptom scores. For example, a 
rating id 2 for the syndrome 'general anxiety' requires 
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TABLE . 
Simulated scores for section: ‘Autonomic anxiety’ (PSE: 9th 
| Balas 
| | PSE Scores. | 
- Raters i 
Symptom v 1 E 2 | 
Free-floating anxiety E un [ f 
Anxious foreboding. 2 1 t 
Panic attacks — 0 0 »t 
Situational anxiety L 2 f 
Anxiety on meeting people PA l T 
Specific phobias l 0 
Anxiety avoidance 0 l 
General anxiety (syndrome 
score) «3 2 


Rating scale: 0 = absence of symptom, 
1 = presence of symptom (moderate variety). 
- 2 = presence of symptom (marked severity). 
* Agreement for severity rating (trichotomised scores). 
T Agreement for presence/absence rating (dichotomised 
scores). 


a rating for the symptom *free floating anxiety' plus a 
rating for either ‘specific phobia’ or ‘anxiety avoid- 
ance’. Thus, the.two raters in the. presented example 
show complete agreement but have based their 
rating on the presence of different symptoms. The 
dichotomized item agreement rate (0. vs. 1 or 2) is 
71 per cent, whereas agreement for the trichotomized 
item scores (0 vs. 1 vs. 2) is only 29 per cent, Given this 
variation, it seems reasonable that reliability cal- 
culations should be carried out at the. level of the 
individual item, and that the full range of the rating 
scales be utilized. 


Methods of calculating reliability | 


The statistical. method employed for calculating 
reliability is a further determinant of the magnitude.of 
the reliability coefficient obtained (Kent and Foster, 
1977). Even when applied to the same data, different 
statistical techniques may yield different agreement 
values (Hartmann, 1977). Hall (1974) suggests that a 
statistical test for calculating reliability with rating 
scales should be distribution-free, allow credit for 
partial rater agreement, correct for differences in rater 
mean scores, make use of individual items in the 
rating scale, and correct for rater agreements due to 
chance alone. Just as raters may agree because they 


. are applying definitions or codes in the same way, they 


T a may also agree simply by chance. 
"Two statistical techniques which are commonly 


used to calculate reliability, but which are open to 


criticism on the above grounds, are percentage 
agreement and product-moment correlation. 


v @ Percentage agreement 
— —.. In this method, the total number of agreements 
— .. ;between raters is divided by the sum of agree- 
hs ments plus disagreements. and multiplied by a 
_. hundred, making it a relatively simple means of 
calculating agreement. However, percentage 








agreement-has.a number of drawbacks: it has 


no established lower level of acceptability 
(Hartmann, 1977), although estimates of 70- 
80 percent are usually considered satisfactory 
(Kazdin, 1977). Furthermore, it does not take 
account of chance agreement between raters. 
As a result of these criticisms, it has been 
suggested that only a low level of percentage 
agreement serves any useful function in in- 
forming about the unreliability of data (Kent 
and Foster, 1977). 


(ii) Product-moment correlation — 

This is a well-known estimate of concordance 
based on paired scores, a coefficient of -- 1.00 
reflecting. perfect. agreement between raters. 
Although there exist established levels of 
significance dependent. on the total number of 
paired ratings, the product-moment correlation 
does not explicitly control for chance agree- 
ments. As à result, it can also be argued to be a 
less than. robust test of reliability. 

Of the seventeen studies which presented reliability 
data, fourteen used either product moment corre- 
lations or percentage agreement. 

(iii) Kappa | | 

One statistic. which fulfils all the criteria 
outlined by Hall-(1974) is the weighted kappa 
(Cohen, 1968) Kappa is represented by 
(Po-Pc)(I-Po), where Po. is the proportion of 
observed agreements and Pc is the proportion 
of chance or expected agreements. It is a 
correlation-like. measurement which can be 
tested for significance for different probability 
values. Despite these advantages, kappa was 
used by only three studies reviewed. If kappa 
is used to calculate reliability, the number 
of points on. the rating scale has implications 
for the sample size or number of trials across 
which agreement should-be assessed. Thus, a 
3-point rating scale would require a sample 
size of at least twenty. while a 7-point scale 
.. would need a sample of around one hundred 
. . (Ciccheti, 1976). . | 





142 STANDARDIZED INTERVIEWS IN PSYCHIATRY : ISSUES OF RELIABILITY 


(iv) Analysis of variance | 

Another method of calculating reliability is 
that described by generalisability theory which 
uses the statistical technique of analysis of 
variance (Cronbach et al, 1972). Generalis- 
ability theory assumes that there are a number 
of sources of variation in any measurement, 
each of which is called a facet. Each facet is 
treated as a separate condition in the analysis, 
and might include interviewers, coders, sub- 
jects and occasions. By systematically sampling 
conditions for each facet, and carrying out an 
analysis of variance across all scores, it is 
possible to obtain a generalisability coefficient 
which would reflect the size of the contribution 
of each facet to the observed scores (Mitchell, 
1979), Thus, if measurements were shown to 
vary as a function of the scorers, this would 
indicate one source of variance or instability 
in the data (Jones et al, 1975). 

However, although it is a powerful statistical 
tool, this form of analysis could be considered 
to be more complex and rigorous than required 
by all but the most sophisticated research 
endeavours. 

As a result of such concerns and given the limitations 
of interview studies in psychiatry, it is suggested that 
kappa currently represents the most appropriate 
statistic for calculating the reliability of interview 
administration and scoring. A fuller discussion of 
available statistical methods for calculating reliability 
are discussed by Bartko and Carpenter (1976) and 
Hartmann (1977). 


Conclusions 


It has been argued that reliability is not a constant 
feature of an interview instrument and should be 
estimated whenever a particular schedule is employed. 
A survey of studies using interview methods indicated 
that this does not appear to be current practice; only 
23 per cent of the reviewed studies carried out any 
any form of reliability assessment. Furthermore, 
none of these studies examined the reliability of 
interview administration. Given that this may affect 
the nature of the results, it is suggested that it be 
monitored whenever possible. The reliability of 
interview administration could be checked by having a 
second interviewer listen to the audio-taped interviews 
and scoring their agreement or disagreement with the 
administration of the questionnaire. 

- When assessing administration or scoring reliability 
the following procedures are recommended: 

(i) In órder to ensure adequate levels of agreement 

-= over time, reliability should be continually 

monitored throughout an investigation. Ideally, 


interviewers should. be trained together with 
newly trained interviewers periodically intro- 
duced to permit between, rather than within, 
group comparisons. Sets of data with agreed 
ratings should also be utilised so that the 
accuracy of rater performance can be assessed. 
These procedures should help to prevent 
changes in reliability and consensual drift by 
the raters. 


(ii) Audio-taped interviews should be selected on a 
random basis for assessment in an effort to 
reduce rater reactivity to reliability checks and 
hence potentially spuriously high agreement 
figures. 

(iii) Given the impact of complexity on reliability, 
raters should be trained to satisfactory levels of 
agreement using material similar to that which 
they are likely to encounter in the investigative 
stage of the study. 


(iv) Since feedback by the principal investigator 
about the desirability of obtained ratings may 
influence reliability, comments by the resear- 
chers should be limited to the accuracy of 
ratings. No comments should be made which 
may indicate the direction in which it is hoped 
the results will go. 


(v) Because of the variation in levels of agreement 
which can be obtained using different units of 
data as the base for reliability assessment, it is 
recommended that agreement should be 
calculated on the smallest unit of data which is 
to be used in subsequent analyses. 


(vi) As a result of the spurious infiuence of sample 
size and scale range on reliability estimates, 
chance-corrected statistics such as kappa 
should be used whenever there is a probability 
of chance agreements. 


While it is acknowledged that the offered recom- 
mendations will lead to an increase in research time, 
this may be a necessary outcome if a high scientific 
standard is to be maintained in psychiatric research. 
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VI. Experimental Study: Eliciting Feelings 


A. COX, D. HOLBROOK and M. RUTTER 


Summary : 


Four experimental interview styles, designed to differ in the extent of 


their use of active fact-oriented and active feeling-oriented techniques, were 
compared in relation to their use in the initial diagnostic interviews with the 
mothers of children referred to a psychiatric clinic. All four styles proved to be 
effective in eliciting emotions and feelings, but the findings suggested that each 
was effective for different reasons. It appeared that emotional expression could 
be encouraged by the interviewer's response to emotional cues, by a reflective 
style with little factual cross-questioning, by the use of direct requests for self- 
disclosures, by the optimal (but not necessarily maximal) use of interpretations 
and expressions of sympathy, and by direct requests for feelings. 


A wide variety of non-verbal and verbal techniques 
to elicit emotions and feelings have been suggested 
but sound evidence on their relative efficacy is lacking 
(Cox and Rutter, 1977), Our naturalistic study of 
diagnostic interviews by psychiatric trainees with the 
mothers of children referred. to a psychiatric out- 
patient clinic suggested the importance of both active 
and inactive feeling-oriented techniques (Hopkinson 
et al, 1981), Thus, more emotions tended to be 
expressed in interviews where the psychiatrist was not 
unduly talkative and was restrained in his use of 
interventions and interruptions. But analyses of the 
sequences of interviewer actions and informant 
responses also showed that the interviewer's use of 
open questions, of direct requests for feelings, of 
interpretations and of expressions of sympathy, 
tended to be immediately followed by the informant's 
expression of feelings. The interpretation of these 
findings was uncertain however, in view of the fact 
that the investigation was non-experimental in design 
and that interviewers tended to be rather inconsistent 
in their use of feeling-oriented techniques. As a result, 
it was not possible to determine the direction of 
causal influence in an unambiguous fashion. An 
experimental design was required for that purpose; 
this paper reports such a study. 


Methods 
-Four contrasting interview styles were compared. 
The styles were chosen on the basis of an earlier 
naturalistic study (Rutter and Cox, 1981) which had 
suggested the importance of four active techniques for 
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obtaining detailed factual information (Cox et al, 
1981), and five active techniques for eliciting 
emotional feelings (Hopkinson ef al, 1981). The 
experimental styles derived from these findings con- 
sisted of the four permutations based on combinations 
of high and low usage of these two sets of active 
techniques. 

The first, designated a sounding board style, 
approximated to a style based on a low usage of both 
sets of techniques and was nearest to the ‘minimal’ 
activity psychiatric interviewing methods advocated by 
Finesinger (1948). The second, designated an active 
psychotherapy style, involved a low use of active 
fact-oriented techniques and a high use of active 
feeling-oriented techniques. It was nearest to the 
diagnostic approach advocated by psychotherapists 
such as Balint (Balint and Balint, 1961) and Gill (Gill 
et al, 1954). The third, structured style, was based on a 
high use of active fact-oriented techniques and was 
closest to the present state examination developed by 
Wing and his colleagues (Wing et al, 1967; 1977). The 
fourth, systematic exploratory style, involved a high 
use of fact-oriented and feeling-oriented techniques. It 
was fairly close to a manner of interviewing which has 
many advocates but which may be exemplified by the 
techniques developed by Brown and Rutter (Brown 
and Rutter, 1966; Rutter and Brown, 1966; Quinton 
et al, 1976)... 

Using quantified measures of tested reliability 
(Rutter and Cox, 1981), these four experimental 
styles were compared and found to be markedly 
different in the manner required by their operational 
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mpanying ameery Dosage and administration: Many depressed pabents will benett trom an imihial dose of na twice or three urne jay, and this may be adjusted according lo response alter 7-10 days | 
ts. particularly the elderly, who are known to be senstiye to the effects of psychotropic drugs the r nmended initial dose Smg three times a day The il dose range is 7 mag Merital daily 4 
e made Contra-indications, warnings, etc: se n pre ompt 
eulte and adverse eflect ) 'evOdopa and ote 


d E 
egnancy only A ere are compair 
joparnine BOOTHS! ISe wih Caubon 
hance restiessne 
Ie t Menta * (ha 
ra we g d 
Lneonhct 3 










Iricyclics help the depression 
but what are they doing 
to the heart? 








- Amitriptyline overdosage: | 

~~ A . “Lead J of the electrocardiogram taken on admission shows... 

ss supraventricular tachycardia in the last three complexes of the | 3 
LU tracing... preceded by nodal rhythm and two ventricular ectopic beats?” 


While tricyclic antidepressants help relieve depression, they also 
have a number of unwanted side-effects and can be cardiotoxic even at 
therapeutic dosage.’ Cardiac arrhythmia following tricyclic overdosage 
can be fatal>* 

Norval is as effective as amitriptyline’ but does not produce the 
adverse “tricyclic” cardiovascular effects?" Therefore Norval may be 
given with confidence even to patients 


with pre-existing heart disease® N Oo (V à i 


'elieves depression but leaves the heart alone. 
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definition (Rutter et al, 1981). Moreover, not only | 


were the styles designed to be similar to styles pract- 
iced and recommended by experts in the field, but also 
the two experienced clinicians who utilized all four 
styles found that it was readily possible to keep to the 
rules of the operational criteria and yet still feel and 
appear both natural and also interested and responsive 
to the informant. M: 

The experimental design involved the study of the 
initial interviews with the mothers of children re- 
ferred to the Maudsley Hospital psychiatric out- 
patient department. Each mother was interviewed 
twice, a different style being employed on each occa- 
sion by a different interviewer. Six mothers received 
the structured style first and the sounding board 
second, six had the same interviews in the reverse 
order; six had the active psychotherapy style first and 
the systematic exploratory second; and six had the 
same two interviews in the reverse order. Mothers 
were randomly allocated to the four conditions. Two 
experienced interviewers were used and each did an 
equal number of first and second interviews, and an 
equal number of interviews with each style. For each 
pair of styles a three factor, repeated measures, 
analysis of variance was performed to test for differ- 
ences between styles and between interviewers and for 
order-effects. Because the pairing was made on the 
basis of active fact-oriented techniques, the effects of 
active feeling-oriented techniques could be examined 
only by comparisons across groups. The statistical 
model is described in paper IV (Rutter et al, 1981). 

All interviews were with the mother on her own and 
all were undertaken in the same room with facilities 
which allowed the interview to be video and audio- 
taped in full, with the mother's prior consent and 


approval. The two experimental interviews took place 


during the usual waiting period for a diagnostic 
appointment, with a gap of one to three weeks bet- 


ween interviews. Families were excluded where the 
parents were immigrant or where colloquial English 
was not the usual language spoken at home. In 
addition referrals made for a second-opinion or to- 


consider admission to hospital were excluded, as were — 


cases in which psychosis, mental retardation or 
marked organic problems were suspected. All inter- 
views were analysed in detail by someone other than 
either of the two interviewers using measures of tested 
reliability (Rutter and Cox, 1981). ae 


Results 

The first question with respect to the expression of 
feelings is whether the interviewer techniques which 
appeared effective in the naturalistic study, when an 
analysis was undertaken of the frequency with which 
expressions of feeling followed different interviewer 
actions, appeared similarly effective in the present 
experimental study. The findings are shown in Table I. 
In this analysis it was, of course, essential to control - 
for the context of interviewer actions, in order to rule 
out the possibility that particular actions were often 
followed by expressed feelings simply because they 
were employed at a time when informants were 
already expressing feelings. é 

It is evident from Table I that all the interviewer 
techniques found to lead to the expression of feelings 
in the mother’s next floorholding in the naturalist 
study also did so in the experimental interviews, The 
associations were both strong and also held up well 
after controlling for context. In other words the 
techniques were effective in eliciting feelings both 


TABLE L 


Sequentíal analysis: context of interviewer action and feelings expressed 
(Experimental study) 








Informant response 


Preceded by own expression 


Not preceded by own expression 
- of feeling | of feeling 





% With feelings 75 With feelings 
93.1 (n = 58)*** 
72.7 (n = 99)*** 
79.0 (n = 252)*** 
81.3 (n = 358)*** 
90.2 (n = 163)*** 
48. 1:(n = 378) 


Request for feelings (n — 88) 
Request for self-disclosures (n — 158) 
Open questions (n = 516) 
Sympathetic statements (n = 428) 
Interpretations (n = 197) 

Other closed questions (n = 738) 


70.0 (n = 30)*** 
67.8 (n = 59)*** 
58.0 (n = 264)*** 
65.7 (n = 70)*** 
79.4 (n = 34)*** 

35,8 (n = 360) 





Comparison with closed questions 
erty: df 1; P <00] 
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when the previous informant floorholding included 
some expression of feelings, and also when it did not. 
It should be noted, however, that the majority of 
specified feeling-oriented techniques were in fact used 
by the interviewers immediately after the informant 
had shown some expression of feelings. Thus, they 
were being used more to perpetuate than to initiate 
emotional expressions. The two exceptions to this 
tendency were open questions and requests for self- 
disclosures. Nevertheless, both were significantly 
effective in eliciting feelings. This is important because 
they cut across interview styles. The structured style 
included a high number of requests for self-disclosures 
and the sounding board had a high proportion 
(although not number) of open questions. Because of 
this, these two styles which were supposedly low on 
specific feeling-oriented techniques might be expected 
to elicit a relatively high amount of feelings in spite of 
the low rate of interpretations, expressions of sym- 
pathy and requests for feelings. 





Differential effecti veness of feeling-oriented techniques 
according to style 


The analysis of the frequency with which various 
interviewer actions were immediately followed by 
expressions, of feeling examined only the immediate 
effects of specific techniques. These are important but 
also it is necessary to consider more enduring effects of 
different styles. Thus, the minimal intervention tech- 
nique used in the sounding board style is thought to be 
effective because it encourages the informant to express 
freely her real concerns and feelings without the 
intrusion and possibly suppressive effect of specific 
probes, questions.and cross-examination. 

Similarly, the systematic exploratory style aims to 
start with an extended period of open questions, 
minimal probing, and a ready response to emotional 
cues because it is thought that this will create an 
appropriate set towards the expression of feelings and 
attitudes. It might be expected that this set would 
continue to have an effect later in the interview even 


when much more systematic questioning and probing 
was required. 

These notions were examined i in two different Ways. 
First, the system of pairing interview styles which was 
used allowed examination of the possible emotion- 
suppressive effects of active fact-oriented techniques 
(see Table I1). Within the pair of interviews which 
made extensive use of active feeling-oriented tech- 
niques (interpretations, requests for feelings, etc), the 
amount of factual probing had no significant effect on 
the number of feelings expressed, although there were 
more feelings in the style with few probes and little 
cross-questioning (89.9 vs 105.6), Within the pair of 
styles which made little use of active feeling-oriented 
techniques, the amount of factual probing made no 
difference to the expression of feelings (84.1 vs 84.2). 

It seems that systematic questioning on factual 
matters has no overall substantial suppressive effect on 
the expression of emotions. However, this largely 
negative finding could be an artefact due to the 
effectiveness of certain fact-oriented techniques (such 
as requests for se/f-disclosures) in eliciting feelings 
(see Table I). 

The active fact-oriented techniques could well have 
been successful in eliciting emotions just because they 
included extensive use of requests for self-disclosures 
(Rutter et al, 1981). However, it was also import- 
ant to determine whether active probing altered the 
informants' responses to the specific feeling-oriented 
techniques other than the requests for self-disclosures. 
This could be done by comparing the mothers' 
immediate responses to specific techniques in the 
different interview styles. The. responses to active 
feeling-oriented techngiues are shown in Table III. 
Irrespective of style, interpretations, requests for 
feelings and sympathetic statements were followed by 
the mothers' expression of feelings in about four-fifths 
of her next floorholdings. As required, the absolute 
number of these techniques varied very greatly by 
style, but their effects were similar whenever they were 
used. Thus, 88 per cent of the 120 interpretations in 


TABLE li 
Effects of active probing on expression of feelings 


rem t i ar AP Rm eU et tum Tritt tentiae HH mte eate teme s ttn Lettre minimam 


Amount of factual probing 





Low | 
——— - Significance 
Mean no. feelings expr. 


(S.D) Pairedt df — P 


High 
Mean no. feelings expr. 
(S.D.) 
High 89.9 (19.0) 
Active feeling-oriented techniques 
Low 84.1 (25.6) 


105.6 (32.0) 1.79 11 N.S. 
84.2 (23.4) 0.01 lH N.S. 


aaarnas 
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the active psychotherapy style were followed by: the 
. expression of feelings, as were 88 per cent of: the ] 
Quo) used i in the sounding board style. 
_ There was some difference, however, in the effects ol 
en. questions in that rather fewer elicited feelings ir 
' techniques with a high amount of fact 
n ung (63 vs 74; x = 3, 91; df1;P <0. 02). 
- dr C 
erviewer actions (i.e. actions which were not op ) iu 
estions,. requests for feelings, requests. for self- .— itm ay be. coricinded that the overall interview P E 
- disclosures, - interpretations - or expressions of sym- — probably. creates a set which influences how much. 
c pathy (see Table IV)). In the two techniques with very feeling is expressed in response to neutral questions, ^. 
- jittle factual: cross-questionings, 57 per cent were Feelings are more likely to be expressed in styles o 
followed by the expression of feelings. In contrast this which do not have a great deal of factual probing and _ 
occurred in only 34 per. cent in the owe two eem cross-examinations, On the other hand, the active 























sin. a 4 pe /e ip cae eoa and. soundi 
t les 9 to 10 pere cent did so (x? = 22. 09; df 
























niques. | | | feeling-oriented techniques work in much the same 
| TABLE IH "t 
= | | Response to active feeling oriented techniques according to interview style 
Interview styles d 
A B NE o D 
Structured Systematic expl. ^ Act. psychoth. Sounding bd. 
75 responses . )4responses yA responses  % responses 
with feeling (n) with feeling (n) with feeling (n) with feeling (n) 
Interpretations 86.7 (15) 87.0 (46) . 88.3 (120) 88.2 (17) 
Requests for feelings Lon 80.0 (5) 80.8 (26) .86.5 (52) 100.0 (5) 
Sympathetic statements | oss 2069.4 (36) 80.8 (94) 81.8 (132) 75.0 (36) 
E Open questions 60.8 (166) 65.2 (138) 73.3101) — . 73.6 (110) 





Open questions A vs D: x? = 4. 27; : df 1; P «0.05. 
(9 Other differences non-significant. 
TABLE IV 


. Proportion of non-specific interventions* followed by expression of feelings according to interview style 





„Amount of factual il probing | 











High | Low : 
7o non-specific interventions* % non-specific interventions* - —— | 
followed by feelings (n) followed by feelings (n) , E "^ df P 
High . 36.6(n-489) |. 58.6 (n — 251) | 31.8 = 1 ^ P «.001 
Active feeling- Low 31.7 (n — 665) 55.8 (n = 344) 53.8 1 P < :001 
oriented techniques | ; ^ 
Total ... 33.8 (n = 1154) 57.0 (n = i999): (85. 8 1 P < 001 





Ge. ‘Interviewer actions which were not open questions, requests for feelings, pease for acl iclosures: interpretations 
or expressions of sympathy. Many were factual closed questions). 
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way regardless of the overall interview style. More- 


— over, one: upposedly fact-oriented technique (re- 





quests for :if-disclosures) was also very effective in 
| eliciting feelings.» 


Amount. oj : feelings Pen in different styles 


Taken altogether, the four interview styles did not 
differ significantly in the number of feelings expressed 
by mothers (see Table Il). However, this analysis is 
complicated by the differences between the two inter- 
viewers: Interviewer A.not only used more active 
feeling-oriented techniques. (see above) but also 
obtained a higher number of expressed feelings. 
Because of this difference, it was necessary to analyse 
the results separately for each interviewer (see Table 
VI). There was still no significant difference between 
styles in the number of feelings expressed. With both 
interviewers, more feelings were expressed in the two 
styles using many active feeling-oriented techniques 
(Interviewer A: mean of 103.3 vs 93.2; Interviewer B: 
91.2 vs 75.1), but within-style variation was high and 
the differences between styles fell short of statistical 
significance. 


However, it should be: appreciated. that these were 
not comparisons within pairs. Because the pairing 
was made on the basis of active fact-oriented tech- 
niques, these analyses necessarily refer to comparisons 
between different informants as well as different 
styles. The consequence is that the within-style (i.e. 
between informant) variation makes the chance of 
finding significant between-style differences less than 
with. the comparable analysis on gathering factual 
information. 

Further, these analyses have assülied that the 
intended experimental interview styles were in fact 
carried out precisely in the manner specified; the 
results showed that this was indeed usually the case 
(Rutter et al, 1981). However, some interviews by both 
interviewers fell short of what was required; in 
particular, there was a tendency for systematic 
exploratory interviews to have too few active feeling- 
oriented techniques and for the sounding board style 
to have too many. Table VII repeats the style com- 
parisons after excluding these aberrant interviews. 

High use of active feeling-oriented techniques was 
operationally defined in terms of a level of inter- 





TABLE V 
Proportion af non-specific* interventions followed by self-disclosures according to interview style 





Amount of factual probing 


High Low 
Significance 
25 followed by 75 followed by MÀ M 
self-disclosure (n) self-disclosure (n) x? df P 
di " High 4.3 (n — 491) 10.7 (n = 233) 10.28 1 < .01 
Active feeling-oriented techniques Low 3.1 (n = 670) 8.0 (n — 350) 10.86 1 < .001 
Total 3.6 (n — 1161) 22.09 i < .001 


9.1 (n = 603) 


{*ie. Interviewer actions which were not open questions, requests for feelings, requests for self-disclosures, interpretations 
or expressions of sympathy. Many were factual closed questions). 


TABLE VI | 


Total number of feelings expressed in different interview st styles 
( Experimental interviews as specified) 


A B. 


Interview styles 


Significance 
Structured. Systematic expl. Act. psychoth. Sounding bd. (A+D vs B+-C) 
ME Mean no. feelings Mean no. feelings Mean no. feelings ^ Mean no. feelings ————————————— 
. Interviewer : (S.D) (S.D.) (S.D.) (S.D. dus d Po 
ree ee 96.7 (28.8) 89.7 (21.1) 117.0 (18.7) 89.7 (20.1) 1.04 46 NS 
Boo 7.5052) ——— 88.2(18.5 78.7 Q6.9) — 


ere e n SH ta, 


94.2 (39.8) 








” 











oriented techniques in terms of a rate of closed 
questions above the median, Fig structured, four 
sounding board interviews were ir meter correctly 
according to these post hoc criteria. The differences 
between styles in number of feelings expressed is now 
considerably strengthened. The finding supports the 
- hypothesis that a high use of active feeling-oriented 
- techniques increases the number of feelings expressed. 
However, the result must be treated with considerable 
caution because the analysis departs from the strict 
experimental design. 


Experimental and naturalistic interviews compared 
Lastly, the experimental and naturalistic interviews 
may be compared in order to assess the importance of 
interviewing skills and experience in eliciting the 
informants’ feelings. Table VIII shows that all four 
|. experimental styles elicited far more feelings than did 
_. ^ the naturalistic interviews. This suggests that skills in 
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. pretations/expressions of sympathy/requests for feet- ~ 
ings above the median and high use of active fact- i 
-tect 


E « Oo M 
rviewing as well as styles and techniques may be ~ 





comparable to the structured and sounding board 
styles in their low usage of feeling-oriented tech- 
niques. However, this does not explain the superiority 
of these two experimental styles i in the elicitation of 






feelings, although it may go some way to explaining — 


the superiority of the other two. Other findings ` 
suggest two likely explanations. . "rst, in all. four 
experimental styles the interviewers responded to a far 
higher proportion of emotional cues than did the 
psychiatric trainees in the naturalistic study. This 
generally greater responsiveness probably did much to 
encourage the expression. of feelings and emotions. 
Secondly, as shown in Table X, there was a better 
response to the active feeling-oriented techniques in 
the experimental interviews. This suggests that the 
techniques were better timed or more skillfully 
employed in some way by the experienced inter- 
viewers. As with the gathering of factual information, 





TABLE VII 


Total number of feeling expressed in different interview styles | 
(Experimental interviews fulfilling criteria) 

















Interview styles 
Significance 
Structured Systematic expl. Act. psychoth. Sounding bd. (A--D vs B--C) 
(n8) (n = 4) (n = 10) (n = 7) —— 
Mean & D.) Mean (S.D.) Mean (S.D.) Mean (S.D.) t df P 
No. of feelings | | ! 
expressed 73.1 (17.0) 95.3 (13.6) 109.4 (25.1) 71.0 (14.4) 4.67 27 .001 
TaBLe VIII 





Naturalistic 


Feelings expressed i in experimental and naturalistic styles 





INTERVIEW Srvus. pe 








| Experimental . 
Mothers jt. Mothers indiv.  Biraonirea Systematic ct. psychoth. Sounding bd. | 
s mE Mean (S.D. ) Mean e D. ) Mean oF D. dn Mean bs DY i -Mean(S.D.) Mean (S.D.) 
No. feelings expressed | T RE . "S A l cx a 
(first 30 mins) 24.5 039. 2503.5 40.4 (14.3) 45.0 o. 9. 52.8(17.3) 40.8 (13.4) 
All naturalistic | All experimental 
(mothers only) 
Mean (S.D.) / Mean (S.D) 
24. 8 (12.9) b 8 (4. ^ 





(t = 6.56; df 80; P<: E 


; All differences between naturalistic: and experimental interviews ately significant - 





ortant. Table IX compares the feeling-oriented = 
| tiques used in the two parts of the study. Itis ^ -— 
evident that the naturalistic interviews were closely 
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TABLE IX . E 
Feeling-oriented techniques in experimental and naturalistic styles 





tapenitantal | 

















Naturalistic 
: : Systematic expl | | Structured + 
Interviewer | Joint Individual Total +act. psychoth. “sounding bd. 
techniques . Mean (S.D.) Mean (S.D.) Mean G. D.) Mean 6. D. ) | Mean(SD) 
Mean no. 
interpretations/ - 
iympatity/reduests | uA E 
for feelings : 6.0 (4.5) 7.4 (4.2) 11.9 (9.6) 17.6 (9.9) 6.2 (4.7) 
o5 feeling cues . | | 
responded to 10.4 (15.0) 7.2 (5.0) 37.0 (22.0y 50.1 (18.27 23.9 (17.3) 
Differences from naturalistic individual: t df P 
| | i 2.41 37 «.05 -— 
a 4.71 33 < .001 
? / 8.48 37 « ,001 
3 10.70 33 « ,001 
5 4.35. 33 < .001 
TABLE X of interpretations and of expressions of sympathy; 
Efficiency of feeling-oriented techniques in experimental and and the utilization of open rather than closed 
naturalistic interviews questions. The two types of direct requests were much 
less dependent on context for their efficacy. 
Actions followed by expression As with active fact gathering techniques (Cox et al, 
of feelings 1981), these feeling-oriented interventions were 
Natdralisüc- Experimental found to be considerably more effective in the experi- 
7 o7 mental interviews. Skills and experience appeared to 
be important. The timing and choice of interventions 
Interpretations 44.0 87.9 was probably as important as the frequency with 
which they were used. However, the experienced 
Expressions of sympathy 47.0 79.2 interviewers also differed in being more responsive to 
ie the mothers’ emotional cues and it seems likely that 
Requests for feelings 58.0 85.2 





y? df 1: all differences between experimental and natur- 
alistic significant at 1 75 level. 


the techniques used are important but so also are the 
skills with which they are employed. 


Discussion and. Conclusions 

Analyses of interviewer action-informant response 
sequences in both naturalistic and experimental 
studies strongly indicated the value of various specific 
feeling-oriented techniques as a means of getting 
informants to express feelings in their next response. A 
study of the context of these interventions indicated 
that they were effective in both initiating and per- 
petuating the expression of feelings although the 
techniques differed among themselves as to where they 
did best. The techniques included direct requests for 
feelings and direct requests for self-disclosures; the use 


this also played an important part in their greater 
success in eliciting feelings. 

A third finding with respect to feelings is that these 

were more likely te follow closed questions in the two 
styles which made a low usage of active factual probing 
and questioning methods. It may be that the overall 
style has a pervasive effect quite apart from the. 
immediate consequences of active feeling-oriented 
techniques. 
Fourthly, the gathering : of good factual information 
is entirely compatible with the successful eliciting of 
emotions and feelings. The two aims require rather 
different methods but they are readily combined and 
need not interfere with one another to any substantial 
extent. 

The findings bin: comparisons between different 
experimental styles were compatible with the sug- 
gestion that a greater use of interpretations, expres- 
sions of sympathy and other active feeling-oriented 
techniques leads tæa greater expression of feelings. 








. to be made across informants rather than within, 
. of interviews with the same mother. This greatly 
~ reduced the power of the comparison and allowed the E 
-> = differences between informants to have a relatively. 

—.. greater effect. Secondly, the comparisons were com- 
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However, although the differences were in- the i 
they fell short of statistical’. 
significance in the main comparison. There may. be | 


expected direction, 


several explanations for this. First, unlike the situation 
with fact gathering techniques, the comparisons had 


podus plicated by unintended between-interviewer differ- 





ences, and by some interviews which failed to fulfil the 


experimental style criteria. These may have played a 
part in concealing real differences. Thirdly, it is clear 
that some informants express a great deal of feelings 
regardless of how they are interviewed. It may be that 
the specific feeling-oriented techniques only make a 
great difference with the more reticent informants. 
Fourthly, the effective techniques as indicated by the 
analysis of interviewer action-informant response 
sequences cut across designed contrasts in styles in so 
far as one of them (direct requests for self-disclosures) 
is concerned. This technique was more commonly 
employed in the active fact-oriented styles than in the 
active feeling-oriented styles, because its efficacy in 
eliciting feelings was not evident at the time the 
experimental study was designed. Fifthly, quite apart 
from the specific techniques, a lack of undue probing 
and questioning seems to facilitate the expression of 
emotions. 

We may conclude that probably there are a variety 
of rather diverse ways by which the expression of 
emotions may be encouraged. The evidence suggests 
that these include: (a) a response to emotional cues; 
(b) a. reflective style with little factual cross-question- 
ing; (c) the use of direct requests for self-disclosures; 
(d) the optimal (not necessarily maximal) use of 


interpretations and expressions of sympathy; and (e) 
direct requests for feelings. However, the rigorous 


testing of these suggestions requires a further experi- 


mental study with the pattern of pairing such that 


these techniques can be compared within pairs of 


interviews with the same informant, Such a study i is 


now being undertaken. 
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DENIS LEIGH, ALAN McBURNEY and HENRY McILWAIN 


Summary: Erythrocyte transketolase activity and the effect of adding thiamine 
pyrophosphate (% TPP effect) were measured in subjects suffering from 
Wernicke-Korsakoff syndrome both before and during treatment with thiamine | 
and/or thiamine tetrahydrofurfuryldisulphide (TTFD). Transketolase activity 
was significantly lower in untreated patients than in healthy volunteers. 
Treatment with either thiamine or with TTFD restored enzyme levels to control 
values but TTFD produced a greater increase than thiamine in enzyme activity. 
In a group of seven patients there was no correlation between duration of TTED 
therapy and either increase in erythrocyte transketolase activity or 96 decrease © 
in the TPP effect. However, when three patients were followed at intervals during - 





Dis 
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treatment with TTFD, their erythrocyte transketolase increased progressively. 
Neither thiamine nor TTFD produced clinical improvement in the mental symp- 
toms of Wernicke-Korsakoff psychosis unless administered early in the course of 


the disease. 


The Wernicke-Korsakoff syndrome is a rare but 
extremely disabling consequence of chronic alcoholism 
(Victor et al, 1971). Its nutritional basis is well sub- 
stantiated and is known to be due to a deficiency of 
thiamine, leading to characteristic neuropathological 
findings. However, nutritional deficiency in heavy 


© drinkers is only rarely associated with the syndrome. 


The condition is, in fact, uncommon considering the 


large numbers of heavy drinkers, although no hard 


epidemiological facts are available. The great similarity 


! 5 Between the neuropathological findings in Leigh's 






-Disease (subacute necrotizing encephalomyelopathy) 


which probably result from an inborn error of 
metabolism, and in the Wernicke-Korsakoff syndrome 


suggested to D.L. that an inborn error in the meta- 


bolism of thíamine was the basis for the development 


been published and we now report our findings in the 


Wernicke-Korsakoffsyndrome. _ 
Subjects and Methods 
Twenty-four clinically undisputed cases of the 
Wernicke-Korsakoff syndrome, mean age 52 years, 
have been investigated. They were referred from 
psychiatric hospitals and other sources, and remained 


 asin-patients at the Maudsley Hospital for periods of 


12-24 months. During this time they underwent 


various investigations and received treatment with - 
either thiamine or with thiamine tetrahydrofurfuryl- 


. disulphide (TTFD).. 
. . On admission all treatment was withdrawn and a 


period of two weeks was allowed for the patients to 


 .adjust to the changed hospital environment. No 


of the Wernicke-Korsakoff syndrome. Blass and — 


Gibson (1977) tested the hypothesis on four of the 


patients from the series reported here, using skin 


fibroblast cultures. They established that these 
patients appeared to have deleterious inborn enzy- 
matic abnormalities of a type postulated generally by 
Garrod (1931). The role of thiamine and thiamine- 
dependent enzymes has been investigated over the 


past five years in both Leigh's Disease and in the 


Wernicke-Korsakoff syndrome. Our findings in 


. Leigh's Disease (McBurney et al, 1980) have already 


special diet was prescribed. Blood was then taken for 
erythrocyte transketolase estimation and two weeks 
later treatment commenced, either with high dose 
thiamine or with TTFD. Thiamine hydrochloride was 
administered intravenously or by mouth in a dose of 
| g daily. TTFD was given by mouth in a dose of 
300 mg daily for periods varying from between six 
weeks and two years. Transketolase estimations were 
carried out at intervals during the course of treatmerit. 

The following groups of individuals were used as 
controls: (a) eleven total abstainers, mean age 53 


153 | 





- Alcohol Dependency Unit at the Maudsley Hospital, 
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years, and e twenty-five out-patients attending the 300 





mean age 50 years. 

TTFD was obtained from Takeda Chemical 
Industries Ltd, Japan. All other materials and 
methods were as previously described (McBurney et al, 
1980). Erythrocyte transketolase activity is expressed 
as TKA units, equal to the nmoles of nicotinamide 
adenine dinucleotide formed per minute per ml of 
erythrocytes. The per cent change in TKA units on 
adding thiamine pyrophosphate (TPP) is referred to as 
a per cent TPP effect. 


ee 
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TKA units 


. Results 

The results of erythrocyte transketolase deter- 
minations are shown in Fig 1. Comparisons between 
the various groups were made using the two-tailed 
Students t-test and testing at the 5 per cent significance 100 
level (Table I). | | 

Untreated . Wernicke-Korsakoff subjects had sig- 
nificantly lower erythrocyte transketolase activity 
than control subjects but treatment with either 
thiamine or TTFD restored this activity to values not 
significantly different- from the control levels. The 
increase in enzyme activity achieved. with thiamine 
was less than that with TTFD, although there was no 
statistically significant difference between the two i 2 3 1 5 
treatment groups. Treatment with thiamine did not Subjects 
produce a significant increase in transketolase activity — pii Transketolase activity in erythrocyte haemolysates 
in Wernicke-Korsakoff subjects, whereas treatment 1. Control subjects. 2. Untreated alcoholics, 3. Untreated 
with TTFD did produce a significant increase. This ^ Wernicke-Korsakoff subjects. 4. Wernicke-Korsakoff 
suggests that TTFD was more effective than thiamine subjects. treated with thiamine. 5. Wernicke-Korsakoff 





in restoring enzyme activity to control levels. subjects treated with TTFD 300 mg daily. 
-Following addition of thiamine pyrophosphate all ^ Points give individus] values, and the columns their mean 
groups showed increased transketolase activity and +SD (line to the left of each column). 

TABLE Í 


Results of comparisons of erythrocyte transketolase activity between the various sublangs groups by means of the student's t-test. 
(Testing was performed at the 5 per cent significance level) 





Untreated | ) Untreated — ; W-Korsakoffs i ; W-Korsakoffs 
| alcoholics ^ W-Korsakoffs on thiamine _. , on TTFD 
Control subjects - ^.  - Significantly Significantly TUS 4 | Not ss 9 Not | 
se Rg less less = significant | significant 
- Untreated alcoholics m — Not ` Not . ^ Significantly ` 
dig dg | je ! significant — ' significant — = greater m 
‘Untreated W-Korsakoffs | n — P Not /. ^ — > Significantly 
" ; T E ad E S significant — ` | greater 
W-Korsakoffs on thiamine | — T Roo dh ^ —— Not 


^ significant —— 
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s observed during 5.to 7 months treatment — 
wo of these cases the TPP effect diminished — ^. 
is time, but in the third case the reverse was | 


the relationships were as before TPP addition. T 
per cent TPP effect observed for all groups of subjec 3 
is shown in Fig 2. Although there appeared: to: be 
higher per cent TPP effects in untreated alcoholics a: 
“untreated Wernicke-Korsakoff subjects than 
‘controls, there were no- ‘Statistically si 
ifferences between these groups. There was, 
ignificantly lower per cent TPP. 
Korsakoff patients treated. with: either: thiamine or 

TI FD compared to untreated alcoholics. ! 
s "Among the subjects of Fig 2, no correlation was 

ee found’ between the duration of. TTFD t 




















200 
either percentage increase in erythrocyte. transketolase 
-activity or decrease in per cent TPP effect (correlation f. E d 
coefficients r = -—0.19 and —0.13 respectively). Su eof . : 
However, in three subjects erythrocyte transketolase . " '? / A 
was estimated at intervals during. treatment with | 
TTFD. Progressive. increase in erythrocyte TKA 

100 
(A 
50 
0 2 4. 6 816 .. 18 20 22 


Time (months) of TTFD treatment 


Fic 3.—Effect of duration of TTFD therapy on erythrocyte 
transketolase activity. 
Patients: J.S. (6——— 9) 50 years; P.W. (Bl-———WD 
50 years; D.A. (Q Q) 50 years. 





% TPP effect 
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36 TPP effect 





. Subjects oy 





Fic 2.—The per cent increase in tra nsketolase activity (% 
TPP effect) in erythrocyte: haemolysates following addition 
of thiamine pyrophosphate (final concentration 0.36 mM) 
to the incubation medium. - | 
1. Control subjects. 2. Untreated alcoliolics. 3. Untreated 
Wernicke-Korsakoff subjects. 4. Wernicke-Korsakoff sub- | | 
| jects treated with thiamine. 5. Wernicke-Korsakoff sub- Fic 4, —Etfect of duration of TTFD therapy on the 7 TPP 
DE jects treated with TTFD 300 mg daily. — B effect. — 
Points. give individual values, and. the columns their Patients: J.S. C 9—— ib e) 50 years; P.W. (M — 
$ -mean + SD (line to the left of each column)... E 50 years; D. A. (O— O) 50 years. 
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ves  — Discussion 
"^ Untreated Wernicke-Korsakoff patients are known 
. to be thiamine deficient, the administration of thiamine 
in the early stages of the disorder resulting in the 
. disappearance of the disorientation, ophthalmoplegia, 
. nystagmus and ataxia (Bowman ef al, 1939; Jolliffe 
et al, 1941; Victor et al, 1971). Erythrocyte trans- 
ketolase activity has been used clinically to determine 
thiamine status and has been shown to be a specific, 
accurate reflection of thiamine sufficiency (Brin, 1962; 
Brin et al, 1962). Erythrocyte transketolase activity 
is reduced in Wernicke-Korsakoff subjects and 
returns to normal rapidly following thiamine therapy 
but, recovery of normal activity depends upon the 
acuteness of the disease (Brin, 1962; Dreyfus, 1962). 
Cases of Wernicke-Korsakoff psychosis with normal 
erythrocyte transketolase activity which were clinically 
unreactive to thiamine have also been reported, 
Suggesting involvement of a factor other than thiamine 
in the production of this syndrome (Cole et al, 1969). 
The results reported here agree with previous 
findings and suggest further, that the thiamine 
derivative TTFD, in daily doses of 300 mg, is more 
effective than 1 g thiamine daily in restoring trans- 
ketolase activity. An explanation for this may be that 
TIFD enters cells by passive diffusion, whereas active 
transport mechanisms are necessary for thiamine 
entry; TTFD could therefore be more successful at 
increasing intracellular thiamine concentration. Un- 
fortunately, psychological testing did not suggest any 
improvement in mental functions during therapy. 


Prolonged therapy may be necessary in order to 
achieve any improvement in the symptomatology of 
chronic Wernicke-Korsakoff psychosis. The increase 
in erythrocyte transketolase with TTFD was pro- 
gressive during the 5 to 7 months administration which 
was involved (Fig 3). In two cases this increase was 
accompanied by a diminished TPP effect, as would be 
expected. during, for example, recovery from nutri- 
tional deficiency. However, in the third patient this 
diminution did not occur (Fig 4), suggesting further 
factors to be involved. 

The importance of erythrocyte transketolase in 
relation to brain pathology is unknown, and a more 
direct role of thiamine in cerebral functioning is 
inherently more likely. Apart from coenzyme roles for 
TPP, additional neural functions of thiamine have 
been suggested (Itokawa and Cooper, 1970; Eichen- 
baum and Cooper, 1971) and studies have been 
reported on a possible function of thiamine in neuro- 
muscular transmission (Waldenlind, 1978). It remains 
to be determined whether the role of thiamine in the 
pathogenesis of Wernicke-Korsakoff psychosis lies 
in these functions of thiamine, or as an essential 
co-factor for a non-neural enzyme such as that now 
examined. 
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Wernicke-Korsakoff Syndrome in Monozygotic Twins: 
A Biochemical Peculiarity 


DENIS LEIGH, ALAN McBURNEY and HENRY McILWAIN 


Summary: A pair of monozygotic twins, one suffering from the Wernicke- 
Korsakoff syndrome, verified at autopsy, and the other healthy, was studied 
biochemically. The erythrocyte transketolase of each twin showed abnormalities, 
though these differed in the two individuals. In the healthy twin, the basal 
-transketolase was low, but responded normally to thiamine pyrophosphate (TPP) 
added /n vitro. In the twin with the Wernicke-Korsakoff syndrome the basal level. 
of the enzyme and its response /n vitro were normal, but a period of treatment 
with thiamine tetrahydrofurfuryldisulphide, led to loss of the /n vitro response. 
It is suggested that, initially, an inborn error of metabolism may have been 


‘common to both twins. 


After a comprehensive review of the literature 
appertaining to the genetics. of alcoholism, Shields 


(1977) concluded that despite ‘many uncertainties and 


inconsistencies, there is growing evidence that 
genetic factors, some general, others perhaps relatively 
specific are probably involved (along with others) in 

















DENIS LEIGH, ALAN MCBURNEY AND HENRY MCILWAIN 157. 


the development of alcoholism in man'. Consequently - 


the study of certain specific conditions associated with 
alcohol abuse may well be rewarding, particularly if 
a genetic marker or abnormality can be identified. 

Here we report on a pair of monozygotic twins, one 
suffering from Wernicke-Korsakoff syndrome, verified 
at post-mortem, and his living ‘normal’ twin. The 
only previously recorded monozygotic twin pair is 
pair 31 in Slater’s (1953) series, details being poorly 
documented, but one sister developing the Wernicke- 
Korsakoff syndrome at the age of 67, and the other a 
senile dementia at age 72. 


Case History 


Proband, D.R., (d.o.b. 30 July 1917) was admitted to 
Farnborough Hospital, Kent, on 12 October 1976, having 
been found wandering. He was confused and disoriented, 
grossly ataxic, with a complete external ophthalmoplegia, 
absent knee and ankle reflexes and two finger hepato- 
megaly, atrophic external genitalia and loss of pubic and 
axillary hair. His eye signs disappeared on treatment with 
intra-muscular parenterovite, but he remained otherwise 
unchanged. He was transferred to the Maudsley Hospital 
on 15 June 1977 where he showed evidence of a severe long 
and short term memory défect for auditory, verbal and 
visual material, but was not confabulating. There was a fine 
nystagmus on lateral eye movement, the deep reflexes were 
absent in both upper and lower limbs, Sensory testing was 
unreliable. There was-a marked ataxia of both upper and 
lower limbs of cerebellar type; and he could only walk 
using a Zimmer frame. 


His twin brother and his daughter said that D.R. had . 


been drinking about two to three pints of an unspecified 
beer daily until 1971 when he had been mugged and 
robbed after coming out of a public house. He then began 
to drink more (quantity unknown). His first marriage came 
to an end in 1973 and he was retired from his position as an 
assistant bank manager in 1975. He remarried a woman 
diagnosed as an hysterical psychopath, and who com- 
mitted suicide 3 years later, in.1978. There was no family 
history of alcoholism or of psychiatric disorders. 

A diagnosis of Wernicke-Korsakoff syndrome was made. 
Treatment consisted of the administration at various times 
of thiamine hydrochloride, thiamine tetrafurfuryl-di- 
sulphide and thioctacid (lipoic acid). Unfortunately, over 
the next two years, no improvement occurred in either 
nervous or mental functioning. He developed pneumonia 
and died on 31 July 1979. An autopsy was carried out and 
the brain was removed. Histological investigation revealed 
the characteristic neuropathological changes of the 
Wernicke-Korsakoff syndrome. | 

Twin H.R. Examined 24 November. 1977. Works in a 
bank. No mental or physical abnormalities. Happily 
married—one son aged 16. Drinks only beer, about one or 
two pints daily. Good relationship with twin. 


Investigation 
The physical appearances of the twins were similar 
and they had often been mistaken one for the other. 


Blood grouping showed that the twins were mono- 
zygotic, the chance of their being so alike in sex and 


blood groups and yet dizygotic being 0.0205, 
Blood for red cell transketolase estimation was 


taken from both twins, the method being that des- 


cribed by McBurney et al (1980). The results are 
shown in the Table which includes also data for a 
group of 11 normal men and women investigated. 
contemporaneously in this laboratory (Leigh er al, — 
1981). 

H.R., the healthy twin, is seen in comparison with 
the values from normal subjects to have low basal 
values for erythrocyte transketolase both with and 
without added TPP, and persisting over the five 
months’ period of study. His TPP response as-à . 
percentage of basal values, was, however, similar to 
that of the normal subjects. By contrast, in the one 
instance in which D.R. was examined without 
medication, his basal transketolase was normal but 
gave a response to TPP which was larger than that 
observed in the control group. After treatment with - 
TTFD and again in the one instance available, this 
basal transketolase was markedly increased and now 
failed to increase with added TPP. When, in our- 
previous study TTFD was administered to a group 
of subjects suffering from Wernicke-Korsakoff 
syndrome, their basal transketolase was also markedly 
increased, and its response to TTP, though diminished, 
remained significant. 


Discussion 

Alcoholism is a blanket term encompassing what 
must be a number of different conditions. Ohe such is 
the Wernicke-Korsakoff syndrome. The similarity 
between the neuropathological findings in Leigh’s 
disease (S.N.E.) and in the Wernicke-Korsakoff 
syndrome led to the postulate that the Wernicke- 
Korsakoff might have a similar etiology, a genetically 
determined ‘inborn error of metabolism’. Studies of 
transketolase activity by Blass and Gibson (1977) in 
cultured fibroblasts grown from skin biopsies taken 
from four of the patients in our series, suggest that 
Wernicke-Korsakoff patients have deleterious. enzy- 
matic aberrations of a type postulated generally by 
Garrod (1931). | 

We were not able to examine skin fibroblasts in-the 
twin-study now reported ; measurements were of ‘the 
erythrocyte enzyme and showed that the healthy twin 
H.R., had an unusually low transketolase activity, 
increased normally by the administration of thiamine 
hydrochloride by mouth. This defect in the erythro- 
cytes could result from the type of enzyme abnorm- 
ality (high apparent Km) reported by Blass and Gibson 
(1977) in the fibroblasts. So also could the lack of 
response to TPP found in vitro in the sample taken 
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TABLE 
Erythrocyte transketolase activity of blood samples from twins D. R. and H. a 














Transketolase activity 
(nmoles/min/ml) 
TPP effect | 
Subjects Date +TPP —TPP C) Medication 
H.R. 4. 8.77 169 144 17 | None 
24.11.77 209 160 23 None 
25. 1.78. - 149 124 17 None 
22. 2:78 217 162 25 Thiamine 1.0 g daily 
y mouth for previous 
4 weeks 
D.R. 24.11.77 231 244 0 TTFD 450 mgms daily 
by mouth for previous 
4 weeks 
16. 1.78 263 194 26 None 
‘Normal’ Leigh et al (1981) 219-18 195 19 1345 None 
(11) (11) (11) 


Venous blood was collected, prepared and the transketolase activities of haemolysed erythrocytes from it were determined as 
described by McBurney et al (1980). Values for ‘normal subjects’ (q.v.) are quoted from that study; activities are expressed as 
nmoles NADH oxidized/min/ml erythrocytes. TPP: thiamine pyrophosphate. TTFD: thiamine tetrafurfuryldisulphide. 


from D.R. on 24.11.1977; on this occasion however the 
extensive treatment with TTFD may have provided a 
sufficient excess of thiamine to prevent response to its 
subsequent addition im vitro. Provision of such an 
excess was the intention of the TTFD administration 
and the basal transketolase value was on this occasion 
high. 

It is. possible, therefore, that the low basal values 
erythrocyte transketolase in H.R. indicate an ab- 
normality which was originally present in both twins, 
and that the more stressful life history of D.R. 
-included periods when his thiamine balance was less 
satisfactory than that of H.R. Unfortunately, reliable 
accounts of his dietary habits, prior to hospital ad- 
. mission, were not available. During his hospital stay 
he received a full hospital diet. 
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Short Term Memory Deficit in a Patient with Cerebral Sarcoidosis 


CHRISTOPHER THOMPSON and STUART CHECKLEY 


Sarcoidosis is defined by Scadding (1967) as “a dis- 
ease which is characterized by the presence in all of 
several affected organs or tissues of epithelioid cell 
tubercles . . . proceeding either to resolution or to... 
(the formation of) fibrous tissue". The organs which 
are most commonly involved are the lungs, skin, eyes, 
liver, spleen and joints. Clinical evidence of involve- 
ment of the central nervous system may be found in 
5 per cent of all cases (Silverstein et al, 1965; Wieder- 
holt and Siekert, 1965; Delaney, 1977). Typical lesions 
are cranial nerve palsies, intracranial space-occupying 
lesions, pituitary or hypothalamic lesions and, less 
frequently, lesions of the brainstem or spinal cord 
(Waldenstrom, 1937; Matthews, 1965; Wiederholt 
and Siekert, 1965; Scadding, 1967; Delaney, 1977). 

Of interest to psychiatrists are several reports of 
change of personality, ‘dementia’ and ‘poor memory’, 
in patients with cerebral sarcoidosis (Hook, 1951; 
Maycock ef al, 1963; Matthews, 1965; Silverstein 
et al, 1965; Hahn, 1971; Delaney, 1977). However 
none of these reports include a formal examination of 
cognitive function. We describe a patient with 
typical features of cerebral and extracerebral sar- 
coidosis and in whom detailed cognitive testing has 
revealed a selective defect of short-term memory. 


Case Report 


R.P. is a Dominican (West Indian) female who has no 
significant family history. Her sarcoidosis began at the age 
of 24 as bilateral hilar lymphadenopathy and the diagnosis 
was confirmed by' Kveim test and the findings of epi- 
thelioid granulomata in biopsies from liver and para- 
tracheal lymph. nodes, Two years later she had a minor 
seizure, and shortly after this developed headaches, weak- 
ness and inco-ordination, and was found to have a sensory 
level at T4, CAT scan showed mild ventricular dilatation 
and evidence of a right frontal granuloma with basal 
meningeal sarcoid. Myelogram showed complete ob- 
struction from T2 to T7. WAIS was 89 (full scale). She was 
treated with dexamethasone (6 mg/day) and improved 
markedly over the course of a year. This neurological 
improvement has been sustained, without relapse. 

At the age of 28 she became distressed by an awareness of 
a growing memory impairment over 3 to 4 weeks. She then 


nig suddenly became agitated and doubly incontinent and had 


delusions, sometimes that she was pregnant, at others that 
she was dead. She was disorientated in time and place and 
began to hear voices at night. Her affect was bizarre, with 
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simultaneous laughter and tears. This acute brain syn- 
drome settled after 6 to 8 weeks of treatment with halo- 
peridol and an increased dose of dexamethasone (16 
mg/day) After an initial improvement her memory re- 
mained mildly impaired, but she was able to live inde- 
pendently using a notebook as a mnemonic aid. At dis- 
charge WAIS was 78 (full scale), Wechsler logical memory 
was 55 per cent (delayed, as a per cent of immediate 
recalD, Rey-Osterreith was 45 per cent. This score is 
typical of bilateral ternporal lobe lesions. 

After discharge the steroid was changed to prednisolone 
and reduced to 5 mg daily. Shortly after this dose was 
achieved she became aware of a further deterioration in her 
memory for 2 months, without a change in her neurological 
status. This was confirmed by several informants. She also 
complained of insomnia and compulsive eating with weight 
gain, but these symptoms were not confirmed after ad- 
mission. Smells seemed very powerful to her and there was 
a subjective increase in libido but no sexual disinhibition. 

She was re-admitted, now aged 30. On examination she 
was found to be obese, with a mildly ataxic gait, hyper- 
reflexia of the legs and an extensor plantar response bi- 
laterally. There was total anosmia. There was no be- 
havioural disturbance and the mood was mildly de- 
pressed. There were no delusions, hallucinations or thought 
disorder. She was disorientated in time, but not in place, 
and was completely unable to remember a name and ad- 
dress or to reproduce from immediate memory a series of 
simple geometrical figures. She could not remember the 
events of the day or find her way around the ward. There 
were no other cognitive deficits, Formal psychometry 
showed a WAIS of 82 (full scale), logical memory 19.9 per 
cent and Rey-Osterreith of 29.8 per cent. There was there- 
fore a significant reduction in short-term memory without a 
reduction of general intelligence. | 

The investigations, including full hypothalamic function 
tests and ESR were all normal. The CAT scan was un- 
changed compared to a previous scan. 

The diagnosis of further relapse of sarcoidosis was made 
on the basis of the psychological tests and the absence of 
other possible causes. Prednisolone was increased to 60 mg 
a day and then reduced over several weeks to 10 mg a day. 
An improvement in her orientation began to be seen after 
2 to 3 weeks, and she eventually became fully oriented in 
time, without prompting, and could remember a name and 
address after 2 minutes. Unfortunately her performance 
never reached the baseline on a series of objective tests of 
new learning ability, so these were unable to show the 
improvement noted clinically. She was eventually dis- 
charged home to a semi-independent life in her own home, 
which she now runs efficiently, with the aid of her diary. 
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Discussion 
Although our patient has typical features of extra- 


_ which detailed cognitive testing was not reported 
‘Matthews, 1965; Silverstein er al, 1965; Delaney, 
2 1977). However from what is known of the pathology 
of cerebral sarcoidosis a selective memory defect is 
~ more likely than a global dementia. A granulomatous 
involvement of the basal meninges was found in every 
patient in a series of 14 patients with cerebral sar- 
coidosis who were examined post mortem (Delaney, 
1977) but a generalized loss of cortical tissue has not 
been reported. We therefore suggest that in our 
patient, and probably in others, the limbic structures 
which are known to be involved in the acquisition of a 
short-term memory may have been damaged by the 
basal meningitis which is known to exist in cerebral 
sarcoidosis. The diagnosis of sarcoidosis should be 
considered in patients with selective defects of short- 
term memory, as in some cases. cerebral sarcoidosis 
apparently responds to treatment with steroids 
(Delaney, 1977). 
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A Case of Brain Fag in East Africa 


BRIAN HARRIS 


Opportunities exist for psychiatrists to spend a 
short term, from two weeks to four months, in under- 
developed countries under the auspices of the Inter 
University Council, (IUC, 1978). This is accepted as a 
desirable part of training and experience, as outlined 
in the Royal College of Psychiatrists Handbook for 
Inceptors and Trainees in Psychiatry (1980), and 
allows first-hand experience of symptom patterns and 
features peculiar to another culture. The present case 
showed a number of features characteristic of African 
psychiatry, including ‘brain fag’ syndrome (the 
syndrome which owes its name to the patient's 
explanation of his illness as being due to tiredness of 
the brain), a bizarre colourful presentation of the 
condition at the onset, and at one point a concern with 
witchcraft. Behind the illness lay family problems and 
significant life events which could be grasped by the 
outsider. 


The Case 


The patient was a 22-year-old single African male 
who because of mental symptoms over the previous 
six months had to refrain from studying for the 
equivalent of British ‘A’ level examinations in 
biology, chemistry and physics. His presenting com- 
plaint was that he was unable to study because of the 
feeling of pressure around his head. He was convinced 
that the effect of print was to constrict his pupils and 
this made him experience a feeling of tiredness in his 
brain, somehow related to the amount of light getting 
into his eyes. In addition he was unable to understand 
or remember what he had read. 

The family of the patient was bi-lingual (Swahili/ 
English), his father being a Lutheran pastor. He 
described his father as being a strict disciplinarian to 
whom he related very poorly in his childhood years. 
Great emphasis had been laid on studying, and he saw 
his father in terms of a tyrant who beat him merci- 
lessly in order to make him study. 

The patient was the oldest of eight siblings, the 
whole family having lived in Dar Es Salaam, with 
_ living standards which were rather better than those of 
most Tanzanians. He had attended local day schools 
and had done reasonably well, having obtained the 
equivalent of eight ‘O’ levels by the age of 19. He had 
always been a shy, reserved person who experienced 
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great difficulty in making friends. For example, he had 
never had a girlfriend, although he was attracted to 
the opposite sex. Also he had never masturbated 
because of his religious beliefs. 

The onset of his i!Iness had been acute: he presented 
beating his chest with his fists, not being able to keep 
still and jumping and singing. The songs expressed 
his troubles to the world and he sang his own words 
over and over to hymn tunes. In his agitated state he 
complained that all objects around him were brightly 
coloured and that from time to time they changed 
colour from yellow to black and white. 

Because of his illness he had made a disturbance in 
the street, arid in usual Tanzanian fashion he had been 
arrested, handcuffed and brought to the hospital. His 
school friends gave information that he had been 
experiencing severe difficulty in getting off to sleep. 
He had also been having nightmares. He had been 
unable to concentrate on his studies and had showed 
marked loss of appetite. It was not possible to take a 
thorough history at the time of admission and he was 
left in the locked ward to settle, with diazepam 
2 mgms t.d.s. for his symptoms of anxiety. 

During his week in hospital he was visited by some 
of his school fellows who attempted to calm him. He 
became convinced that they had cast an evil spell on 
him and that this was the explanation of his illness. 
He had realized this several days after admission when 
one of the student visitors had suggested that possibly 
a relative had cast a spell on him. The suggestion had 
made the patient realize that it was the student 
himself who had gone to a witch doctor and produced 
the spell. This fitted in with the fact that at school he 
had many enemies who did not want him to BUE 
with his studies. 

The only way to overcome this was by resorting toa a 
traditional healer or witch doctor, who visited the 
patient. The witch doctor (a title used by the patient) 
sat and listened to the patient's story in song, agreed 
with the diagnosis and prescribed traditional medicine. 
The acute florid features soon disappeared and the 
patient was discharged home and attended as an out- 
patient since, with residual symptoms of a “brain fag’ 
syndrome. 

During the course of my psychotherapy a number of 
significant life events came to light. Approximately a 
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year earlier the whole family had moved to another - 
town in Tanzania, 300 miles away, where they found. 
themselves to be very unhappy and isolated. Four 
months prior to the onset of illness the patient's ` ct 










father had become physically ill and the family then 





os - educational course despite intensive study at a boarding 
». s school. Several days before admission the patient's 
family had received bills which they were unable to 
pay. It would seem that the threat of his father's 
death, educational failure, the family move and 
finally financial difficulties, were enough to precipitate 
a reactive illness with well-marked features of anxiety. 
Psychotherapy was mainly supportive and the 
patient was encouraged to come to terms with his 
academic abilities. He became less ambitious and 
— instead of aiming at medicine he took a clerical job 
» in the University. His financial situation improved 
|; and pressures on his family diminished. The residual 
features of brain fatigue syndrome remained and were 
the basis of a letter to the government. authorities 
requesting that the patient’s studies be postponed. 
This appeared to satisfy him and psychotherapy was 
terminated. 


Comment 


. The case illustrates a number of features characteri- 
stic of African psychiatry. First, the. manner of 
presentation, with colourful symptomatology and 
acutely disturbed behaviour, is. a feature of most 
hospital admissions in various. African cultures, and 
German (1972) points out that. acute. transient 
psychoses characterized by gross disruption of mental 
function and an excellent prognosis. are the most 
common types of psychotic. state seen in. African 
hospital practice. He suggests that such acute psychotic 
episodes are preconditioned. in. part by cultural 
patterns. Others have suggested that. there is a 
tendency for. such societies to respond sympathetically 
to acute emergency reactions, while similar psychotic 
behaviours in Western societies cause social rejection 

. and hence are discouraged (Jilek and Jilek-Aall, 1970). 
. Second, resorting to witch-doctors or traditional 
healers is extremely common; in Dar Es Salaam there 
may be as many as 1 per 1,000 of the general popu- 

. lation (Holmes and Speight, 1975). In my patient the 





eturned to Dar Es Salaam. Two months after this the- : 
patient had failed all his mock ‘A’ levels and had 
Obviously been experiencing difficulties with his 
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dramatic response to the witch doctor supports the 
|. view that the psychosis was psychogenic. The patient 
Po deluded, his beliefs were in keeping with his 











ee ( 1980) | he was possa of Meg intelli- 


gence with strong motivation to achieve. In his 


particular culture edücation is seen as a key to success, 
perhaps even more so than in Western culture, His 
mental breakdown and onset of symptoms were - 
related to the intense. mental activity of preparing for 
mock 'A' levels together with examination failure 
(Prince, 1960). He. had been studying into the early 
hours of the morning, but there had been no abuse 
with amphetamines, a feature described by Morakinyo 
(1980). It is likely however that he had experienced 
some sleep deprivation. 

Finally, although the features outlined are typical 
of African psychiatry, the illness involved significant 
life events which.could be easily grasped and under- 
stood by the outsider. The father's illness was of 
particular significance in that in Tanzanian society the 
patient as the oldest of eight siblings would have 
been responsible for the support of the family in the 
event of his father's death. 
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Reading About... 





Psychoanalysis 


All choices are personal but some more personal 
than others. The task of selecting from the vast liter- 
ature of psychoanalysis has felt like the task of the 
castaway on Desert Island Discs; should I include old 
faithfuls of long ago or replace them with the shining 
prizes of today? My selection will not be the same as 
that of any other psychoanalyst and reflects my 
position as a therapist who works with individuals, 
groups and institutions, and who tries both to clarify 
the different frames of reference appropriate to these 
areas, and to seek unifying common factors. 

Reading psychoanalytic literature is absorbing but 
can be perplexing until you have found your bearings, 
and the general reader often feels lost in complex 
terminology. However if you start out with a clear 
yet quite comprehensive text, such as that of Fancher 
(1973) and that of Sandler, Holder and Dare (1973), 
then you will be well orientated and able to tackle 
more detailed studies. Charles Rycroft (1968) and 
Laplanche and Pontalis (1973) have provided useful 
dictionaries; the latter presents a sophisticated and 
comprehensive gallic approach which contrasts to 
Rycroft’s simpler more pragmatic English. 

It is useful to get an historical grasp of Freud’s life 
and personality and the context of the psychoanalytic 
movement; Ellenberger (1970) presents the context 
and Ernest Jones (1957), followed by the recent work 
of Ronald Clark (1980) fully describes the life and the 
works. Freud's own writings cannot be dealt with 
adequately here as any short selection is too arbitrary. 
The reader must turn to the references in the books 
and papers given here. As his experience and sophisti- 
cation developed Freud produced a number of 
alternative theoretical models, which have been well 
brought together by Goldberg and Gedo (1973). They 
show that the different models are not contradictory, 
as they refer to different levels of personality develop- 
ment and psychopathology and can be successfully 
integrated into a comprehensive framework. 

Child analysis is a subject which will not be 
developed here, but as students of childhood develop- 
ment psychoanalysts firmly hold to the belief that 
adult personality disorders and psychopathology 
relate to early childhood experiences, though much 
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by Malcolm Pines 


controversy still reigns over the significance of the 
different stages and the early pathogenic process. 
Cameron's (1963) comprehensive account has not yet, 
to my knowledge, been superseded. A normative 
study of childhood development has been made by 
Anna Freud (1966), aided by the development of The 
Hampstead Index and the work of her colleagues at 
the Hampstead Child Therapy Clinic. This material 
has enabled her to differentiate clearly between the 
normal and abnormal developmental processes. 
There is a recent review edited by Emde (1980) that 
ably presents a mass of material on early childhood 
development from the psychoanalytic point of view, 
and which demonstrates the lively state of psycho- 
analytic research in this area. In recent years the work 
of Margaret Mahler (1975) on what she calls the 
'individuation-separation' process has greatly added 
to our understanding of childhood development and 
her close scrutiny of the mother-child interaction 
reveals the crucial importance of what she calls the 
'rapprochement' phase when mother and child have to 
re-negotiate their relationship when the child is between 
2 and 3 years old. Failure at this stage can set the 
scene for severe personality disorders later on. This 
contrasts with and complements the Kleinian empha- 
sis on very early emotional development and psycho- 
pathology which focuses more upon the psychic pro- 
cesses within the mind of the young infant itself, with 
less emphasis cn the infant-mother interaction. 
Melanie Klein's contributions have been ably presen- 
ted by Hannah Segal (1973, 1979) and have been 
critically reviewed by Yorke (1971) and by Joffe 
(1969), The development of psychoanalytic theory 
from Freud through Melanie Klein to Wilfred Bion 
has been imaginatively drawn together by Donald 
Meltzer (1978). Bion's work, though difficult to read in 
the original, has received much attention recently 
because of the insight he gives into the very earliest 
development of mind and into primitive mental 
processes, | Ew | | 

No one should fail to read. Childhood and Society by. 
Eric Erickson (1965) which has been a most in- 
fluential work. This beautifully written book ushered 
in a new era in the psychoanalytic view of childhood 
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volumes (1975, 1976, 1980) are necessary reading. His 
views are in opposition to those of Heinz Kohut 
(1978) and Ornstein (1978) who has investigated the 


development in that it brought in the concept of 
‘psycho-social’ stages of development to accompany 
and illuminate the classic stages of ‘psycho-sexual’ 
. development. Donald Winnicott (1965) showed the 
subtle and constant interplay between infant and 
environment and demonstrated how important an 
understanding of these processes is in the treatment of 
the more severely disturbed patient where the ‘setting’ 
of psychoanalysis is vitally important to ‘hold’ the 
patient whilst he gets in touch with very primitive 
levels of mental life, I am strongly impressed by 
Hans Loewald's (1980) work which in many ways 
resembles Winnicott's, but which is presented in 
terms more compatible with the general body of 
psychoanalytic theory. Sutherland (1980) gives an 
excellent account of the ‘object relation theory’ group 
of British analysts. 


Transference and counter-transference 


These are the keystones of psychoanalytic technique 
and it is the understanding and use of these concepts 
that largely differentiate psychoanalysis from other 
forms of psychotherapy. Their history is reviewed by 
Orr (1954) in an historical survey and later by Bird 
(1972). An excellent collection of papers on counter- 
transference has recently been published by Epstein 
and Feiner (1979). The work of the late South 
American analyst Racher (1968) is outstanding in this 
field. 


Clinical theory and the technique of psychoanalysis 


Fenichel’s great work (1945) has not yet been re- 
placed nor updated. However, Robert Langs (1976) 
has abstracted the majority of the significant papers on 
psychoanalytic technique in the first of the two vol- 
umes of The Therapeutic Interaction. In the second 
volume he presents his own interesting analysis and 
synthesis of psychoanalytic technique. These two 
volumes represent an invaluable survey of the liter- 
ature on technique and should certainly be in every 
institutional library. The development of psycho- 
analytic technique is well shown in the papers col- 
lected by Bergman and Hartmann (1976). Ralph 
Greenson’s book (1976) gives a rich and personal 
description of a great clinician’s practice and has many 
vivid examples. Working with the more disturbed 
patient, the severe personality disorder and the border- 
line psychotic is the focus of Giovachini’s book 
(1972). A useful introduction to these very interesting 
clinical problems which have been illuminated by 
more recent research on personality development is 
provided by Blank and Blank (1974, 1979). The work 
of Otto Kernberg in this field is remarkable for his 


~ comprehensiveness and for his powers of synthesis of 


. object relation theory and ego psychology. His three 
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narcissistic personality disorders and studied the 


normal. developmental processes of narcissism in 
e nildhood in an original manner. The richness of 


into the important areas of severe person- 
isorders and borderline states is well conveyed 


by LeBoit and Caponi (1979). 


he psychoanalytic technique is learned in a 


lengthy and painstaking process of supervision. 


Fleming and Benedek (1966) discuss the theory and 
technique of supervision and their work contains vivid 
clinical vignettes and shows how helpful skilled Super: 
vision can be. 

Depression--Meyer Mendelson's book (1974) is one 
of the most remarkable works in psychoanalytic 
literature. It is a comprehensive and critical view of 
psychoanalytic theories on depression and will remain 
a classic for many years. 

Schizophrenia—Here there is no work comparable 
to Mendelson's (1974). The Kleinian school have 
pioneered work in this field and is well represented by 
Rosenfeld (1965). Recent outstanding papers on 
schizophrenia are those of London (1973) and Grot- 
stein (1977). Boyer and Giovachini's recent mono- 
graph (1980) gives an historical account of the 
psychoanalytic treatment of schizophrenia and in- 
corporates the modern approaches. 

Dreams—Freud’s “royal road to the unconscious" 
is again busy, having been relatively neglected for 
some years. A standard textbook is that of Altman 
(1975), and recent laboratory work in which psycho- 
analysts have been well to the fore is incorporated in 
Richard Jones' book (1970). Psychoanalysts in the 
psychological laboratory are turning out some sur- 
prising findings——see Silverman (1975). 


Personal pleasures 


I now come to collections of papers by authors who 
have given me a lot of pleasure over the years. The 
authors all combine a deep psychoanalytic knowledge, 
great clinical experience, and a broad cultured and 
philosophical viewpoint. Elizabeth Zetzel (1970) was a 
Maudsley-trained psychiatrist and became one of the 
leading trained analysts in Boston. She said that when 
she went there she found herself thinking and teaching 
more like Sir Aubrey Lewis than she would ever have 
thought possible! She has a great capacity for syn- 
thesis and could bring together the divergent schools 
of Klein and Freud. Lawrence Kubie (1978) was one 
of the great figures of American psychoanalysis. He 
ranges widely in psychiatry, psychosomatic medicine, 
culture and symbolism. Bertram Lewin (1973), 
another leading American analyst, shows the same 
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breadth of knowledge and clinical sensitivity. The 
collected papers of Heinz Lichtenstein (1977) deal 
with the theme of sexuality and identity in an original 
and stimulating manner. 

Two recent books I highly recommend are that of 
David Malan (1979), which represents an elegant 
refinement of all his earlier work on psychodynamic 
diagnosis and on brief psychotherapy (his intention, 
that it should be read with the amount of interest one 
gives to a work of literature, is well fulfilled), and that 
of Horowitz (1979) which gives me much hope for the 
future of psychoanalysis; there is fresh thinking and 
rigorous methodology. 


Annuals and journals 


The most accessible and useful journals are the 
International Journal of Psychoanalysis and its more 
recent stable-mate The International Review of 
Psychoanalysis, which includes articles on the appli- 
cation of psychoanalytic concepts outside the psycho- 
analytic situation itself. The Journal of the American 
Psychoanalytic Association is worth reading; there are 
often symposia presented or reported on and this 
provides a good way to keep up with what is happen- 
ing in the USA, a major centre of psychoanalytic 
training and practice. The Psychoanalytic Quarterly is 
a major journal whose book reviews are often out- 
standing. The Journal of the American Academy of 
Psychoanalysis is not widely known over here. Its 
articles are mostly fairly short and pithy and can be of 
much interest to the non-specialist. 

Annual publications are always worth looking 
through: The Psychoanalytic Study of the Child, The 
Annual of Psychoanalysis, Psychoanalysis and Con- 
temporary Thought and the International Journal of 
Psychoanalytic Psychotherapy. The breadth and depth 
of scholarship are often outstanding. 

The Chicago Index of Psychoanalysis is an indis- 
pensible guide to the literature that should be more 
widely available and should certainly be in all major 
institutional libraries. 
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interesting to the reader. 


BIMODALITY AND THE NATURE OF 
DEPRESSION 
Dear Sir, 

Some people may, I fear, be misled by Everitt’s 
paper (Journal, April 1981, 336-339) He states 
“A number of studies, for example Kiloh and Garside 
(1963), and Pilowsky, Levine and Boulton (1969), 
indicate that they have evidence for the existence of 
two subtypes of depression, whilst others, for example, 
Kendell (1969) and Kendell and Gourlay (1970) 
argue for the existence of only a single type". The first 
part of this statement is correct, but the second part is 
not. Kendell (1972, p. 575), correcting a previous 
similar misunderstanding, wrote “In fact I have never 
at any stage said, or even believed, that there was 
only one kind of depressive illness, or that the differ- 
ences between one patient and another were merely 
differences in severity. In my original monograph 
(Kendell, 1968a) I took some pains to emphasize my 
acceptance of the fact that there are important and 
fundamental differences between different depressions 
that are not simply differences in severity or chronicity 
and I did so again in a subsequent review (Kendell, 
1968b)’’. 

The basis of this regretfully common confusion is 
the failure to distinguish between (a) the classification 
of symptoms and (b) the classification of patients. 
The importance of this distinction was pointed out by 
Kendell (1969, p. 336) in his paper cited by Everitt. 
It has also been discussed by Eysenck (1970, p. 349): 
“There are two, not one, problems involved, relating 
to (a) the unitary or binary nature of depression, and 
(b) the categorical or dimensional nature of these 
illnesses. Factor analysis is relevant to (a), and 
conclusively favours the binary view; distribution of 
scores is relevant to (b). 

The fact is that while there is fairly general agree- 
ment that there are (at least) two kinds of depression, 
there is no agreement as to whether there are two (or 
more) diagnostic groups of patients which are 
relatively distinct from one another, in the sense 
described by Kendell and Brockington (1980). They, 
perhaps rather misleadingly, used the phrase 'disease 
entity' in this context as implying a "natural boundary 
or discontinuity between the condition in question 
and its neighbours". They went on to say that the 
most obvious way of demonstrating such a dis- 


continuity is “to demonstrate, in a representative and 
unselected population, that patients exhibiting a 
mixture of the symptoms of the condition in question 
and those of neighbouring syndromes are relatively 
uncommon. The mixed forms, the greys, must be 
shown to be less common than the pure forms, the 
blacks and whites, which in mathematical terms 
involves demonstrating that a distribution of scores 
on a linear variable, derived from the relevant 
symptoms, is bimodal with a ‘point of rarity’ in the 
middle, rather than unimodal”. 

When Everitt (1981, p. 337) says "The mixing of 
two unimodal frequency curves produces a bimodal 
distribution only if the components are fairly widely 
separated, and it is the mixing not the bimodality 
which is fundamental" he is missing the point that it is 
precisely the bimodality that is important. For if the 
distribution of the dimension discriminating between 
the two depressive conditions is unimodal, there are no 
distinct diagnostic groups and most patients cannot 
then be diagnosed as suffering from either one or the 
other depressive illness; the greys are more common 
than either the blacks or the whites. 

In view of the conflicting evidence regarding the 
bimodality of the differentiating dimension (Kendell 
and Brockington, 1980, p. 325), attention should now, 
perhaps, be focussed upon the distributions of 
psychotic (endogenous) and of neurotic (reactive) 
depressions separately, as was done by Fahy et al, 
1969. They found that the distribution of their 
psychotic component was bimodal, but that of the 
reactive component was not. Kiloh and Garside (1977) 
using Lewis’s original data, also found the psychotic 
component to be clearly bimodal, but they were 
unable to isolate a unitary condition of neurotic 
depression from the data. Moreover several cluster 
analytic studies have shown that there is a distinct 
group of patients suffering from psychotic depression, 
for example Pilowskv et al (1969), Everitt et al (1971), 
Matussek er al (1981) and Paykel (1971). But this does 
not seem to be true of neurotic depressions; Everitt 
et al (1971, p. 411) concluded “patients with depressive 
and other neuroses . . . showed no tendency to form 
distinct clusters". They suggested that the most useful 
form of classification will prove to be a combination 
of a dimensional system, in relation to the neuroses, 
with a typological (categorical) one in relation to 
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E gonal, separate, axes (Kendell, 1968a, p. 39; Kiloh et al, 
1972, p. 189 and Matussek et al, 1981, p. 369): 


are not mutually exclusive. 


To sum up: there is fairly general agreement, as 


Kendell (1976, p. 25) pointed out, (a) that there are 
two kinds of depression and (b) that there is a distinct 
group of patients suffering from the disease entity of 
psychotic depression. But there is no general agree- 
ment as to the distribution of neurotic depression; 
it is probably best regarded as continuous rather than 
bimodal, at least until shown to be otherwise. 

It seems, therefore, that the attempt to arrive at a 
differential diagnosis in relation to depressed patients 
in inappropriate. Two separate questions should be 
asked, not one: first, is the patient suffering from 
psychotic depression or is he not and, second, to what 
extent is he suffering from neurotic depression. 

R. F. Garsipe 
Department of Psychiatry, 
University of Newcastle upon Tyne 
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psychoses. Kiloh et a/ (1972) madea similar suggestion. — 
_ The distribution of the dimension discriminating — 
between psychotic and neurotic depressions is a 

mixture of distributions along two, roughly ortho- — 


psychotic (bimodal) one and a neurotic (unimodal) 
one. It is therefore not surprising that there is little 
. agreement regarding the shape of the discriminating . 
- .. distribution (Garside and Roth, 1978, p. 62). Dee- 
=- pression consists of two independent conditions that 
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POST INFLUENZAL-DEPRESSION 
Dear SR, 

Sinanan and Hillary (Journal, February 1981, 138, 
131~3) state that there is no convincing evidence for 
the existence of post-influenzal depression. A good 
deal hinges on how the word ‘convincing’ should be 
interpreted, although I agree that no epidemiological 
study, so far, has demonstrated an association between 
influenza and depression. | 

On the other hand, I doubt whether their paper has 
proved that such an association does not exist. What 
they have shown is a lack of correlation between a 
rating scale for depression and levels of influenza 
antibodies in a group of patients suffering from a 
variety of psychiatric disorders. Such a conclusion 
does not invalidate the observation, based upon 
clinical experience, that “intractable depression may 
sometimes follow attacks of influenza". As such 
patients in all probability would be suffering from 
severe endogenous rather than neurotic or mixed 
depression, taking all these categories together might 
have obscured the presence of some patients in their 
series whose endogenous depression followed an 
attack of influenza. Unfortunately we are not given 
sufficient information about the actual antibody titres 
and it is impossible to deduce these from the mean 
rank figures given in Table I. With respect to the 
second Table, it is unclear from the text whether the 
figures apply only to depressed patients or to the 
whole group, including those with other diagnoses. 
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‘Incidently, it seems odd to class patients with secon- 
dary. depression among the ‘non-depressed’ as there is 
no reason for assuming in advance that their depres- 
sion was wholly attributable to conditions such as 
alcoholism and physical illness. 

The absence of any significant difference in titres 
between depressed and non-depressed patients is not 
surprising as, presumably, during an epidemic both 
groups would have been exposed to contact with the 
virus. In some patients with already acquired im- 
munity one might anticipate that, although they 
would not develop clinical influenza, their antibody 
titres would be higher in response to viral stimulation 
from subclinical infections. Similar considerations 
could explain the higher titres of patients who claimed 
not to have suffered from influenza. They could still 
have been exposed to the risk of infection. Unfortu- 
nately it is impossible to test whole populations for 
influenza antibodies in order to see if changes occur 
should some of them become depressed after suffering 
an attack of the illness. As this investigation was 
retrospective, the levels of antibody titres in these 
patients would not be known before they became 
psychiatrically ill. Furthermore, we do not know 
what effects severe depression might have on patients' 
immunological defences, but such an influence cannot 
be ignored in a study of this kind. 

Psychiatric textbooks, basing their observations, 
one hopes, on clinical experience, claim that on 
occasions influenza can apparently cause or precipitate 
severe depression. This is not a new observation as 
Tuke (Dictionary of Psychological Medicine, 1892), 
writing on mental disorders following influenza, 
commented "In no other allied disease is the nervous 
system attacked to so high a degree". On melancholia 
following. influenza he wrote "Every degree of 
depression may occur" and went on to provide 
details of mania and depression affecting 18 patients 
admitted to Bethlem Hospital. 

Although it would. be valuable to have a firm 
epidemiological basis for one's clinical diagnoses, it 
has to be said that with respect to influenza and 
depression this evidence is simply not available at 
present. Considering the complexity of the problem 
and the many uncontrollable variables involved, I 
doubt whether it will ever be forthcoming. 

P B F. A. WHITLOCK 
University of Ducenshuud. 
Royal Brisbane Hospital, 
Brisbane, Australia 


CARROLL RATING SCALE FOR DEPRESSION 
DgaARSm, y 

We were most RER, to read Professor Carroll's 
description of his new self-rating scale for depression 


(Journal, March 1981, 138, 194—200). Professor Lader 
has recently noted the limitations of self-rating scales 
in assessing depressive states (Lader, 1981). Professor 
Carroll describes his scale as a “self-rating instrument 
for depression closely matching the information 
content and specific items of the Hamilton Rating 
Scale", 

We feel that the CRS has many of the faults of the 
HRS with few o? its merits. We give three brief 
examples: 

(1) 'It must be obvious that I am disturbed and 
agitated'. There are clear conceptual difficulties in 
assessing one's own degree of agitation or disturbance, 
or indeed whether one is disturbed or agitated at all. 

(2).'1 got sick because of the bad weather we have 
been having’. One wonders what this question was 
designed to elicit. We have never encountered a 
depressive delusion of this nature and an accurate 
self-rating test for insight is almost impossible. 

(3) ‘I am so slowed down that I need help with 
bathing and dressing'. In our experience any patient 
with this degree of retardation would be unable to fill 
in the questionnaire. Professor Hamilton (1960, 1967) 
has himself said that questions designed to elicit 
retardation may frequently give rise to misleading 
answers. In addition the ‘yes/no’ format must give 
rise to a lack of sensitivity in analysis. 

We appreciate the difficulties and effort involved in 
drawing up a sensitive self-rating scale for depression, 
but we are nevertheless of the opinion that the CRS 
is a somewhat superfluous instrument in an area where 
the existing scales, for all their faults, have been 
thoroughly validated. 

H. STANDISH-BARRY 
D. Rov 
Guy's Hospital Medical School, 
London Bridge SEI 9RT 
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RISK FACTORS AND DEPRESSION 
DEAR SIR, 
Cooke's 


letter Gouna. Febna 138, 183) 


EN 








RAE | found in depressed psychiatric patients... ^ cec 
| oc os Iti may.be a bonus if these risk. factors, as F prefer Ih 
pce "Bow: to call-them (Roy, 1979), can be.studied.with 

information about events and difficulties though 1 
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erroneously states that I appear to concur with th 


view that the effect of vulnerability factors can only 
be demonstrated with data about life events. and : 
difficulties. The quote Cooke uses to support his > 
tatement about my view is in fact a quote from Brown 


ndependently of Browns or ‘his critics, Jared oe 
hypothesis was in fact that these factors: would not 


believe they and other risk factors can be studied alone. 

: Therefore, the conclusions that early parental loss, 
unemployment. and. poor. marriage: before onset of 
depression are risk factors for ‘neurotic’ depression in 
both female and male. depressed |» working class 
patients do follow from.my data (Roy, 1978, 1981). 
Their specificity for depression is the torus of current 
work (Roy, 1981). | 

| ALEC Roy 

Clarke Institute of Psychiatry, : 
250 College Street, 
Toronto, Canada 
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Meier in the clinical Kenr. We recently hath as 
-a patient a woman in her 50's, who shows such a link. 


She has both diabetes and affective disorder in her 
family history. Her first serious depression, successfully 
treated with ECT as an in-patient, was when she was 
31, and she had several further depressive attacks in 
the following 15 years. Eventually, the manic- 
depressive condition. became cyclical, repeating about 
every 20 weeks. Lithium. treatment diminished the 
severity but did not abolish the cycle. 

When she was 50, onset of vulval irritation: drew 
attention to her maturity onset diabetes, which was 
well controlled for a time with an oral anti-diabetic 
agent. However, when she was admitted to our 
metabolic ward in a particularly severe retarded 
depression, her diabetes was found to be out of 
control. Off.all drugs, and on a firmly enforced 
1,000-calorie diet, she required about 60-70 units 
soluble insulin per day to keep her urine (tested 
four-hourly) fairly free of glucose. Her depression did 
not resolve spontaneously, and she was given ECT 
(see vertical arrows in Figure). 


GLIBENCLAMIDE 20 mg. 






(s*9 04 50 60. 7 
FiG— Course of depression and diabetes db upperline, soluble insulin- daily. an units; black areas,  Sepresiión P 
rating in arbitrary units from daily nurse ratings on.a Phipps. Behaviour. Chart. Arrows, ECT. n EM 
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-After the sixth ECT her depression—rated daily on 
a Phipps Behaviour Chart-—had disappeared, and her 
insulin requirement declined dramatically, this being 
signalled by an unexpected hypoglycaemic attack. 
After 10 days her depression began to return, heavy 
glycosuria reappeared, and insulin had to be resumed. 
Two further ECT produced fresh recovery and she was 
able to be discharged on oral glibenclamide. 

Plasma cortisol and urinary free cortisol, and also 
urinary vanilly] mandelic acid (VMA) derived from 
adrenalin, were examined on two occasions during her 
depression, and all values were within the normal 
ranges, making it unlikely that change in cortisol or 
circulating adrenalin could explain the increased 
insulin. requirement. During her manic phases, in 
contrast, no change in diabetic treatment was re- 
quired. 

There is a great need to identify further cases where 
insulin requirement rises during depression in spite 
of good control of diet, and to explore whether growth 
hormone, or some other factor plays any part in it. 

It is interesting that last year Fakhri et al reported 
from Baghdad in the Lancet (1980, ij, 775-77) that 
ECT was a successful treatment of maturity onset 
diabetes. We are grateful for Dr R. Donmal’s help. 


JOHN CRAMMER 
CHiRSTY GILLIES 
Institute of Psychiatry, 
De Crespigny Park, 
Denmark Hill, London SES 


DEAR Sir, 


In his review article on this subject (Journal, 
January 1981, 138, 1-9), Dr Wilkinson alluded to a 
possible relationship between diabetes mellitus and 
affective disorder, but found little evidence in the 
literature to support this conclusion. Recent develop- 
ments in the psychoendocrinology of the affective 
disorders have shown lowered glucose utilization rate 
and insulin resistance in patients with endogenous 
depression (Mueller et a/, 1969; Carroll, 1969; 
Wright et al, 1978). Although the diabetogenic 


effects of such metabolic abnormalities are of doubtful 
clinical significance in the depressed patient with no 
medical problems, the occasional diabetic patient 
who also suffers an episode of depression will often 
find his diabetes more difficult to control during the 
course of his depressive illness. 

We recently treated a 66-year-old man with a long 
history of insulin-dependent diabetes mellitus for a 
recurrent unipolar endogenous depression. During 
his stay in hospital, his serum glucose concentration 
was monitored at 8.00 a.m. and 4.00 p.m. daily, and 


. his Hamilton depression rating scale (Hamilton, 1967) 


was monitored weekly. His insulin requirements were 
adjusted according to the serum glucose concentra- 
tions, with the goal of keeping his serum glucose level 
in the 100-200 mg/100 ml range. Although there were 
fluctuations in the glucose concentrations and insulin 
requirements from day to day, there was a trend, as 
shown in Table I, for higher serum glucose concen- 
trations and higher insulin requirements during the 
depressive episode (Hamilton score 16) than following 
recovery (Hamilton score 6). Diet and physical 
activity remained constant, and thus could not 
account for the changes in glucose concentrations and 
insulin requirements. The dose of imipramine was 
increased, but imipramine is not known to have an 
anti-diabetic effect. 

During a severe episode of depretiión; the insulin 
antagonists growth hormone (Mueller et al, 1969), 
cortisol (Carroll et al, 1976) and épinephrine (Wyatt 
et al, 1971) are often secreted in excessive amounts. 
This is most likely the basis for the instability of 
diabetic patients who also suffer from depression. 
Further studies among larger samples of diabetic 
patients are needed to enhance our understanding of 
the relation between diabetes mellitus and depression. 


ZIAD KRONFOL 
JOHN GREDEN 
| BERNARD CARROLL 
Clinical Studies Unit, 
Department of Psychiatry, 
University of Michigan, 
Ann Arbor, Michigan 48109 


TABLE I 





Day Hamilton* 8.00 a.m. 





20 16 .. 2 286 


35 6 || — 204 gg 


Serum glucose, mg/100 ml 


4.00 p.m. 








Imipramine, 
8.00a.m.** —  . ued dose 
2468. 3 ——— 225 





* Hamilton: depression rating scale. 


** Serum glucose concentration at 8.00 a.m. of the following day. 
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Adjustment of Schizophrenics in the Community. By 
George Serban. Lancaster, Lancs: MTP Press. 
1980. Pp 294. £18,95. 

Serban's is a name already well known in schizo- 
phrenia research as a scrupulous investigator and lucid 
writer, but this present volume is his magnum opus. 
Starting from the position that "enthusiasm for de- 
institutionalization should have been supported by 
more conclusive research regarding what could or 
could not be done for chronic schizophrenics in the 
community", he studied 641 schizophrenies admitted 
to Bellevue Hospital, New York between 1971 and 
1975, Of these, 419 were followed-up for two years, 
while a large number of relatives were also investigated 
and 100 normalcontrols examined for comparison with 
the patients. Not being satisfied with existing instru- 
ments, Serban developed new tests to measure both 
motivation, and psychosocial functioning and stress, 
It is an impressive body of work, which has perhaps 
made surprisingly little impact since its completion, 

The reason may be that, for all his sophisticated 
approach to the theoretical and methodological issues 
involved, Serban has not been able to distance himself 
sufficiently from others in the field, and at the end one 
is back with the old familiar problems. Undoubtedly, 
stress does have the predominant role in schizophrenia 
which the author gives it, but his actual procedure for 
measuring it seems to depend on rather subjective 
measures. He is very critical of Birley and Brown's 
work on life events, emphasizing that these are just 
triggering mechanisms on a process which. long 
antedates the appearance of florid symptoms, but this 
seems to be setting up an artificial antithesis for the 
purpose of knocking it down. 

The points most strongly sinpfiadiisd here are, 
firstly, that schizophrenia is a process usually starting 
with poor adjustment in childhood and emerging as 
psychosis some years later, and secondly, that the 
patient who has 'recovered' from an acute illness is in 
fact only partly recovered, remaining abnormally 


vulnerable to stress, Serban points to such a person's | 
need for specific new skills to cope with the environ- 
ment, particularly the stress of social interactions, but 
cannot say how this is to be done. He also introduces 
the concept of 'pseudo-ambulatory', whose level of 
handicap requires the equivalent of hospital care, and . 
rightly states that they are largely unable to profit - 
from presently available community facilities. k 
If the book leaves a feeling of disappointment, then, 
it is mainly because neither basic knowledge of 
schizophrenia not its management have really pro- 
gressed as far.as we like to think; but it should certain- 
ly be read. 


HUGH FREEMAN, Consultant Psychiatrist, 
Hope Hospital, Salford 


Narcolepsy and Hypersomnia. By BEDRICH ROTH. 
Translated by MARGARET SCHIERLOVA. Revised 
and edited by R. BROUGHTON. Basel: S, Karger. 
1980. Pp 310. $58. 15. 

This reviewer must admit a penchant for single 
author works, though the question is inevitably 
raised—“Can one man cope adequately with the 
topic?" At least on the evidence of this volume, with 
translation and some editing, it is not only possible but 
highly rewarding. In my view, the result is one of the 
best of the many books on sleep recently to have been 
published. The title is accurate but a bit too restrictive, 
in that there is a general section on the physiology of 
sleep and its investigation, and the text ranges widely 
within the confines of the topics mentioned in the 
title. The narrowness of the title may account for the 
high cost, which is a pity as the book should appeal toa 
wide audience. Roth has worked in this field for more. 
than 20 years and his views reflect a thorough study of 
a patient sample of over 600. The findings support the 
increasingly understood distinction between the states 
in which excessive sleep occur, the various diagnostic — 
possibilities and lines of treatment. Statements that a 
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particular disorder are common appear often and are 
_ somewhat irksome since they clearly reflect personal 
selection and experience. Sleep apnoea, a topic of 
great current interest does not loom large, but the 
book is warmly recommended to psychiatrists and to 
more specialized groups such as clinical neuro- 
physiologists and sleep researchers. 


D. F. Scorr, Consultant, 
Section of Neurological Sciences, The London Hospital 


Manual of Primary Mental Health Care. By A. JAMES 
MorGan and Mary D. MonGAN. Philadelphia: J. 
B. Lippincott Company. 1980, Pp 487. £12.95. 

What is primary mental health care? A lively debate 
in the September 1979 to March 1980 issues of the 
Journal of the Royal Society of Medicine shows that 
British and North American answers to the question 
might well be at odds. But the Morgans are concerned 
not solely with psychiatry in general practice, nor only 
with the community mental health centre movement. 
Instead their purpose is to make available a ‘ready 
reference’ to psychiatric diagnosis and management 
for students and clinicians in a variety of medical 
settings—from the home to the clinic and from a 
psychiatric unit to a general hospital. Accordingly the 
book is written and organized in straightforward 
sections on the initial assessment of patients, psych- 
iatric diagnosis and differential diagnosis (with great 
emphasis on DSM III) and the principles of psych- 
jatric treatment. The key to the use of the manual is a 
simple flow-chart which is printed inside the front 
cover. This consists of a series of instructions like, 
“consider diagnostic possibilities"—now “refer to 
differential diagnosis for that disorder"— "decide on 
provisional diagnosis"—then "refer to treatment 
section for that disorder". Nevertheless the authors 
are eclectic in their opinions, and throughout the text 
they espouse the biopsychosocial medical model. 

Such a novel publication, with its mixture of plain 
facts and prairie wisdom, seems most likely to appeal 
to a readership in the United States, in particular to 
medical students and psychiatric nurses. However this 
approach is of interest and there may be a place for a 
British version. 


‘GREG WILKINSON, Joint Senior Registrar in 
Psychological Medicine, King’s College and Maudsley 
Hospitals, London 


Opioid Dependence: Mechanisms and Treatment. By 
‘ABRAHAM WIKLER. New York and London: 

. Plenum Press. 1980. Pp 255. £27.50. 
-Opioid is the name given to any drug which acts like 
morphine regardless of its chemical structure. This 
book is an extended review of the literature, dealing 





mainly with neuro-pharmacological and behavioural 
aspects of dependence. The author proposes that re- 
lapse into drug dependence is a disease, sui generis and 
suggests factors contributing to relapse. He postulates 
a long-lasting subtle abstinence syndrome character- 
ized by persistent conditioned autonomic responses. 
These responses, if present, would have to be elimin- 
ated by specific extinction procedures in order to 
effect a cure for the disease. 

The book is packed with facts and references. It is 
also packed with long words and written in a verbose 
style which I found difficult to read and almost 
impossible to understand. 


S. R. WiLsoN, Consultant Psychiatrist, 
Littlemore Hospital, Oxford 


The Misuse of Psychotropic Drugs. Edited by ROBIN 
Murray, HAMID QGHODSE, CONRAD HARRIS, 
Davip WILLIAMS and PauL WiLLiAMS. Gaskell 
(The Royal College of Psychiatrists) Ashford, 
Kent: Headley Brothers. March 1981. Pp 112. 
£5.00 (softback). 


The foreword of this slim book gave promise of an 
authoritative review of current knowledge on the 
subject of psychotropic drug misuse, as well as 
important deficiencies in that knowledge, and it was 
therefore approached with interest. Unfortunately, in 
some parts of the book this was difficult to sustain. 
Statistics of drug-prescribing figures, and incidences 
of self-poisoning are of limited value without careful 
and informed comment on their limitations and wider 
significance, and these were generally not provided. 
The controversial issue of benzodiazepine dependence 
has been widely discussed elsewhere and there is 
nothing new here, and the section “The Effects on 
Daily Life' was disappointingly brief and unhelpful. 
It was useful to be reminded by Volans that many 
patients suspected of suffering from drug intoxication 
may in reality have a variety of medical conditions, 
and reassuring to learn from Plant that the majority 
of drug takers, including a substantial. percentage of 
opiate dependents, eventually reduce or abandon. drug 
use, Clare, too, made useful practical points in. 
emphasising the importance of regarding ‘depression’ | 
and ‘anxiety’ as complaints or symptoms rather than as 
diagnoses, with the implication that a pragmatic 
approach toward their management may reduce the. 
tendency to indiscriminate prescribing of anti- 
depressants and tranquillizers based on inadequate 
diagnostic criteria. The most interesting and worth- 
while, albeit short, part of the book, however, was 
the defence by Gardner and by Hill of their respective 
positions on the need, or otherwise, for psychiatric 
assessment of self-poisoned patients, To me Hill won 
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the day on two counts; firstly, the training provided. b 
Gardner for junior medical and nursing staff i 












hospitals, including 'centres of excellence’. Secondly, 


" doctor is prone to be hostile to the self-poiso 1 
patient’. 1 fear that Sir Denis is being kind to man 
older doctors who, regretfully, share this unfortunat 
and counter-productive attitude, and until. this 
corrected, psychiatrists will . _have major respon: 


sibilities, not only in promoting better therapeutic 
use of psychotropic drugs in the community, but also - 


in helping to rehabilitate those, who, for a variety of 
reasons, have abused them. 


PAUL Turner, Professor of Clinical Pliürmücology, 
Consultant Physician, St Bartholomew's Hospital 
London 


The Causes and Effects of Smoking. By H. J. EvsENCK, 
with contributions by L. J. Eaves. London: 
Temple Smith. 1980. Pp 397. £16.50. 

One of the most compelling. questions which 
Eysenck's book raises is—why did he write it? The 
given reason is to question the Establishment view 
that a causal connection between smoking and lung 
cancer (and other diseases) has been proven. Eysenck 
sees his as a scientific crusade against those who 
uncritically accept weak evidence, without ade- 
quately considering alternative hypotheses, ultimately 
because they become, for whatever reason, emotion- 
ally attached to their views. The clue to Eysenck's 
psychology is to be found on page 13, where he 
discusses the difficulties. great scientists have had 
through history, when their views differed from those 
of the Establishment. Since. Eysenck is on record as 
saying that, in fact, he does think smoking causes lung 
cancer, his point is a strictly scientific one. Or is it? 

His review of the evidence is somewhat partial; his 
interpretation often esoteric. In a section he considers 


important to his argument (sex ratios in mortality) he — 


gets the facts wrong. And even the evidence he cites is 
rather selective. Why are there no references to work 
published later than 1976, except people whose work 


supports his views, and why is the most detailed and 


recent summary of the British doctors study, pub- 
lished in 1976, not mentioned at all? Eysenck's 
apparent readiness to commit the anti-Popperian sins 
he finds unforgiveable in other people makes it 
impossible to take seriously the claim on the fly-leaf 


of the book, that "this book provides a rigorous r 


analysisof the data relating to this important subject". 


But this is not a purely scientific issue, and health 


policy does not wait for experts to finish their latest 
books. Consequently, in view of the strength of the 
evidence that smoking is dangerous, not to mention 


greatly in excess of that available in most. other 


. and perhaps at the heart of the matter, “the young. 
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partiality of this book's approach, it has to be 
ered both irresponsible and puzzling. Interest- 
, the media have paid relatively little attention to 
haps ‘wolf!’ has been cried once to often by this 
ished controversialist. . 

AW, Research Fellow, Psychology 


tm di s enlace Hospital Medical School 











ie Md à in His Family: Preventive Child Psychiatry 
| an Age of Transition. Edited by E. JAMES 


^ "ANTHONY and COLETTE CHILAND. Chichester: 


John Wiley. 1981. Pp 645. £17.50. 

This interesting collection of original papers is 
concerned with. the effects of change, developmental, : 
social, cultural or geographical on the individual, 
particularly on the child: or adolescent and on his 
family. It has resulted in .a. vast and sometimes 
confused canvas; many of the papers are of great 
interest but the reader is left with a feeling of mental 
indigestion. It is not easy to. move from, for example, a 
chapter on a Buddhist view of adolescent development 
in Thailand to one on helping families to cope with 
the death of a newborn child. 

Certain themes; perhaps predictably, recur through- 
out the papers. The break up of the extended. and 
often of the nuclear family, the changing role of 
women and its effect on parenting, the extension of 
education and prolongation of dependence for the 
adolescent and the impact of Western culture or 


` Other societies are repeatedly spelt out. What is less 


clear is the preventive role which child psychiatry can 
have. Anthony's introductory. comments to the 
section on prevention makes this point clearly and 
should be required reading for all who plan prophy- 
lactic programmes and indeed those who claim to be 
carrying them out. 

This is a difficult book to B ht through, but 


“one which amply repays repeated dipping into. 


ANNE BOLTON, Consultant Psychiatrist, 
The Middlesex Hospital, London 


A Child’s Parent Dies: Studies in Childhood Bereave- 
ment. By Erna Furman. London: Yale Univer- 
— . sity Press. 1981. Pp 316. £15.75, £5. 00 (paperback). | 
This book is about the experiences of twenty-three B 
children who lost a parent by death. They were all in 
analysis five times weekly, and/or 'treatment via the 
parent’ while attending a special nursery school. Some- 
were referred because of problems which could be 
related directly to the death of the parent: others were 
already in treatment when the bereavement occurred. 
The author met with the other child analysts 
involved to agree on their meaning for terms like 
grief and mourning as applied to children, and to. 
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discuss each other's work as the cases progressed. 
They also reviewed the psychoanalytic literature on 
bereavement in childhood. 

The result is a very detailed and thorough study. 
The analysts agreed that the death of a parent has a 
different effect from any other loss or separation, and 
that it was not appropriate to generalize from one to 
another. They conclude that mourning is first recog- 
nizable in infants who have reached the stage of object 
constancy, and that its manifestations vary according 
to the developmental stage the child has reached, 
defined mainly in Freudian terms. Other factors which 
play a large part in influencing the effect on the child 
include the circumstances of the death, the sex of the 
parent, and the ability. of the surviving parent and 
others to provide a supportive environment in which 
the child can successfully. mourn. The processes of 
mourning in childhood are described, and the way a 
parent or analyst can assist is implied in the descrip- 
tion of the progress of the cases. The author empha- 
sises the essential part two parents play in all phases of 
normal development; and concludes that at least until 
early adolescence a child needs to complete the 
process of mourning and recathect a new parent if his 
development is to progress satisfactorily. 

About a third of the book is taken up with accounts 
of treatment of individual children, written by their 
own analysts. These are particularly interesting and 
serve to emphasise and illustrate the more theoretical 
writing of the rest of the book. 


In her foreword, Anna Freud says “The author and 


contributors . . . reject all simple answers to the 
problem of bereavement in childhood". The book is 
written by analysts, for analysts, and anyone working 
in an analytic way with children will find it extremely 
valuable. It also contributes greatly to understanding 
of adult patients who have lost a parent in childhood. 
It is, however, a very specialized book. The children 
are a highly selected group, and nearly all under five. 
The psychiatrist working in a child guidance clinic 
will find it difficult to use the material in this book in a 
way that will help him to treat his patients under such 
different conditions, Any reader who does not have an 
easy familiarity with psychoanalytic language will 
find parts of this book hard work, but rewarding if he 
can stay the course. Unfortunately this volume is 
unlikely to meet the need of the less sophisticated 
doctors, social workers, and health visitors, into 
. whose hands most of the professional care of bereaved 
children will fall. 


AVERIL STEDEFORD, Senior Registrar, Department of 
Psychotherapy, The Warneford Hospital and 
Sir Michael Sobell House, Oxford 


Human Sexual Behavior. By Prime FELDMAN and 
MALCOLM MACCULLOCH. Chichester: John Wiley. 
1980. Pp 226. £12.50. 


Written by a clinical psychologist anda — M: 
this book leans heavily on behavioural psychology. 
After a general introductory chapter on attitudes in 
society towards sex, the basis of sexual behaviour is 
considered in terms of, first, biological and, secondly, 
social learning factors. In the latter section there is a 
particularly interesting analysis of those elusive 
concepts of ‘attraction and love’. The next chapter 
contains summaries of the studies that have been 
carried out concerning individual differences in sexual 
behaviour and will be useful for the reader who does 
not wish to plough through Kinsey et al In the 
following section cn sexual dysfunction scant atten- 
tion is paid to the problem of general unresponsiveness 
which is the most common dysfunction in females 
referred for sex therapy; the reader who is particularly 
interested in sex therapy might do better to look 
elsewhere for his information. Finally there are 
chapters concerning homosexuality, which are notable 
for the very thorough consideration of aetiological 
factors, and other sexual variations. With the reser- 
vations mentioned above, this book can be recom- 
mended to psychiatrists with a particular interest in 
the field, especially if of a behavioural orientation, and 
would certainly be a useful addition to the library for 
reference by the general reader. 


KEITH HAWTON, Clinical Tutor in Psychiatry, 
Warneford Hospital, Oxford 


Social Skills in Interpersonal Communication. By 
OWEN HARGIE, CHRISTINE SAUNDERS and Davip 
Dickson. London: Croom Helm. 1981, Pp 198. 
£11.95, £5.95 (paperback). 


Since few books have systematically surveyed the 
field of verbal and non-verbal communication this is a 
welcome text. The authors give a well presented 
account of nine areas of social skill: Non-verbal 
communication, reinforcement, questioning, reflect- 
ing, set induction, closure, explaining, listening and 
self-disclosure, Many of these chapters, even the 
whole book, shoulc be read by students entering the 
helping professions,  _ 

The authors, however, make no direct reference to 
the way in which knowledge of social skills has 
practical application in the treatment of interpersonal 
communication difficulties and social anxiety. Because 
of this the book will be less valuable to clinicians 
than it will be for someone who is ‘looking for a 
comprehensive review of basic communication skills. 
PETER BUTCHER, Senior Clinical Psychologist, 

The London Hospitai( Whitechapel) 
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St. Andrew's Hospital, Northampton, offers a comprehensive facility for private psychiatric treatment, 
with the highest standards of medical and nursing care. Specialist units deal with: 


acute mental disorders group psychotherapy 
alcoholism adolescent disorders 
eating disorders behaviour modification 
brain injury behaviour disorders psychogeriatric disorders 


Particular emphasis is placed on short-stay treatment. Other units are specially designed for medium and 
long-stay patients. 


Patients have privacy and comfort in a relaxed, understanding atmosphere. The hospital is set in 100 acres 
of parkland, and has its own golf course, tennis and squash courts, indoor swimming pool and gymnasium. 


Subscribers to private medical insurance schemes may be able to claim within the terms of their cover. 


For further information, write — postage free - to the Medical Director, FREEPOST, 
Dept BJP9. St. Andrew's Hospital, Northam NN 
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id the Diagnoses of | 


The International Classificatio: the D 


English Psychiatrist 
R. E. KENDELL — 


Summary: The diagnoses given to samples of 1,000 first admissions to English 
mental hospitals in 1977 and 1980 were compared in order to find out how much 
influence the 9th revision of the International Classification and its glossary had 
had on the diagnostic habits of English psychiatrists since its introduction in 
January 1979. Although the differences between 1977 and 1980 diagnoses were 
modest they were greater than those found in an earlier comparison of 1968 and 
1971 diagnoses, before and after the introduction of the 8th revision. Com- 
parison of all four sets of diagnoses, from 1968 to 1980, revealed some serial 
changes in the categorization of depressive illnesses and a slowly increasing 
familiarity with the ICD. Although a higher proportion of diagnoses used the 
nomenclature of the ICD in 1980 than in previous years, this was mainly because 











the ICD had adapted itself to the habits of English psychiatrists rather than the 


other way about. 


Every decade, after extensive international con- 
sultations, the World Health Organisation publishes a 
«. - new revision of the International Classification of 

<i Diseases (ICD). In the 1940s and 1950s little interest 

. was taken in the Mental Disorders section of this, but 
in the 1960s WHO made great efforts to persuade 
. health ministries and national psychiatric asso- 
ciations throughout the world to use its classification, 
and since then most member countries have adopted 
the successive revisions of the ICD for statistical 
purposes and also recommended them to physicians 
for general use, The United Kingdom was one of the 
few countries to use the Mental Disorders section of 
the early post-war revisions, and influential English 
psychiatrists like Lewis and Stengel played a leading 
part in the campaign to persuade other couritries to do 
likewise. They were also instrumental in persuading 
the General Register Office to produce a glossary to 
the nomenclature of the 8th revision (ICD-8) (General 
Register Office, 1968). | 

Sufficient copies of this glossary for every con- 
sultant and senior registrar were circulated to all 
psychiatric hospitals and units in England and Wales 
Shortly before the nomenclature of ICD-8 came into 
use in January 1970. In spite of this publicity and 
official encouragement a comparison of two samples 
of 1000 diagnoses, one taken in 1968 before the advent 
of ICD-8 and the other in 1971 a year after its intro- 
duction, revealed almost no differences between the 


two (Kendell 1973). The diagnoses on which this 
177 


comparison was based were obtained from the Mental 
Health Enquiry cards returned to the Department. of 
Health for every psychiatric admission. In both years 
over a third of these diagnoses could not be translated 
into any ICD category, old or new. Moreover, in 1971 
only eight patients out of 1000 were allocated to any of 
the seven new diagnostic categories introduced for the 
first time in the nomenclature of ICD-8, suggesting 
that neither the glossary nor the nomenclature had had 
much influence on the diágnostic habits of the majority 
of English psychiatrists. 

The ninth révision of the International Classification 
was published in 1978 and this time WHO provided its 
own glossary to the mental disorders section as a 
separate booklet available in time for the formal 
introduction of the new nomenclature (WHO, 1978). 


The adoption of this ninth revision the following year 


provided an opportunity to carry out a similar com- - 
parison to the previous one, partly to find out 
whether this revision with its international glossary 
had had any greater impact.on the diagnoses of 
English psychiatrists than its predecessor, and partly 
to see whether longer term changes in diagnostic 
behaviour could be detected by comparing diagnoses 
made in 1977 and 1980 with those made in 1968 and 
1971. 5 4 "p | 


Method and Results 
To facilitate this second objective the procedure 
used was almost identical to that of the original 
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1968/1971 comparison. As before, the diagnoses were 
obtained from the Mental Health Enquiry (HMRI 
(Psych I/P)) forms of first admissions over the age of 
15 to mental illness hospitals or units throughout the 
country. These forms are returned to the Department 
of Health a few weeks after the patient’s admission to 
hospital. Samples of 1000 were withdrawn from the 
files for two years, one before and one after the date on 
which the new nomenclature was introduced (1 Jan- 
uary, 1979). As before, the two years (1977 and 1980) 
were twenty-four months apart in order to avoid the 
change-over period, and the diagnoses were trans- 
cribed onto separate sheets, verbatim and anony- 
mously, before being released to the author. Neither 
sample was a true random sample, partly because 


many of the 1977 Mental Health Enquiry forms had |. 


already been destroyed at the time of the study, but 
both were geographically representative. They were, 
however, drawn from England alone, whereas the 
1968/71 comparison had been based on England and 
Wales. A further minor.complication was that, in 
patients with more than one diagnosis, the instructions 
for deciding which should be coded as the main 
diagnosis and which as secondary were changed 
between 1977 and 1980, but in practice this seemed to 
make little difference. 

Although administrators and records officers were 
briefed before the change-over in January 1979, copies 
of the WHO glossary were not available until April. 
Hospital administrators were then urged to make 
copies available ‘to all grades of psychiatric staff’ but 
the extent to which they did so varied and it was not 
until December 1979 that the College asked its 
Members and Fellows to use the new nomenclature 
and try to ensure that their junior staff were issued 
with copies of the glossary. 

Several new diagnostic terms were introddcedt in the 
nomenclature of ICD-9, Their appearance for the first 
time in 1980 would therefore have provided con- 
vincing evidence that this new nomenclature was being 
used. The frequency. with which eight such terms 
appeared in the 1977 and 1980 samples is shown in 
Table I. Three of the new terms did not appear at all, 
though this might have been because of the compar- 
ative rarity of the syndromes in question. The 
diagnoses of confusional state and depressive illness 
— were frequently used in 1980, but they had been used 
equally frequently in 1977 despite the fact that they 
had never figured in ICD-8 or any of its predecessors. 
The only good evidence, therefore, was provided by 
the term alcohol dependence syndrome, which was 
never used in 1977 but appeared seventeen times in 
1980. Other terms which had been present in the 
nomenclature of ICD-8 were not retained by ICD-9. 
The frequency with which six of these were used in 








TABLE I 
Fregttency of use of diagnostic categories present in ICD-9 
but not in ICD-8 
| | 1977 1980 
Acute or subacute confusional state 293.0 
or.l 50 44 
Depressive disorder, not elsewhere classified 
311 117 134 
Alcohol dependence syndrome 303 0 17 
Induced psychosis (Folie à deux) 297.3 0 0 
Adjustment reaction 309 2 l 
Acute reaction to stress 308 l 0 3 
Frontal lobe syndrome 310.0 0 0 
0 0 


Postconcussional ido oe 310.2 





Total sample n = 1,000 each year 


Tase H 


Frequency of use of diagnostic categories present in ICD-8 
but not in IC D-9 








1977 1980 

Involutional melancholia 296.0 3 0 
Involutional paraphrenia 297.1 0 0 
Episodic or habitual excessive drinking 

303.0 or .1 4 2 
Alcoholic addiction 303.2 4 l 
Transient situational disturbance 307 17 9 
Borderline mental retardation 310 0 l 





Total sample n = 1,000 each year 


1977 and 1980 is shown in Table IL. Although the 
combined use of these six diagnoses was significantly 
less in 1980 than it had been in 1977 (x? — 4.98 and 
P <.05) the difference is marginal, partly because none 
had been widely used in the first place. 

The proportion of all diagnoses which could not be 
allocated without very arbitrary assumptions to any 
ICD category fell from 37 per cent in 1977 to 8.5 per 
cent in 1980. However, this was due to changes in the 
nomenclature rather than to changes in diagnostic 
usage. In fact, it was largely due to the provision in 
ICD-9 of a category ‘Depressive disorder not else- 
where classified' (311), which for the first time made it 
possible to code the frequently used terms 'De- 
pression’ or ‘Depressive Illness’, and to the provision 
of categories (293.0 and 293.1) for confusional states 
of uncertain aetiology. 

As the two sets of 1000 diagnoses on which the 
earlier 1968/1971 comparison had been based were 
still available, it was possible. to compare. four large 
samples of diagnoses spanning. a period of thirteen 
years and three successive revisions of the Inter- 
national Classification (ICD-7, ICD-8 and ICD-9). 














When these four were compared the most obvious 
changes were simply a reflection of gradual changes in 
incidence and admission policies-—increasing numbers 
. of patients with a diagnosis of dementia (30 in 1968 
and. 125 in 1980) and anorexia nervosa (2 in 1968 and 
> 14.in. 1980), for example, and a corresponding 
-reduction in the proportion of patients with depressive 
- illnesses. But there were other serial changes as well. 





SA comparison of the 1977 and 1980 diagnoses with 


those from 1968 and 1971 showed that there had been 
a modest but statistically significant fall in the pro- 
portion of depressive illnesses described simply as 
‘depression’ or ‘depressive illness’ (y? = 11.44. and 
P. <,001), and a matching rise in the proportion 
described as manic depressive (z? = 13.45 and P 
<.001), agitated or retarded (y? = 11.68 and P 
<.001) or neurotic (y^ = 7:91 and P <.01) (see 
Table ILD. Presumably. this. reflects a gradually 
increasing conviction that it is worth distinguishing 
between one type of depression and another; though 
the increasing usage of the terms retarded or agitated 
as well as the term manic depressive implies that there 
is still no agreement on which method of subdividing 
depressions is the most useful. 

Partly because the seven diagnostic terms intro- 
duced for the first time in the nomenclature of ICD-8 
were only given to eight patients out of a thousand in 
1971, the earlier 1968/71 comparison concluded that 
most English psychiatrists ‘had paid little attention’ to 
either the nomenclature of ICD-8 or the Registrar 
General's glossary. However, comparison of the 1971 
and 1977 diagnoses shows that some psychiatrists did 
begin to adopt the terminology of ICD-8 in the course 
of the decade. The diagnosis of transient situational 
disturbance, for example, appeared 17 times in 1977 
compared with only once in 1971. There was also a 
progressive replacement of the ICD-7 term drug 
addiction by the ICD-8 term drug dependence; the 
proportion of drug abuse diagnoses using the word 


TABLE III 
Terms used for describing depressive illnesses 








1968 1971 1977 1980 
Total number of depressive 

illnesses 347 368 256 285 
Percentage unspecified 57 60 SO 48 
Percentage called endogenous 10 8 8 5 
Percentage called manic 

depressive 5 2 5 12 
Percentage called agitated or 

retarded 3 2 7 7 
Percentage called reactive — 17 16 18 16 
Percentage called neurotic 4 ő 10 9 





Total sample in each year 1,000 cases. 
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| € le pendence rising from 18 per cent in 1968 to 48 per 
cent in 1971 and 69 per cent in 1977/80. On the other 


hand; many of the new terms introduced by ICD-8 
were: hardly ever used, even in. 1977. This is perhaps 
understandable. in- the case of involutional para- 
phrenia, reactive dep ‘essive: psychosis, reactive. excit- 
ation and reactive confusion. It is more surprising, 
though, where. alcoholic. addiction and residual 
schizophrenia are concerned. Although both. these 
terms are applicable to common conditions and 
neither involves. alien. theoretical assumptions, the 
former was used only seven times and the latter only 
once in either 1971 or 1977. To all intents and purpose 
they were ignored. id 

Another puzzling development was an increasing 
use of ‘? diagnoses’ which cannot be coded and have 
always been discouraged for that reason. In 1968 and 
1971 there were five of these, but the number rose to 29 
in 1977 and 1980, a highly significant increase (y? = 
15.50 and P <.001) for which there is no obvious 
explanation. This was-accompanied, however, by an 
increasing tendency for psychiatrists to quote an ICD 
code number alongside, or instead of, a written 
diagnosis. This was done on 13 occasions in 1968 and. 
1971, and on 102 occasions in 1977 and 1980, again a 
highly significant increase (y? = 68.56 and P —.001). 
Although no one is asked to do this and it often serves 
no purpose it is perhaps the strongest evidence of all 
of an increasing familiarity with the international 
classification. 

Changes in the official nomenclature may not be the 
only, or even the main cause of changing terminology. 
Fashion and the influence of contemporary research 
may influence usage at a much earlier stage, and only 
produce changes in the official nomenclature after the 
new terms have become familiar and accepted, How- 
ever, there was surprisingly little evidence of such 
influences in these four sets of diagnoses. The terms 
Alzheimer's disease and multi infarct dementia 
which have figured prominently in the research liter- 
ature in recent years were conspicuously absent even 
in 1980, and the term schizoaffective was used less 
often in that year than it had been in 1968. Indeed, the 
only hint of response to contemporary research 
interests was an increasing use of the term manic 
depressive, from twelve in 1977 to 35 in 1980 (y? — 
10.38 and P —.01). 





Discussion 
Like the earlier comparison of 1968 and 1971 
diagnoses, this comparison of 1977 and 1980 diagnoses 
shows that the introduction of a new revision of the 
International Classification, in this case the 9th; does 


not immediately lead to any major change in the —. 


diagnoses English psychiatrists give to their patients: 
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It.is.also apparent that some ICD terms, such as 
alcoholic addiction and residual schizophrenia, are 


jd tn never used by the majority of psychiatrists even after 
— .they have been in the official nomenclature for several 


years and despite a plentiful supply of suitable patients. 
On the other hand, there is some evidence that English 
psychiatrists are slowly beginning to take a greater 
interest in, and to become more familiar with, the 
International Classification. Although the differences 
between the 1977 and 1980 diagnoses were modest, 
there was more response to the introduction of ICD-9 
in 1979 than there had been to the introduction of 
ICD-8 in 1970, despite the delayed and incomplete 
distribution of the WHO glossary. At least one of the 
new ICD-9 terms, alcohol dependence syndrome, 
was used in 1980 for over. a quarter of the patients to 
whom it might have been applied, and other terms 
which. had been dropped from the international 
nomenclature were used less frequently in 1980 than in 
1977. It must also be recognized that most of the 
innovations in ICD-9 involved disorders which are not 
often. encountered in: adult in-patients. Greater 
changes in usage might have been demonstrable if the 
study had been based on out-patient or children's 
diagnoses. 

The most convincing evidence of increasing famil- 
iarity with the International Classification is provided 
not by the immediate response to new revisions but by 
the increasing use of ICD code numbers as part of the 
diagnosis (rising from 11 in 1968 and 2 in 1971 to 61 in 
1980), and bv the way in which use of a term like 
transient situational disturbance (which figured in the 


nomenclature of ICD-8, but not of ICD-7 or ICD-9) 
started for the first time in 1971, rose to a maximum in 
1977 and then fell in 1980. Even so, the most widely 
used diagnoses were the same in 1980 as they had been 
in 1968— depression, schizophrenia, dementia, alco- 
holism, personality disorder and confusional state—all 
broad syndromes whose many official subcategories 
were largely ignored. Indeed, senile dementia was the 
only commonly made diagnosis corresponding to a 
four-digit rather than a three-digit ICD category. The 
diagnoses of English psychiatrists were closer to being 
based on the International Classification in 1980 than 
they had been in 1968, but this was mainly because the 
International Classification had adapted itself to them, 
rather than because they had adapted to it. 


Acknowledgement 


I am most grateful to the Department of Health and 
Social Security's Statistics and Research Division. for 
supplying the Mental Health Enquiry data on which this 
study was based. 


References 


GENERAL REGISTER Orrice (1968) A Glossary. of Mental 
Disorders. Studies on Medical and Population Subjects, 
No. 22. London: HMSO, 

KENDELL, R. E, (1973) The influence of the 1968 glossary 
on the diagnoses of English psychiatrists. British 
Journal of Psychiatry, 123, 527-30. 

WoRLD HEALTH ORGANIZATION (1978) Mental Disorders: 
Glossary and Guide to their Classification in accordance 
with the Ninth Revision of the International Classi- 
fication of Diseases. Geneva: WHO. 


R. E. Kendell, MED., F.R.C.P., F.R.C.Psych., Professor of Psychiatry, Universit y of Edinburgh Peparimeni of FIXIS 


Royal. Edinburgh Hospital, Edinburgh EHIOSHF 


(Received 2 April 4981) 


. Brit. J. Psychiat. (1981), 139, 181-189 





The Efficacy of Cognitive Therapy à in Depression: 
A Treatment Trial Using Cognitive T 
Pharmacotherapy, each Alone and in Combination 
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|. M. BLACKBURN, S. BISHOP, A. I. M. GLEN, L. J. WHALLEY and 
J. E. CHRISTIE - 


Summary: We report an extensive study which compares cognitive therapy, 
antidepressant drugs and a combination of these two, in depressed patients seen 
either in general practice or an out- -patient department. One-hundred and forty 
patients were screened for primary major depression and 64 patients completed 
the trial. All were rated on seven measures of mood, including independent 
observer-rated and self-rated depression and scales of anxiety and irritability. 
Patients were randomly assigned to cognitive therapy, antidepressants or a 
combination of the two. The antidepressant drug group did less well in both 
hospital and general practice and combination treatment was superior to drug 
treatment in both hospital and general practice. In general practice, cognitive 
therapy was superior to drug treatment. The presence of endogenous features 
did not affect response to treatment. The results are discussed in terms of Beck's 

cognitive theory of depression and factors of presumed pantal importance of 





depression in general practice. 


Reasons for testing psychotherapeutic methods of 
treatment in depression as alternatives or adjuncts to 
pharmacotherapy, have been elaborated by several 
authors (Weissman, 1978; Beck et al, 1979). The need 
for alternative treatments has encouraged a wealth of 
experimental and clinical studies, several of which 
derive from Beck's (1967, 1976) cognitive theory of 
depression. Briefly, the theory states that the various 
symptoms of the depressive syndrome can be under- 
stood in terms of a cognitive shift. The depressed 
individual views himself as a ‘loser’. He overinterprets 
his experiences in terms of defeat or deprivation, 
regards himself as deficient, inadequate, unworthy, 
and is prone to attribute unpleasant occurrences to a 
deficiency in himself. He anticipates that his present 
difficulties or suffering will continue indefinitely; 
since he attributes his difficulties to his own defects, 
he blames himself and becomes increasingly self- 
critical. 

In addition to (lia pervading negative themes relating 
to self, the world and the future (negative cognitive 
triad), two other areas of cognitive dysfunction have 
been identified in depression: logical systematic errors 
which lead the patient to erroneous conclusions and 
attitudes (e.g. arbitrary inference, selective abstrac- 
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tion, personalization, overgeneralization and mag- 
nification and minimization) and finally, dysfunctional 
basic premises or idiosyncratic schemas which integrate 
the model and help explain why, given certain internal 
or external events, a person will develop depression. 
These schemas. are described as relatively enduring 
structures (Neisser, 1976) which act as templates— 
screening, coding, categorizing and evaluating in- 
formation. Experimental studies recently reviewed by 
Hollon and Beck (1979) have. given support to the 
theory and a systematic treatment approach, cognitive 
therapy, has been developed by Beck and his colleagues 
and fully detailed in a treatment manual (Beck et al, 
1979). Cognitive therapy aims to change patients' 
depressogenic. cognitions and hence their depressed 


affect and behaviour, by the use of cognitive and 


behavioural techniques. Cognitive therapy is problem- 
orientated, specially developed for the symptoms of 
depression (e.g. inertia, hopelessness, pessimism) and 
is time limited, lasting on the average 12 weeks. In a 
previous publication. (Blackburn and Bishop, 1981), the 
authors describe the typical way they conduct cogni- 
tive therapy and give: a short case history. 

There have been à few published outcome studies, 
all from the U.S.A., comparing cognitive therapy with 
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other forms of treatment; they have usually dealt with 

unipolar depressed out-patients from a university 
clinic or with depressed university students. They have 
compared cognitive therapy with behaviour therapy 
and waiting list controls (Shaw, 1977; Taylor and 
Marshall, 1977), with attention-placébo controls 
(Shaw, 1977), with a combination of cognitive and 
behaviour therapy (Taylor and Marshall, 1977), with 
positive group experience (Gioe, 1975) and with 
insight orientated group therapy (Morris, 1975). These 
studies have usually shown cognitive therapy to be 
more effective than other types of psychotherapy. One 
major study (Rush et al, 1977) compared cognitive 
therapy with imipramine in depressed unipolar out- 
patients and found cognitive therapy superior to 
pharmacotherapy both in the level of response and in 
the rate of premature treatment termination. McLean 
and Hakstian (1979), comparing cognitive behavioural 
therapy with dynamically-orientated psychotherapy, 
relaxation therapy and imipramine in unipolar out- 
patients, found that the cognitive behavioural modality 
produced greater symptom reduction than pharma- 
cotherapy and less premature treatment termination 
than the other three treatment modes. Recent studies 
concerned with the: comparison of cognitive therapy 
and other treatments for depression have been those 
of Kovacs (1980) and. Kovacs et al (1981). Since 
previous studies have usually demonstrated that 
tricyclic antidepressant drugs are superior to placebo 
(see Morris and Beck, 1974, for a comprehensive 
review) and to various forms of psychotherapy 
(e.g. marital therapy, Friedman, 1975; social work 
counselling, Klerman et al, 1974; supportive group 
therapy, Covieet al, 1974), cognitive therapy appears to 
be a more effective treatment. 

The three main aims of the treatment trial reported 
here were: 

(1) To replicate the Rush et al (1977) study, i.e. to 
compare cognitive therapy with drugs in the treatment 
of depression. It is important that the effects of specific 
therapies are examined in centres other than those in 
which they were first developed. As there have been 
over a hundred studies demonstrating the greater 
effectiveness of tricyclic antidepressants over placebo- 
controls (Morris and Beck, 1974), it was deemed that if 
cognitive therapy was shown to work as well as or 
better than tricyclics, it was not essential to include a 
placebo control in this study. Moreover, since the 
intention was to compare cognitive therapy with 
current pharmacotherapeutic regimens, no constraint 
was placed on which drugs were prescribed, provided 
they were given in recognized therapeutic dosage. This 
allowed maximum flexibility to the prescribing doctor 
and so increased the likelihood of response in patients 
allocated to drug treatment (Baldessarini, 1977). 


(2) To test out the effect of combining cognitive 
therapy and drug treatment. In the 1960's the com- 
bination of drugs and psychotherapy in the treatment 
of depression was somewhat controversial, the general 
opinion being that the interaction would be inhibitory, 
i.e. less than the effect of either treatment on its own. 


Recently, several authors (Covi et al, 1974; Friedman, 
: 1975; Klerman ef al, 1974; Hollon and Beck, 1978) 


have reported a positive reciprocal interaction, i.e. the 
interaction is as effective as the more effective of the 
two treatments. 

Weissman et al (1979), however, have reported an 
additive effect for the combination of drugs and 
interpersonal psychotherapy. If cognitive therapy is 
as effective as or more effective than tricyclic anti- 
depressants (Rush et al, 1977), the combination of two 
powerful treatments should logically provide the best . 
response, although other modes of interaction, as 
pointed out above, can be envisaged. 

(3) To test out these modes of treatment on two 
populations: teaching hospital out-patients and 
general practice patients. It has been argued (Little 
et al, 1978) that general practitioners now treat most 
depressed cases successfully, without much need of 
hospital referrals, and that patients seen in hospital 
are a selected sample and unrepresentative of a 
population of depressed patients. 


Method 
Design 

(i) Depressed patients (18-65 years of age) were 
referred from two sources: hospital out-patient clinics 
and a general practice clinic serving a population of 
6,633 in a largely working-class area of Edinburgh. 

(ii) The referred patients were screened, using a 
standard psychiatric interview, the Present State 
Examination--PSE—(Wing et al, 1974) and, on the 
basis of this interview, Spitzer's (Spitzer et al, 1978) 
Research Diagnostic Criteria (RDC) were checked. 
Only those patients who satisfied the criteria for 
primary major depressive disorder were selected for 
the treatment trial. (The RDC for primary major 
depressive disorder specify: (a) duration of dysphoric 
features lasting at least two weeks, (b) the presence 
of at least five of the following symptoms; poor 
appetite or weight loss or increased appetite and 
weight gain; sleep difficulty or sleeping too much; 
loss of energy, fatigability or tiredness; psychomotor 
agitation or retardation; loss of interest or pleasure in 
usual activities; feelings of. self-reproach or guilt; 
diminished ability to think: or. concentrate; suicidal 
thoughts or behaviour, (c) no signs of symptoms of 
schizophrenia. (d) sought or was referred for help, 
(e) the first appearance of major depressive disorder 
was not preceded by any other psychiatric condition, 








e.g. schizophrenia, panic disorder or alcoholism). 


Deluded, extremely retarded and bipolar patients were 
excluded. Thus, using the presence of delusions and/or 
hallucinations as the criterion for a psychotic illness, 
FA neurotic depressed patients were BECEpte d in the 


. The second criterion of selection PA the study was 
level of depression which had to be at least mild 


- ie.score >14 according to the British norms of the 


Beck Depression Inventory (Metcalfe and Goldman, 
1965); these authors found that British patients tended 
to score lower than their North American counter- 
parts. 

(iii) Those subjects who met the study criteria and 
who agreed to the research procedure then completed a 


series of baseline measures: self-report mood and — 


cognitive measures, behavioural tasks and an inde- 
pendent observer rating of mood. 

(iv) Subjects were then randomly allocated to one 
of the three modes of treatment: cognitive therapy 
(CT), drug of choice (usually amitriptyline or clomi- 
pramine, 150 mg daily) or a combination of cognitive 
therapy and drug. The treatment allocation was 
stratified according to three levels of the severity of 
depression, using scores on the Beck Depression 
Inventory: mild (14-20), moderate (21-26) and 
severe ( — 26). 

(v) The treatment procedures were as follows: both 
cognitive therapy groups usually attended twice a 
week in the first three weeks of treatment and once a 
week thereafter; if this proved difficult for some 
individuals because of other commitments, they 
attended. once a week throughout the course of 
treatment. I.M.B. and S.B. conducted the cognitive 
therapy and A.LM.G., L.LW. and LE.C. were 
responsible for drug administration and supervision in 
the hospital. At the start of the study, the general 
practitioners discussed prescribing practice with the 
hospital psychiatrists and agreed on a range of anti- 
depressant drugs and therapeutic doses. 

(vi) Re-assessment on all the baseline measures 
(except the Present State Examination) was carried out 
as far as possible every two to three weeks. Patients 
receiving drugs had contact with the researchers only 
at the time of reassessment when they were seen by the 
prescribing psychiatrist who would spend about 20 
minutes with them. The Hamilton Rating Scale for 
depression (HRS) was administered to all patients by 
one of the three psychiatrists and all other assessments 
were conducted by I.M.B. or S.B. The general practice 
patients were treated and assessed in the general 
practice setting. 

(vii) If no response (defined as 50 per cent decrease 
on either the Beck Depression Inventory (BDI) or 
the HRS) occurred after a maximum of 12 weeks' 
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atients were considered as non-responders 
je purpose of the trial; otherwise treatment 
continued for a maximum of 20 weeks. É 
(viii) The patients who responded to treatment were 
then followed up for one year. However, only the 
immediate outcome of treatment will be considered in 
this paper: * 


Population studied - 


From both clinics: 140 patients e ‘hospital and 69 
general practice) were assessed. Of these, 52 patients 


(22 hospital and 30 general practice) were rejected Vus zs - 


because of the inclusion and exclusion criteria 
mentioned above. The rate of rejection in the general 
practice (43. per cent) was not significantly higher than 
that in the hospital (31 per cent), x? = 1.83, df= 1, 
indicating that the general practitioners did share 
the same criteria as the hospital psychiatrists for the 
diagnosis of depression. The drop-out rate of 18 per 
cent from the hospital out-patients (9 out of 49) was 
relatively low compared to other studies (25 per cent 
Beck et al, 1979) and did not differ significantly from 
the rate of defaulting in the general practice (15 out of 
39, ie. 38 per cent). Thus, 64. patients completed 
treatment, 40 from the hospital and 24 from the 
general practice. 

A two-way analysis of variance (location x treat- 
ment) for baseline and demographic characteristics of 
treatment completers indicated that hospital patients 
relative to general practice patients were more highly 
educated (P. <.0001); of a higher socio-economic level 
(P «.0001), had a longer duration of illness for the 
reference episode (P <.02), had suffered more 
previous depressive episodes (P <.01), had a higher 
score in psychopathology as assessed by the PSE total 
(P «.05), had more feelings of hopelessness (P. <.05), 
had: lower self-esteem (P <.05) and were less out- 
wardly irritable (P <.01). On the other hand, as 
previously described by Blackburn and Bishop (1981), 
the two populations did not differ in sex and age 
distribution (the proportion of males to females in the 
hospital and general practice was respectively 10:30 
and 4:20 and mean age was respectively 44.5 - 11.4 
and 41.3+9.5), nor in levels of depression as self- 
rated (BDI scores, 24.6 +7 and 23.3 + 5.3 respectively) 
and observer rated (HRS scores, 17.3 4.6 and 19 $ 4.5 
respectively). The proportions of patients with suicidal 
ideas and attempts (PSE item 24) were similar (55 per 
cent and 45 per cent respectively). The presence of 
‘endogenous’ symptoms according to Spitzer et al’s 
(1978) criteria (see in Results section, ‘response of 
endogenous and non-endogenous patients', for full 


. descriptions of how the criteria were applied), did not 


differentiate the two samples. In the hospital group 


the proportions of endogenous to non-endogenous was 
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16:24 and in the general practice the proportion it was 


11:13 (the difference between these proportions was 
notsignificant). . | 

Six variables significantly differentiated the patients 
who completed treatment from those who did not. 
Non-completers had higher mean scores on both BDI 
(P <.001) and HRS (P <.01) depression scores, were 
more inwardly irritable (P <.05), had higher mean 
total irritability scores (P <.05) and were more 
negative in terms of their mean score on their self- 
reported view of their environment (P —.05). Those 
who did not complete treatment were also less 
educated than patients who had a full course of 
treatment (P <.05). Thus, lower education and, 
paradoxically, higher severity of illness appear to 
characterize patients who drop out of treatment. 


Measures 


- Only the outcome on. mood. measures were con- 
sidered in this analysis. The Beck Depression Inventory 
(Beck et aj, 1961) and Hamilton Rating Scale for 
Depression. (Hamilton, 1960) are very well known 
self-rating and observer rating scales which do not 
need further description. The third mood rating 
scale, the Irritability, Depression and Anxiety Scale 
(IDA) of Snaith et a/ (1978) is an 18 item self-assess- 
ment scale which was constructed because the authors 
considered that it would be useful to include measures 
of irritability together with measures of depression 
and of anxiety. The four sub-scales of the IDA Scale 
were used in this study: depression, anxiety, inward 
irritability, outward irritability; in addition a total 
irritability score (inward--outward irritability) was 
used. 


Analysis 
Length of treatment and number of treatment 


sessions were compared across treatment and across 
location. | 


: To compare differential response to treatment, the 
attrition rate in each treatment was compared and a 
two-way analysis of covariance (using as covariates 
four of the independent variables which discriminated 
between the two samples, namely duration of illness, 
education, socio-economic level and PSE total score) 
was calculated for percentage change scores, i.e. 
baseline score—endpoint score 

baseline score 
ment effect, location effect and the interaction of 
location and treatment. Significant F tests were 
followed by a-posteriori tests of significance to locate 
differences: least significant difference, i.e. t.4 or t.94 X 


MSerror (- ES =) df of MSerror, (Snedecor and Coch- 
I & 
ran, 1974). 

The differential response of endogenous and non- 
endogenous depression was considered by chi-square 
analysis, using Spitzer's (1978) research diagnostic 
criteria for endogeneity and end-point scores of 8 or 
less on the BDI and 9 or less on the HRS as criteria 
of response. 





x 100 to look at treat- 


Results 

Table I shows the breakdown of the two populations 
according to treatment, weeks in treatment and 
treatment sessions. The hospital patients in the 
combination group were in treatment for slightly 
longer, but the difference, in weeks, from the other 
groups is not significant. However, they had sig- 
nificantly more treatment sessions than the general 
practice combination group (t — 2.54, df — 20, 
P <,05). The hospital cognitive therapy group also 
had more treatment sessions than the general practice 
cognitive therapy group but the difference was not 
significant (t = 1.67, df =. 20) Thus, the hospital 
patients tended to receive more treatment sessions. 

The 9 hospital and 15 general practice patients who 


TABLE I 
Duration of treatment 





Hospital 


General practice _ 





N Weeks in trial 





Combination therapy B 


"Number of 
sessions N 


gm | ‘Number of 
Weeks in trial Sessions g Total N 





15.244.3 16.645.1 9 H.6+4.1 11.6441 22 
Cognitive therapy ——— 14 — 12424.8 — 16.917.3 — 8. 124546 — 12355 2 
Drug therapy | 048 12.3+4.0 7 12.7 £2.6 — . 20 
Tot — o 40 24 | 64 











discontinued treatment prematurely were equally 
istributed among the three treatments in the two 
amples, i.e. 3, 3 and 3 in the hospital out-patients and 
, 5 and. 5 in the general practice patients. Thus, no 
ne treatment can be said to have been more liable to 
E ttrítion. 


| Anal ysis. of percentage dange scores 


` significant difference’ between hospital and general 
-= practice patients on outward irritability, the latter 
cee -being more outwardly irritable. In addition, the two- 
- - way analysis of variance of baseline data indicated a 
| treatment difference on the HRS-D, the combination 
_ treatment group being significantly more depressed on 


. .. fhis measure (20.5 t 4.6) than the cognitive therapy 


^ group (18.9 + 3.5) or the drug treatment group (17.44 
d 4. 6) (P. —.005). 

|. In view of these differences at baseline, outcome was 
. analysed in terms of percentage change scores, i.e. 
- "taking baseline scores into consideration. A two-way 


— As was pointed out in the ise toile of the popu- 
lation in the method section, at baseline there was a 
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analysis of covariance (treatment x location) with 
four covariates (duration of illness, education level, 
socio-economic level and PSE total) for all mood. 
measures gave the results listed in Table II. The means 
listed are corrected for duration of illness which was 
the only significant. covariate in the analysis for all 
variables except in the case of outward irritability for 
which no covariate reached significance. Three of the 


seven mood variables showed a significant treatment E 
effect, with one interaction of treatment and location —. 
on the BDI. In the hospital group, itis apparent that 
the combination treatment group responded at the — — 
highest level with little difference between the other — js 
two groups, except on anxiety where the cognitive ^ ^. 


therapy group had double the response rate of the 
drug treatment group. A significant difference was 
obtained between the combination and drug groups 
On anxiety (P <.05). In the general practice group, 
again the drug treatment group responded at a much 
lower level than the cognitive therapy and. com- 
bination groups, with little difference between the 
latter two groups. Significant differences were obtained 


TABLE II 


Two-way analysis of covariance for percentage change scores (covariates: duration of illness, socio-economic level, education, ! 2 S x 


PSE total. Means adjusted only for significant covariate: duration of illness) 


Hospital General practice: Significance 
E COM 78.8 O7Y o STR = .05 
BDI CT . 47.7 84.4 . o TRXLOC = „Qi 
D 59.5 13.8 
COM 73.4 74.2. 
HRS-D CT 64.1 77.3 TR = .005 
D 52.6 16.4 
COM . 55.0 46.9 
Depression (IDA) CT. 44.8 55.3 NS 
(D 35.7 14.7 
COM 51.9. 49.3 — 
Anxiety (IDA) CT 43.3 47.4 — TR = .01 
D 12.7. 8.1 
| COM 241 (610 7 
Inward irritability (IDA) CT 42.1 62.8 NS 
D 25.2 9.4 - 
í COM 37.9 32.0 — 
Outward irritability (IDA) CT 11.5 38.0 — NS 
D FA 235.0 -— 
COM 44.4 48.2 
Total irritability (IDA) CT 32.4 51.5. NS 
d D 20.0 18.5 





== COM = combination treatment; CT = cognitive therapy; D = drugs; TR = treatment effect; LOC = location effect. 
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between combination treatment and drug and 
cognitive therapy and drug (both at P <.01) on the 
HRS. One-way analysis of covariance on the BDI 
(because of the interaction effect) indicated that the 
hospital combination treatment group did significantly 
better than the general practice group (P <.01). 


Response of endogenous and non-endogenous patients 

All 64 patients who completed the trial had been 
classified as “definite endogenous’ or ‘not endogenous’ 
“by applying Spitzer's criteria to the baseline HRS-D 
administered by the independent assessor (see Method 
section). A definite diagnosis of endogenous depres- 
sion requires a score of six or more from a list of ten 
symptoms which include: distinct quality of depressed 
mood; lack of reactivity to environmental changes; 
mood worse in the morning; pervasive loss of interest 
or pleasure; feelings of self-reproach or guilt; early 
morning wakening or middle insomnia; psychomotor 
retardation or agitation; poor appetite; weight loss; 
decreased sexual drive. While a score of one on the 
depressed mood item of the HRS-D was sufficient to 
qualify for ‘distinct quality of depressed mood’, a 
score of 4 was necessary to qualify for ‘lack of 
reactivity to environmental changes’. A score of one 
or more on the other items counted as positive for the 
other symptoms of the checklist. 

Table III. shows the numbers of endogenous and 
non-endogenous patients who responded or failed to 
respond to each treatment for both samples combined. 
Comparing the frequencies of endogenous responders 
and non-responders with non-endogenous responders 
and non-responders within each treatment by Fisher’s 
exact probability test, there were no significant 
differences, Among the endogenous sub-group (com- 
paring columns 1 and 2) the frequencies of responders 
and non-responders to each treatment did not differ 
(y? = .70, df = 2) and similarly, among the non- 
endogenous sub-group (columns 4 and 5) there was 
no significant difference in the frequencies of respon- 


ders and non-responders to each treatment (x? — .89, 

Endogenous patients responded as well to cognitive 
therapy as they did to drug treatment and combination 
treatment and non-endogenous patients responded 
as well to drugs as they did to cognitive therapy. 
Moreover, within each treatment group, a similar 
proportion of endogenous and  non-endogenous 
patients responded. | 


Discussion | 

The use of four covariates in the analysis of out- 
come helped to partial out the effect of variables 
which differentiated populations and could be argued 
to have a potential effect on treatment outcome. Long 
duration of illness in the hospital patients meant that 
they had been exposed unsuccessfully to one or more 
treatments before they joined the trial, which is a well- 
documented negative predictor of outcome (Pichot, 
1974; Pare, 1974). Socio-economic level and level of 
education have also been found to affect treatment 
outcome significantly (Raskin et al, 1974; Downing 
and Rickels, 1972; Garfield, 1978; Luborsky ef al, 
1971) in that a relationship has usually been found 
between improvement and educational attainment, 
this being the case for both pharmacotherapy and 
psychotherapy. Finally, severity of symptoms has 
often been implicated as relevant to outcome, in 
particular in drug studies (Ball and Kiloh, 1959; 
Kiloh et a/, 1962). Thus, although the populations 
from the two sources of referral differed on these 
variables, no location differences were found, whereas 
there were highly significant treatment effects with 
only one interaction effect on the self-rated depression 
scale (BDI). 

In the hospital group, a previous report (Blackburn 
and Bishop, 1981) comparing the number of treatment 
responders as defined by endpoint scores on the BDI 
and the HRS, pointed out that the drug response rate 
(77 per cent) was similar to that of the combination 


TABLE I 
Response of endogenous (n = 27) and non-endogenous (n = 37) subgroups 





Endogenous 


Responders Non-responders Total) 


m Ie HMM EPA aq t rr err a UM a arr rrr Pts ere da iei at n tato tar er eT TT t ta hire rere He et iori mre iieri toot tnvhnitnertrhirtinsininnnntatrt nae uttter emere mmm nime 


(1) (2) 
Combination therapy 9 2 
Cognitive therapy | 5 | 2 


Non-endogenous i 
Responders Non-responders Total 
(3) (4) OM © 
1 7 9 2 11 
7 11 4 ~ 45 


9 6. 5 "E 





Drug therapy. Zo 5 4 
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of cognitive therapy and drugs and not significantly 
better than the response on cognitive therapy alone 








(57 per cent). However, when average level of response 
in each treatment was considered in the more detailed 
analysis reported here, the combination of drug and 
- psychotherapy was superior to either treatment alone 
on all seven mood measures, a treatment effect being 





tained on three measures, self-rated depression, 

 Observer-rated depression and anxiety, There was little 

... difference between the drug treatment alone group and 

QU the. cognitive therapy alone group, although the 
cognitive therapy group did generally better (except 
on self-rated depression) giving the overall clinical 
outcome of combined treatment > cognitive therapy > 
drug treatment. The only significant difference which 
was identified by a-posteriori tests was between the 
combination and drug treatment groups on anxiety. 
The number of patients who discontinued treatment 
was similarly low in all three treatment modalities and 
did not differ. The reasons given for dropping out were 
usually accountable for, for example: admission to 
hospital, partial recovery, moving town or expressed 
preference for a different treatment (one in the drug 
group and one in the cognitive therapy group). 

Thus the results in the hospital out-patient group 
are comparable to, but less pronounced than, those 
of Rush et a/ (1977) who treated university clinic out- 
patients using cognitive therapy or imipramine. These 
authors reported a clear superiority (P <.05) of 
cognitive therapy over drugs on three rating scales of 
depression, the BDI, HRS and Raskin's observer 
rating scale of depression. Furthermore, they reported 
a significantly lower rate of attrition (P —.05) in the 
cognitive therapy group. From the baseline and 
termination of treatment scores on the BDI and HRS 
listed by Rush et al, it appears that their baseline 
scores were somewhat higher for both treatment 
groups than those in the present study. However, at 
termination of treatment, their cognitive therapy 
group obtained lower scores compared to the cogni- 
tive treatment group in this study and their drug 
group higher scores than the comparative group 
here. ees 

Several arguments could be adduced for these 
differences in results: | 
(a) The patients receiving drugs in this study had 
a drug regime tailor-made for them, as no constraints 
were put on drugs prescribed, whereas all the patients 
in the Rush et al study received imipramine. 
(b) The patients in this study were still on a full 
. therapeutic dose of antidepressants at the time of the 
last assessment, whereas it appears from the Rush et al 
. Study that the dose of the drug had been reduced from 
two weeks previous to last assessment and finally 
discontinued. l UP : 
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(c) There seems to be differences in the populations 


| studied in terms of poor response to earlier treatment 


and duration of illness. Of the hospital group in this 
study 50 per cent had been ill for more than one year 
whereas 39 per cent of the Rush et al sample had been 
illformorethanoneyear. — | 

(d) The Rush et al study was conducted at the 
centre for cognitive therapy where it is possible that - 
pharmacotherapy was not prescribed with the same 
conviction as it-might have been by the psychiatrists. 
in the present study. —-. oe AE 

(e) The converse of the former argument may also 
have applied, that is, the cognitive therapists in the 
present study may not have had the same degree of 
commitment as the therapists in the Rush et al study. 
The effect of therapists’ attitudes is well documented 
in treatment outcome studies (Shapiro and Morris, 
1978; Wheatley, 1972; Sheard, 1963). 

In the general practice group, the group receiving 
pharmacotherapy alone did significantly worse than 
the cognitive therapy and combination treatment 
groups, with little difference between the latter. 
Contrary to the hospital group, the combination of 
pharmacotherapy and cognitive therapy did not have 
an additive effect in this sample of patients. The low 
rate of response in the drug group which was lower 
than placebo response as generally quoted (inter alia 
Wheatley, 1972), is difficult to account for. It is 
possible. that the general practice patients did not 
take their drugs. Drug plasma levels were not moni- 
tored in this study, although every effort was made 
to ascertain that.the patients were adhering to the 
prescribed regime by careful questioning at each 
assessment; in fact two patients were discontinued 
from the trial because they were not taking their 
drugs regularly. However, the possibility remains that 
the superiority of cognitive therapy alone or in 
combination with drugs may be due to poor com- 
pliance; poor compliance of general practice patients 
has been commented on by several researchers (inter 
alia Johnston, 1973). On the other hand, if it is 
assumed that the patients did take their drugs, the 
poor response may have been due to the general 
practitioner’s lack of belief in the efficacy of drugs in 
such patients, many of whom suffered under social 
and personal difficulties. It is indeed possible that 
many of the general practice patients may have 
suffered from types of depression which would not be 
expected to respond to drug treatment. Brown and 
Harris (1978) have stressed the importance of socio- 
logical factors in depression, so that in community 
settings a psychological treatment may be more 
appropriate. than pharmacotherapy and cognitive 
therapy may be particularly effective as it is problem- 
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oriented and. helps the patient to develop more 
effective coping strategies. 

The absence of a differential response of 'endo- 
genous’ and ‘non-endogenous’ patients to the three 
treatments indicates that this diagnostic differentiation 
is not relevant to outcome; cognitive therapy, alone 
or in combination with drugs, was effective in patients 
with or without endogenous symptoms, and pharma- 
cotherapy was also as effective in both groups of 
patients. The endogenous syndrome was defined 
purely symptomatically (Spitzer's RDC criteria) and 
is to be differentiated from the. psychotic/neurotic 
dichotomy. None of the patients in this study suffered 
from delusions, hallucinations or severe retardation 
and they did not need hospitalization in the opinion 
of their consultant. 

In summary, the study has shown that in a group of 
mildly to moderately depressed hospital out-patients, 
often chronically ill and resistant to previous treat- 
merits, cognitive therapy was minimally more effective 
than pharmacotherapy and the combination of 
cognitive therapy with drugs had an additive effect, 
bringing about the largest degree of change. In general 
practice, cognitive therapy alone and in combination 
with drugs, was superior to drugs alone, the inter- 
action of the two treatments in this group being 
positively reciprocal, as defined in the introduction 
section. The effectiveness of cognitive therapy in the 
present sample of patients argues against the often- 
voiced criticism that, because it is so logical, it could 
only be effective in better-educated and more in- 
tellectual patients. In addition to the possible role of 
non-specific factors, a therapy which is specifically 
aimed at changing cognitions, if successful, points to 
the central importance of cognition in depression. 

Future studies should be directed to the interaction 
of life events or situational stresses and response to 
cognitive therapy. The fact that depressed patients 
from general practice responded more quickly than 
the hospital patients may indicate that situational 
factors which could be resolved with help played a 
greater role in the depression of these patients. Or 
again, intractable life stresses may have played a role 
in preventing response to treatment in some patients. 
The endogenous/non-endogenous distinction used in 
the present study did not consider such factors. Such 
an approach and possibly further sub-classifications of 
the depressed patients would elucidate the comparative 
efficacy of cognitive therapy for depression further. 
Several authors (inter alia Nelson et al, 1978; Feinberg 
et al, 1979) have commented on the overinclusiveness 
of the RDC primary major depression classification. 
Another shortcoming of this study is the absence of 
objective methods of assessing patients' compliance 


to pharmacotherapy. The monitoring of drug plasma 
levels should be considered in future studies. 
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Cognitive Dysfunction 1 in Schizophrenia, Affective Disorder. 
and Organic Brain Disease | 


MOTARD ABRAMS, JOEL REDFIELD and MICHAEL ALAN TAYLOR 


. Summary: We used the Wechsler Adult Itelligence Scale (WAIS) to study a 
sample of patients with affective disorder (N = 52), schizophrenia (N = 17) and 
organic brain disease (N = 8). Schizophrenic patients had lower verbal, per- 
formance and full-scale IQs than patients with affective disorder, but were no 
different from those with organic brain disease. An individual WAIS subscale 
analysis showed that, compared with affectives, schizophrenics had relatively 
poorer performance on language than non-language tasks. | 
These differences were independent of age, sex, handedness, educational 
level or drug administration and are consistent with a variety of studies demon- 





strating significant cerebral dysfunction in carefully diagnosed schizophrenic | 


patients. 


. In prior neuropsychological studies of patients 
with schizophrenia and affective disorder (Taylor et al, 
1975; Taylor et al, 1979) we. used an aphasia screening 
test to differentiate the two groups. More schizo- 
phrenics exhibited abnormal overall performance and 
dominant temporal/temporoparietal errors. 

The present report employs the Wechsler Adult 
Intelligence Scale (WAIS) (Wechsler, 1955) to study a 


phasias, nonsequiturs, private words, stock 
words). 
First rank symptoms (at least one). 
Emotional blunting. (a constricted, in- 
appropriate, unrelated affect of decreased 
intensity, with indifference/unconcern for 
loved ones, lack of emotional responsivity, 
and a loss of social graces). 


(b) 
(c). 


sample of schizophrenics. and patients with affective 2. Clearconsciousness. 
disorder and includes.a small group of patients with 3. No diagnosable affective disorder. 
organic brain disease for comparison. Based on our 4. No diagnosable organic brain disease, no past 


own.data and that of other investigators (DeWolfe et 
al, 1971; Klonoff et-al, 1970; Watson et al, 1968; 
Watson, 1965) we predicted that schizophrenics 
would show more total and verbal impairment than 
patients with affective disorder but would be in- 


hallucinogenic or psychostimulant: drug abuse, 
no medical condition known to causé schizo- 
phrenic symptoms. 


For mania(l to 4 required) 


distinguishable. from — patients with diffuse organic 1. Hyperactivity. 
brain disease. 2. Rapid pressured speech. - | | 
3. Puphoric/cSpansive/EmtADN mood, with a broad 
Method affect. 
The study was done on an acute university psych- 4, No diagnosable organic brain disease, no 


iatric unit serving a suburban-rural population in New 
York State. All patients who satisfied our research 
criteria were included in the study, which took place 
during an eight month period ending May, 1976. 


^ Research Criteria —- 


For schizophrenia (1to4 ee 
1. Atleast one of a, bor c: 
(a) Formal thought disorder (drivelling, tan- 
gentiality, neologisms, verbigeration, para- 
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psychostimulant drug abuse in past month, no 
medical illness known to cause manic soe 


: endogenous depression a to 3 required) 


. Sad, dysphoric or anxious mood. 


At least three of a to F: 

(a) Early morning waking. : 
(b) Diurnal mood swing (worse in am). 
(c) >2.2 kg weight loss in 3 weeks. 

(d) Retardation or agitation. | 
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(e) Suicidal thoughts/behaviour. 
(f) Feelings of wile ope enesik: 
ness. = 
3. No diagnosable coarse brain disease, no use of 
- » Steroids or reserpine in past month, no medical 
i: illness known to cause deptessive Symptoms. 


» f For. organic brain disease (1 to 3 required) 


1. Personality change manifested . by. emotional 
coarsening, lability, irritability, emotional in- 
continence, or self-neglect. 

.. Amnesia or disorientation. 

At least one of ato d: 

(a) Aphasia/apraxia. 

(b) Incontinence of urine. 

(c) Seizures. 

(d). Focal neurological signs. 


Testing Procedure 

All patients were tested às soon after admission as 
their clinical state permitted, and every attempt was 
made to withhold psychotropic drugs until testing was 
completed. The WAIS was administered by an exper- 
ienced neuropsychologist who was ‘blind’ to the 
research diagnosis. 


Statistical Analyses - 

The data were examined by hierarchical multiple 
regression analyses in order to examine differences in 
test performance among diagnostic groups while 
controlling for the effects of sex, age, handedness, 
educational level, and drug treatment (neuroleptic 
dosage or serum lithium level). In the present study, 
the effects of these five variables were co-varied out of 
the WAIS before the variable of research diagnosis 
was entered. Pair-wise differences between diagnostic 
groups on the various measures were evaluated by / 
tests among the groups' regression weights only if 
there was a significant increment in multiple-R? when 
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10Sis was entered. Separate regression. analyses 


| were done on the WAIS Full Scale, Performance, and 


Verbal UM 


Results | 
Seventy-seven. pa ätients were studied: 52 with 








1 age : “sx 37:8 years), and 8 witho 


years). The affective disorder group included 43 

manics and 9 depressives; all of the schizophrenic - 
patients had a chronic illness course; and the OBD 
group included. 5. patients with presenile or senile 
dementia, 2 with alcoholic deterioration, and one with 
chronic dementia secondary to encephalitis. 


Table I displays the verbal, performance and full E 


scale IQ scores for the four patient groups. 

Table II shows the results of the multiple regression 
analyses to test differences in WAIS performance 
among the diagnostic groups, controlling for sex, age, 
handedness, educational level, and drug administra- 
tion. 


Full scale IQ 


Sex, age, and handedness were entered and found 
not to be significant predictors of IQ. Educational 
level was entered next, resulting in a significant incre- 
ment in R* (more years of education were correlated 
with a higher TQ), followed by drug treatment at the 
time of testing. (recorded as neuroleptic dosage or 
serum lithium level), which also resulted in a signi- 
ficant increment in A? and effect on IQ. Here, lithium 
and neuroleptics had equally significant but opposite 
effects, with lithium associated with higher scores, and 
neuroleptics lower ones: Finally, diagnosis was entered 
as the cricitcal.variable of interest, yielding a signi- 
ficant increment; in R*. Thus, there is a significant 
difference in WAIS Full Scale IQ among the diagnostic 


TaBLEL — — 
Mean WAIS IQ scores 


“Organic brain disease. 








| Mania Depression Schizophrenia. 
Scores (N = 43) (N = 9) N an TY ES (N = x 787 
Verbal | | , i mE ur d 
Raw | 59,04 61.55 45.65 38.51 
Scaled 101.75 102.50 86.40 :* 81.30 
Performance | uu » E UN NN eT 
Raw . 35.40 41.89 nor a 27.40 
Scaled | 88.50. 95.30 E xL 83.16 ^ — 
99.73 E 356 (81.60. 


Full Scale 94.63 








an age = 39.7 years), 17. with... * 





organic brain. disease. (OBD) (mean age = 508 2 
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E Tan Il 
Multiple regression analysis of WAIS mom 





"Dependent variables 
Verbal Performance Full scale 
Independent — — 
variables MR - MR MR 
Sex 044 127 095 
Age : 045 ~ (130 097 
Handedness 121 .152 .145 
Education (yr) 697** .450** .642** 
Drug treatment T2598 . 480 .671* 
Diagnosis 776** .600** .744** 
*P < .05 
P< OF 


groups which remains after the effects of each of the 
" other variables has been partialled out. 

Pair-wise comparisons of group differences for the 
four diagnostic groups show that schizophrenics 
perform significantly worse than manics (P. —«0.01) or 
depressives. (P —0.01), but not differently from pat- 
ients with OBD and -that manics and depressives 
perform significantly better than patients with OBD 
(P «0.01, and P. «0.05, respectively), but not differ- 
ently from each other. ; 

Verbal IQ 

‘Sex, age, and handedness did not predict verbal IQ, 
but educational level and drug administration did, as 
for Full Scale IQ. Diagnosis was again significantly 
related to Verbal IQ (P 0.01) after the effects of the 
. Other variables were removed. Pair-wise test between 
^ diagnostic groups again showed that schizophrenics 
had a lower verbal IQ than manics (P <0,.01) or 
depressives (P —0.01), but were not different from 
patients with OBD, and that manics and depressives 
had higher verbal IQs than patients with OBD (P 
«0.05 and P «0.05, respectively), but did not differ 
from each other. | 


| E Performance IQ 


Sex, age, and handedness did not predict per- 
formance . IQ; educational level did, but this time 


| < there was no significant effects of drugs. Again, 


|. diagnosis was a significant predictor of performance 
IQ (P <0.01) after other variables were accounted for, 
and the pair-wise tests between diagnostic groups 


showed exactly the patterns described for the WAIS 
Full Scale and Verbal IQ above. 


WAIS subscales 


To further identify etme of differential] 
WAIS performance, differences in individual subscale 
means among diagnostic groups were examined. 
Fig 1 shows the mean scores achieved by the four 
diagnostic groups cn each of the 11 WAIS subscales. 
Differences among groups were tested by a separate 
analysis of variance for each subscale, with three - 
planned comparisons being evaluated for all analyses: 
manics and depressives vs schizophrenics, schizo- 
phrenics vs OBD patients, and manics vs depressives. 

Inspection of Fig 1 reveals that the verbal subtests 
are more efficient than the performance subtests in 
separating manics and depressives from schizophrenics 
(and OBD patients}. Manics and depressives achieved 
significantly higher scores than schizophrenics on the 
subscales of Information (P <.05), Comprehension (P 
<.01), Similarities (P. <.01), Vocabulary (P. <.01) and 
Digit Symbol (P <.05); no differences were found for 
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FiG 1.—Mean Wais subtest scores by diagnostic group. 













the. Arithmetic, Digit Span, Picture Completion, 
Block Design, Object Assembly or Picture Arrange- 
ment subscales. 

The verbal subtests of the WAIS do not precisely 
| reflect the language functions of the dominant 
temporal lobe as the digit span subtest is a test of 
short-term holding. memory and the arithmetic sub- 
test taps dominant parietal lobe: functioning. Ex- 


-cluding these two subtests, schizophrenics are seen to 
— perform worse than affectives on all four language 


tasks but on only one of five non-language tasks 
(exact probability — 0.04). 

Schizophrenics performed significantly better than 
OBD patients on only two of the 11 WAIS subscales, 
information (P «.05) and Object Assembly (P <.05). 
Only one subscale differentiated manics and depres- 
sives, with depressed patients scoring significantly 
higher than manics on the Digit Symbol Subscale (P 
« 05). 


Discussion 

The failure of the WAIS to distinguish schizo- 
phrenics from patients with organic brain disease is 
consistent with a number of previous reports (De- 
Wolfe, 1971; Klonoff et al, 1970; Watson et al, 1965; 
Watson, 1968) and the WAIS profile for the schizo- 
phrenics is also similar to those reported by others 
(DeWolfe, 1971; Smith, 1964). DeWolfe (1971), how- 
ever, had some degree of success in discriminating 
diffusely brain damaged patients from chronic or 
process schizophrenics. Another exception is a report 
(Goldstein and Halperin, 1977) in which neuro- 
logically impaired schizophrenics were differentiated 
from neurologically normal ones with 66 per cent 
accuracy using the WAIS subscales and the Halstead- 
Reitan subtests in a discriminant function analysis. 
However, this statistical technique may overestimate 
the true relationship under investigation, and needs 
confirmation in a prospective study. 

Our study is unique in demonstrating significant 
differences between schizophrenics and. patients with 
affective disorder on the WAIS, a finding which is 
consistent with our own data on aphasia screening test 


performance in a different sample (Taylor et al, 1975), .— 


as well as an overlapping one (Taylor et a/, 1979), both 
for overall test performance and for dominant 
temporal lobe functioning. The opposite effects of 
lithium and neuroleptics on the WAIS scores can be 
explained by the fact the lithium was prescribed mainly 
for patients with mania or depression, and neuroleptics 
for patients with schizophrenia. 

There is now increasing data from a variety of 
sources (Abrams and Taylor, 1979; Flor-Henry, 1976; 
Johnstone et al, 1976, 1978; Taylor et al, 1979; Wein- 
berger ef al, 1979a, b) demonstrating significant 
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cerebral dysfunction i in patients with Toy diag- 
nosed schizophrenia. This dysfunction is usually bi- 
lateral, but when schizophrenics are compared with. 
patients with affective disorder, dominant hemisphere - 
dysfunction is greater in the schizophrenic group 
(Abrams and Taylor, 1979; Flor-Henry, 1976; Taylor 
et al, 1979). The WAIS- performance of our schizo- . 








phrenics and patients with affective disease is con- © 
1 sistent n this literature. | 
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= Summary: Patients Seton! to the Feighner. criteria for schizophrenia who 
had been discharged from hospital were traced after 5-9: years. They were 
assessed in terms of mental state and cognitive; behavioural and neurological 
functioning; the results of these assessments were related to information ob- 
tained from casenotes. The findings of this study of 120. discharged patients 
were compared with those of an earlier study of 510 in-patients with schizo- 
phrenia. When factors of age and duration of illness were taken into account, 
there was no difference between the two groups in terms of positive or negative 
schizophrenic features or behavioural performance, although the in-patients 
performed less well on cognitive tests. This study indicates that the deficits of 


chronic schizophrenia are an integral feature of the disease process, and that any 
effects of oae dau ah are relatively small. | 


In a recent survey (Owens and Johnstone, 1980) of 
in-patients with chronic. schizophrenia, the abnormal- 
ities present— in terms of mental state variables, and of 
cognitive, behavioural and neurological functioning — 
were related to personal and: historical factors. Ab- 
normalities, often severe, were found in most patients 
and although unrelated to past physical treatments, 
were significantly associated with the duration of ill- 
ness: It was concluded that these deficits must either be 
àn integral feature of the schizophrenic process, or 
must result from some external factor, other than 
physical treatment (psycho-surgery, ECT, insulin 
coma or neuroleptic medication), which has. been 
present during the course of the illness. In this in- 
patient: population, one such external factor is 
hospital care. It has long been recognized (Kety, 1959) 
that hospital care may be associated with factors such 
as dietary anomalies, chronic infection and altered 
activity, which may cause changes that can erroneous- 
ly be attributed to the basic disease process. In patients 
with chronic schizophrenia, there is the further 
difficulty that the typical features of the disorder in- 
clude shallowness of emotional response and lack of 
motivation (both common, even in those who have 
never been admitted to hospital) which are difficult to 
distinguish from aspects of behaviour and attitudes 
said to result from long-term institutional care (Wing 
and Brown, 1970). The possibility that institutional 
care may interact with the deficits of schizophrenia, 
and intensify the social withdrawal and lack of moti- 
vation of patients with this disorder was discussed by 


Myerson (1939). arid later in more detail by. Martin 
(1955) and Barton (1959). The latter used the term 
‘institutional neurosis’ to describe the morbid features 
which may: be found in persons who have been in 
mental hospitals or other restricted environments; 
these features are listed as—apathy, social withdrawal, 
deterioration of personal habits and postural ab- 
normalities. While he suggested that these abnormal- 
ities may develop in anyone who. lives for prolonged 
periods in such environments, the patients in whom 
these features were actually observed suffered from 
schizophrenia. 

The difficulty of separating the contribution of the 
schizophrenic process from that of its institutional 
care was apparent to Barton, but the abnormalities 


which have been said to be the typical results of 
institutional. care are clearly similar to at least some of — 
those found in our sample of schizophrenic in- — 
patients. In an attempt to resolve the question of 


whether or not these abnormalities are an integral 
feature of the schizophrenic process, a population of 
patients with schizophrenia who were identified by the 


same criteria (Feighner et al, 1972) used in the in- | 


patient. study, but. who had not ‘received long-term 


in-patient care, was examined i in exactly the same way 


as the. in-patient sample. Comparison of the findings i in 
the in-patient and out-patient studies allows the 


importance of institutional care in the production. of | 


_the deficits of chronic schizophrenia to be examined. 
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Method 

The records of all patients discharged from Shenley 
Hospital during the years 1970 to 1974 inclusive were 
examined, and 201 were found with a casenote diag- 
nosis of schizophrenia. Of these, 120 fulfilled the 
Feighner (1972) criteria for schizophrenia, and this 
group comprise the out-patient sample. Of the 81 
cases who did not fulfill the criteria, 24 were elimin- 
ated because reduced function had not been present 
continuously for six months, and a further 36 because 
there was a strong affective element on which the 
symptoms could have been based. Twenty-one pat- 
ients failed to fulfil the criteria for miscellaneous 
reasons, including the fact that the information avail- 
able was inadequate. Historical details, past physical 
treatments, and the features of the patients' illness at 
its worst were recorded from the casenotes, as for the 
in-patient sample (Owens and Johnstone, 1980); these 
items are subsequently referred to as ‘Recorded 
Information'. Permission to contact the subjects was 
sought from their general practitioners and from 
consultants providing concurrent psychiatric care. 
Initial contact was made mainly by the psychiatric 
social worker, who explained the purpose of the pro- 
ject and sought agreement to participation. Those who 
agreed were then seen, either in their own homes or at 
Northwick Park Hospital, and assessed in terms of 
their current mental state, intellectual functioning, 
neurological status, and behavioural performance — 
items subsequently referred to as ‘Assessed Abnormal- 
ities’. In this out-patient sample, a quantity of 
additional social information was obtained, but this is 
not the subject of the present paper. 


Recorded information 


This was recorded exactly as in the in-patient sample 
(Owens and Johnstone, 1980) as our source of 
information was the casenotes concerning the episodes 
of in-patient care which these patients had received. 
Historical data and past treatment were recorded, 
using the In-patient Schizophrenia Survey Form 
(Owens and Johnstone, 1980). The features of the 
illness at its worst were recorded using the Syndrome 
Check List of the Present State Examination (Wiig et 
al, 1974). 


ASSES sed abnormali ties 


Again, these assessments were made exactly as in 
the in-patient sample, ie. the mental state was 
-assessed using the rating scale for chronic psychosis 
devised. by Krawiecka er al (1977); neurological status 
was assessed using the Scheme for Brief Neurological 
Assessment (Owens and Johnstone, 1980), which was 
based upon the method of neurological assessment 
devised by Renfrew (1967); cognitive functioning was 


assessed using the Withers and Hinton (1971) series of 
tests of the sensorium; and behavioural performance 


was assessed using the Current Behavioural Schedule 
(Owens and Johnstone, 1980). As in the in-patient 


sample, the Withers and Hinton (1971) test battery 
was modified by the reduction to three in the number 
of attempts allowed at the Babcock sentence. 


Results 


Of the 120 Feighner-positive patients, 105 were 
successfully traced between January 1978 and October 
1979. Of the remainder, nothing definite is known, 
except in the case of one patient who was later traced 
because of a subsequent episode of illness, but who is 
not included in these results as he was not contacted 
during the period of the study. Of the 105 patients 
successfully traced, five were known to be living out- 
side the United Kingdom, eleven were dead (two from 
unknown causes, seven from natural causes and two 
from suicide), and in nine. cases, consent to partici- 


. pation. was refused either by. the patients or those 


concerned with them. We therefore. contacted 80 
patients, of whom three were prepared to be inter- 
viewed by the psychiatric social worker but were un- 
willing to participate in the full project. Seventy-seven 
patients were therefore examined... Many of them had 
had further episodes of in-patient care since their dis- 
charge from hospital in 1970-1974, but none had been 
continuously hospitalized for as long as one year since 
that time, and thus there is no overlap in this respect 
between this out-patient sample and the earlier in- 
patient sample (Owens and Johnstone, 1980). The 
mental state, cognitive functioning and neurological 
examinations were successfully completed in the 77 
cases. The Current Behavioural Schedule was com- 
pleted on the basis of information given by those 
living with the patients. However, this was unavailable 
in a number of cases because some patients lived alone, 
others did not wish their relatives to.be interviewed 
and in some cases, for a variety of reasons including 
frailty, poor English or their own mental condition, 
the relatives were unable to give an adequate account 
of the patient's behaviour. — 

The sample consisted of 59 males and. 61 females: of 
whom 29 males and 48 females were interviewed. The 
mean age and duration of illness of the entire sample 
were 44.0 years and 13.8 years, and the comparable 
figures for those interviewed were. 4. 6 years and 13.5 
years. 


Assessed abnormalities 


(a) Mental. state: At the time: of Dene EY 
patients had no psychotic features and a further six 
received only a minimal score. The distribution of 
Scores of positive and negative symptoms is shown in 
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Positive symptoms 
Fic 1.— Positive (delusions, hallucinations, incongruity and 
incoherence each noted 0-4, range of total 0-15) schizo- 
phrenic symptoms on Krawiecka (1977) scales. 
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Negative Symptoms . . 
FiG 2.—Negative (flattening of affect; 


each noted 0-4, range of total 0-8) schizophrenic symptoms 7 
on Krawiecka (1977) scale. t 
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Figs 1 and 2, which. illustrate the wide Tange of 

abnormality. 

. . (b) Cognitive functioning: The r: range of scores on the 
Withers and Hinton test was wide, and is shown in 

Fig 3. At the time of our studies of schizophrenic in- 

- patients, a control group consisting of a sample. of 
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| Withers & Hinton score. 


Fic 3.—Range of scores on Withers and Hinton asm : E oe 


test, 


normal men (mean age 56 years) and a sample of 
persons institutionalized for chronic physical disease 


(mean age 63.1 years) was obtained; their mean score 


on the Withers and Hinton test was 81 (SD 14). Thus, 
whilemany of the patients performed within and above - 
the range found in this control group, the score of 14 
of the patients was more than two standard deviations 
below the mean of the control group. | 
(c) Neurological assessments: Spontaneous in- 
voluntary movement disorders occurred in 47 patients 
and increased tone was found in 18, but other neuro- 
logical abnormalities were of a minor nature and 
occurred in only three patients. | 
(d) Behavioural performance: This was assessed in 
terms of the total score on the Current Behavioural 


3, 40 
30 i 
| 20-1 i 





E 2- 30. 3140 Al- 50 

. CBS Score. 

Fic 4. eres of s scores on current behavioural schedule 

(Owens and Johnstone, 1980). Fifty is the maximum score 

and indicates no impairment of behaviour with regard to 
the limited standard of the assessment. | 
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Schedule (Owens and Johnstone, 1980)—the lower the 
score, the more abnormal the behaviour. The range of 
scores was wide (Fig 4). 

In many patients, behavioural performance assessed 
in this way was not grossly impaired, but a minority of 
patients performed very poorly. This schedule was 
designed to record, in a standardized manner, the 
description by nurses of the behaviour of chronically 
psychotic people. The maximum possible score does 
not indicate that the patient's behaviour is normal. It 
means that the patient attains a simple degree of social 
interaction, a reasonable standard of self-care, works 
in some capacity, exhibits no bizarre or antisocial 
behaviour, and does not spontaneously reveal that he 
has delusions, hallucinations or other abnormal men- 
tal experiences. A relatively high score on this scale 
may be achieved by patients whose standard of 
functioning is very much lower than it was at some 
previous time. For example, a maximum score was 
obtained by a young woman who was a qualified in- 
fant teacher before her psychotic illness, but who since 
has worked in an undemanding clerical job and who 
although she has a degree of social life through her 
church, has no close friends or relationships. An indi- 
cation of the extent of the impairment in this sample is 
given by the fact that only 25 of the patients worked in 
any normal capacity or as full-time, effective house- 
wives and mothers. The remainder worked in a 
sheltered capacity, as ineffective housewives, or not at 
all. 


Recorded information 


This was obtained in all the 120 patients, When the 
catego programme was applied to the Syndrome 
Check Lists of the Present State Examination (Wing 
et al, 1974) almost all of the patients fell into schizo- 
phrenic categories, and the distribution of these was 
very similar to that found in the in-patient sample. Of 
the in-patients, 40 per cent were in the NS + category; 
35 per cent DS+; 3.5 per cent NSPD, NSMN or 
DSMN ; 3.1 per cent DP +- or DPMN; 5.7 per cent 
CS--; 2.2 per cent PD--, MN-+, AP? or MN?; 
10.5 per cent RS+, UP+, CSMN, RSMN, DS?, 
NS?, DP? or DP/AP? The corresponding figures for 
the out-patients were 43.5 per cent NS +; 25.4 per cent 
DS -+ ; 3.4 per cent NSPD, NSMN, or DSMN; 6.8 per 
cent DP--, DPMN; 3.4 per cent CS+; 6.0 per cent 
PD --, MN +, AP?, MN?; 11.1 per cent RS+, UP +, 
CSMN, RSMN, DS?, NS?, DP?, DP/AP? The 
number of admissions was very variable, ranging from 
one to 25 (mean 4.96 SD 3.8). Compared with the in- 
patient sample, these patients had been admitted for 
briefer periods and in general, more recently. It may be 
for these reasons that the information we required was 
not always available. The historical information that 


we did obtain is as follows:—In 16 patients there was a 
definite and in 30 a possible family history of schizo- 
phrenia. In 38 patients there was no such family 
history and in 36 no information on this point was 
available. Nine patients had a history of head injury or 
birth trauma; 64 patients were said to have no history 
of such damage and in 47 cases there was no in- 
formation. Five patients had a history of fits. Eighty- 
two patients had an average past academic record, 
nine had a history ef higher academic attainment and 
five had always performed to a poor academic stan- 
dard. In 24 cases there was no information regarding 
academic ability. None of the patients had had a 
leucotomy, eleven had had insulin coma treatment and 
109 had not, 34 had had ECT and 86 had not; with one 
exception, all had had neuroleptics. The dosages of 
insulin, ECT and neuroleptics had been variable, and 
this was taken into account in the calculation of the 
relationships between the various items of recorded 
information, and between them and the assessed 
abnormalities. 


Relationships between assessed abnormalities and 
recorded information 


(a) Mental state 


There were no significant relationships between 
positive features amd any items of recorded infor- 
mation. The features of the illness at its worst, as 
assessed by the Syndrome Check List of the Present 
State Examination (Wing et al, 1974), were signi- 
ficantly associated with current negative features, in 
that those falling into the NS category had fewer 
negative features than those in the DS category (P 
«:0.05). This is probably a chance finding, because the 
separation of NS and DS categories rests on the 
presence of nuclear symptoms, but the fact that such 
symptoms were not recorded in the case note cannot 
be taken to indicate that they were not present. 
Structured interviews were not carried out in these 
patients and nuclear symptoms may not have been 


specifically sought. There was a significant association - 


between the presence. of negative features and poor 
past academic record (P. «0,.05). 


(b) Cognitive functioning 

The Withers and Hinton (1971) score was signi- 
ficantly associated with past academic record (good 
average P «0.01; good poor P «0.01; average 
poor P <0.05) and significantly negatively asso- 
ciated with age (P 0.001). 


(c) Neurological variables 
There were no significant associations between 
neurological variables and recorded information. 
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(d) Behavioural performance 

There were no significant associations between 
behavioural performance and recorded information. 
Past physical treatment was not significantly asso- 
ciated with any of the assessed abnormalities. 


Relationships between separate items of recorded 
information 

There were few significant relationships between the 
various items of recorded information, but those that 
were found mainly related to time, There was a highly 
significant association (P —0.001) between the admin- 
istration of insulin treatment and longer duration of 
illness, which is líkely to be due to changing fashions in 
treatment, Weaker but still significant relationships 
were found between longer duration of illness and the 
administration of both ECT (P <0.02) and high 
doses of neuroleptics (P <0.02). Age was signifi- 
cantly and positively associated with duration of ill- 
ness (P. 0.001), with insulin treatment (P —0.01), and 
negatively with a history of birth trauma or head 
injury (P «0.05). Age at first admission was also 
significantly associated with a history of birth trauma 
or head injury, those with such a history being ad- 
mitted at a younger age than those without it (P 
<Q.05). There were significant relationships between 
the different treatments, patients who had ECT being 
more likely also to have received insulin coma (P 
<0.005) and high doses of neuroleptics (P 0.001). 
Otherwise, the relationships between the various items 
of recorded information were non-significant. 


Relationships between assessed abnormalities 


Positive features of the mental state correlated with 
increased impairment on behavioural performance 
(P «0,05) and cognitive functioning (P « 0.05). Nega- 
tive features correlated with increased impairment on 
cognitive functioning (P <0.05). Although there was a 
tendency for negative features to be associated with 
impaired behaviour, this was only significant at the 
P «0.10 level. Neurological features were not signi- 
ficantly associated with any other assessed abnormal- 
ities. There was no significant relationship between 
positive and negative schizophrenic features. 

These results, therefore, showed that the range of 
abnormality in these schizophrenic out-patients was 
wide. As in the in-patient sample, there was no evi- 
dence that the present deficits (assessed abnormalities) 
are related to past physical treatment. 


Comparison with the previous in-patient sample 

This out-patient study was conducted with a view to 
comparing the abnormalities found with those of the 
in-patient sample, in order to assess the contribution 


of institutionalization to the abnormalities found in 
in-patients with chronic schizophrenia. À comparison 
between the mean values of the mental state, and of 
cognitive and behavioural variables in the in-patients 
and out-patients is shown in Table I. 

There are no significant differences between the in- 
patients and out-patients with regard to positive 
schizophrenic features and current behavioural 
performance, but the impairment of cognitive function 
and the negative features are both more severe in the 
in-patients. This result could be interpreted as offering 
support for the idea that the impairments of the in- 
patients result from their institutional care, and not 
from their schizophrenic illness. The out-patients, 
however, differ markedly from them in terms of age 
and duration of illness (Table I), and these factors 
correlated highly with the severity of the abnormalities 
in terms of cognitive function, negative features and 
some neurological variables in the in-patient sample 
(Owens and Johnstone, 1980). For this reason, both 
samples were categorized in terms of cells of age and 
duration of illness, e.g. age <29 years, duration of 
illness <10 years; age <29 years, duration of illness 
10-19 years; age <39 years, duration of illness «10 
years, etc; cells without representatives from both in- 
patient and out-patient samples were discarded. This 
reduced the sample sizes, but gave the result shown in 
Table IL. As far as the results of the neurological 
examination are concerned, only the presence or 
absence of movement disorder and increased tone 
were noted, no attempt being made to assess the 
severity of these abnormalities. The results indicate 
that movement disorder is more severe in out-patients 
than in-patients, while the reverse is true of increased 
tone. Correction of the difference in age and duration 
of illness between the two samples did not materially 
affect this result. (Details available on application to 
the authors). 


Discussion 

These schizophrenic patients had been discharged 
from hospital and had succeeded in avoiding sub- 
sequent long-term hospitalization over a period of not 
less than five years. In spite of this, they showed 
considerable impairments. The serious handicaps 
suffered by some patients who have been discharged 
from hospital following an episode of in-patient care 
for schizophrenia have been described on many pre- 
vious occasions (Brown et al, 1966; Affleck et al, 
1976; Bland and Orn, 1978; WHO, 1979). Compari- 
sons between follow-up studies are difficult because of 
variability in such factors as inclusion criteria, instru- 
ments used for assessment, duration of follow-up, etc. 
However, the present study appears to include rela- 
tively few patients for whom the outcome has been 
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satisfactory, in. terms. of freedom from psycho- 
pathology and lack of social disability. This is likely to 
be due to the use of the Feighner (1972) criteria as a 
means of selection. It has been shown that the prog- 
nostic implications of a number of alternative de- 
finitions of schizophrenia vary considerably (Kendell 
etal, 1979; Stephens et al, 1980) and that the Feighner 
-criteria select patients for whom the outcome will be 


relatively poor. 


^ As in the in-patient sample, there was no evidence 
that the impairments present now in the discharged 
patients relate to past physical treatment; indeed, 
there were few significant relationships between the 
variables studied. In the in-patient sample, strong 
positive relationships were found between impair- 
ments in terms of negative symptoms, cognition, be- 
haviour and neurological features, while positive 
features did not relate significantly to any other 
assessed abnormality. In the out-patient sample, 
neurological features were unrelated to other abnor- 
malities; while negative features were significantly 
associated with cognitive impairment and to some 
extent with behavioural impairment, positive features 
were significantly associated with impairment of both 
cognition and behaviour. The score on the current 
behavioural schedule has not yet been broken into its 
separate components, and behaviour due to both 
positive and negative symptoms could contribute to a 
low score. However, the fact that positive symptoms 
are a more dominant feature than negative ones in the 
out-patient sample, as compared with the in-patients, 
is likely to contribute to this difference. About 6 per 
cent of the in-patients had normal mental states, 
whereas about 25 per cent of the out-patients were 
without morbid features. It is possible that this could 
account for the fact that a relationship between cog- 
nitive impairment and positive schizophrenic features 
is evident only in the out-patient sample. 

The principal purpose of this study was to compare 


the deficits of the out-patients with. those of the in- 


patients. The fact that when the total samples are 
compared, out-patients show significantly less im- 
pairment in terms of negative features and cognitive 
function might be held to support the idea that the in- 
patients' institutional care has made a major contri- 
bution to their disability. Indeed, it is in terms of social 
withdrawal, poverty of speech, lack of initiative, and 
impaired performance on tasks that institutional- 
ization Has been thought to produce deleterious effects 
(Barton, 1959; Wing and Brown, 1970). However, 
when a correction is made for age and duration of ill- 
ness, the difference between the in-patients and out- 
patients in terms of negative symptoms disappears. 
Were it not for the difference in cognitive functioning 
between the two groups (Table ID), these results could 


be held to suggest that they differ from one another 
only in that the in-patients are older and have been ill 
for longer, and that institutionalization is not relevant 
to the deficits seen. in them. However, the fact that 
there is a significant difference between the two groups 
in terms of cognitive impairment cannot be ignored. 
"There is some evidence that premorbid intellectual 
functioning was poorer in the in-patients; 12 per cent 
of them had performed poorly at school, compared 
with only 5.2 per cent of the out-patients. In both 


samples, the score on the Withers and Hinton test was 


related to past academic record, so that this premorbid 
difference in ability could contribute to the difference 
in cognitive function observed between the two groups, 
subsequent to their becoming ill. The poor score of 
the in-patients on the Withers and Hinton test is not 
due to very low scores in a few patients, but represents 
a low score in the majority, relatively few performing 
within the normal range (Owens and Johnstone, 1980). 
It therefore seems likely that impaired cognitive 
function has developed in the in-patients to a greater 
extent than in the out-patients. The work of Barton 
and of Wing and Brown suggests that the institutional 
care experienced by the in-patients would provide an 
explanation for their greater cognitive impairment. 
However, there is increasing evidence that cognitive 
impairment may sometimes be a feature of schizo- 
phrenia even in young patients (Rieder et al, 1979; 
Donnelly et al, 1980; Golden et al, 1980), and it is 
possible that patients in whom this was evident at an 
early stage would be less likely to be discharged. Thus, 
it may be that long-term in-patient care has resulted 
from cognitive impairment and not vice versa. Dis- 
charge from hospital has, however, been shown to 
depend upon social as well as clinical factors (Brown, 
1959. Mann and Cree, 1975) and the reasons why 
some of these patients were discharged from hospital 
and some were not cannot be determined now. 
Movement disorder was commoner in out-patients 
(patients on neuroleptics only) and abnormal tone 
was commoner in in-patients; this was true of both the 
total and the age-corrected samples. Disorders of 
movement and tone are affected in a direct way by 
neuroleptics and. antiparkinsonian agents, so that 
differences in drug. regime between the two groups, 
rather than in-patients or out-patient status per se, are 
a plausible explanation for this result. The range of 
dosage was wide in both groups, but the degree of 
medical supervision and opportunity for appropriate 
adjustment of the regime was certainly less in the out- 
patients. Furthermore, while non-compliance in drug 
taking has been shown to occur in schizophrenic in- 
patients as well as out-patients, it is very much more 
marked in the latter (Blackwell, 1973). Also, it has 
been established that the abrupt discontinuation of 
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neuroleptic drugs, such as would occur with non- 
J. compliance, may result in the development of move- 
ment disorder {Gardos et al, 1978). 

The results of this study suggest that in-patients 
who conform to the Feighner criteria for schizo- 
phrenia, positive and negative schizophrenic features, 
impaired behavioural performance and cognitive 
deficits may well be continuing features, whether or 
not long-term in-patient care takes place. Institutional 
care may enhance the cognitive defects, but when age 
and duration of illness were accounted for, there was 
no evidence that it increased the other abnormalities. 
This need not imply disagreement with the findings of 
Wing and Brown (1970) that the abnormalities of 
patients with chronic schizophrenia may be modified 
by enrichment of their environment, since it could not 
be claimed that the environmental circumstances of 
the discharged patients were ideal. Nonetheless, this 
study does indicate that in patients with chronic 
schizophrenia, a- liability to the development of 
deficits in these areas is an integral feature of the con- 
dition. It thus seems likely that the severe deficits 
found in the total sample are due to the disease pro- 
cess from which these patients suffer and not to the 
circumstances of its treatment. 
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Reinforcement of Vocal Correlates of Auditory ÉL einations 
by Auditory Feedback: A Case Study 


PAUL GREEN and MARTIN PRESTON 


Summary: Although auditory hallucinations in schizophrenic patients are 
usually thought to be private events, several early writers observed vocalizations 
concurrent with hallucinations. The content of such vocalizations corres- 
ponded to what the voices were reported to have said. A schizophrenic patient is 
described whose whispers were increased to an intelligible level by the use of 
auditory feedback. This has implications for the self-control of hallucinations, 
and for neurological theories of verbal hallucinations. | 


An important obstacle to the scientific investi- 
gation of auditory hallucinations is their relative 
inaccessibility to direct observation. However, the 
literature does contain a number of fascinating 
attempts to detect correlates of hallucinations by 
which their objective study may be facilitated. 
Following earlier suggestions by Parrish (1897) and 
Lagache (1935) that ‘voices’ might be caused by 
automatic speech on the part of the subject, Gould 
(1948) reported increased lip and chin electromyogram 
(EMG) activity in a far higher percentage of hallu- 
cinated than control subjects. In some subjects, he also 
observed respiratory changes and even indistinct 
words with the aid of a stethoscope. In a subsequent 
case study, Gould (1949) reported that the otherwise 
inaudible speech of an hallucinated paranoid schizo- 
phrenic could be detected by use of a microphone as 
variably rapid and indistinct words whose content 
corrésponded closely with the self-reported content of 
the hallucinatory voices. Concluding that the subject 
was, in fact, experiencing as voices her own faint 
whispers, Gould (1950) contended that auditory 
hallucinations are primarily a disorder of speech 
rather than perception, reliably reflected in most cases 
by EMG activity and in some by actual subvocal 
speech. 

Clearly as McGuigan (1966) has noted, Gould's 
largely non-quantitative findings alone cannot demon- 
strate that covert subvocal speech is generally asso- 
ciated with hallucinations, nor provide more than 


—  .suggestive support for a correspondence or causal 
relationship between their content. However, attempt- 


ing to test with greater rigour the existence of at least 
one case in which covert speech consistently preceded 
reports of ‘voices’, McGuigan was able to note signi- 


ficant increases in chin muscle potential and breathing 
amplitude immediately prior to a patient’s reports of 
hallucinations and to detect faint whisperings signi- 
ficantly often prior to the self-reports. While noting 
the necessity of further research to establish the 
generality of these findings, McGuigan speculated that 
the hallucinatory experience may be initiated when a 
person ‘talks to himself’. 

Perhaps surprisingly however, the findings of 
Gould and McGuigan appear to have stimulated few 
reported replications or experimental extensions. 
Nevertheless, further study seems warranted, not only 
because of the potential methodological implications 
for the study of hallucinations, but also in view of 
recent developments in investigations of the neuro- 
logical bases of language processing and speech (e.g. 
Geschwind and Levitsky, 1974; Dimond, 1980). 
Given the increasing evidence for abnormalities of the 
schizophrenic brain in terms of hemispheric lateral- 


ization of function and of interhemispheric interaction 


(Gruzelier and Flor-Henry, 1979; Green and Kotenko, 
1980), the demonstration that auditory hallucinations 
involve areas of the brain associated with speech 
production would be significant. A single case is 


reported, therefore, in which a further attempt was 
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made to detect and make observable subvocalizations 
of a patient in whom clinical observations had sug- 
gested a possible association between faint whispers 
and reports of auditory hallucinations. The study 
resembles those of Gould and McGuigan in the use of 
microphones to record whispered'vocalizations, but 
also included the provision to the subject of immediate 
amplified feedback of his vocalizations as they were 
produced. It is hoped that the findings reported will 
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accelerate investigations in this important area of - 


clinical research. 


Method 


Caucasian (R.W.) diagnosed as schizophrenic and 


continuous. Despite medication with a number of 
antipsychotic drugs he was often observed laughing 
and talking to himself. During the course of several 
assessment sessions R.W. frequently averted his gaze, 
. turn his head as if adopting a listening pose and ex- 
hibited movements of the lower lip accompanied by 
unintelligible whisperings. Questioning after these 
episodes revealed that the patient was unaware of his 
whisperings but was only aware of listening to an 
hallucinatory female voice (“Miss Jones’) addressing 
statements to him or referring to him as ‘he’. Move- 
. ments of the mouth and jaw were reported to interrupt 
the hallucinations for a few seconds (c.f. Gould, 1949). 
Following the earlier reported studies it was decided to 
explore the phenomenon further by attempting to 
detect any sounds which might precede reports of 
hallucinations using throat microphones and a tape 
recorder. During the two subsequent experimental 
sessions rapport was well maintained. Apart from the 
use of a delusional frame of reference, R.W. showed no 
signs of thought disorder, spoke in a coherent and 
intelligent manner (WAIS Verbal IQ = 96) and re- 
ported no non-auditory hallucinations. No extra- 
pyramidal side effects or facial dyskinesia were 
observed. 


Apparatus and procedure 


In both interviews a Sony reel-to-reel tape recorder 
(No TC800B). was employed together:with a pair of 
ex-British Army throat microphones (No ZAI3955LL2 
Mk II) attached to each side of the larynx to record 
the faint whispers and speech previously observed. 
During recording the tape-recorder's monitor facility 


enabled the input to be amplified and instantaneously | 


played back so that R.W. could hear his. own vocal- 
izations at an amplified volume as they were pro- 
duced. After an orientation period of general con- 
versation at the start of each session R.W. was asked 
direct questions about the voice of ‘Miss Jones’ and 
notes were made of both the experimenter's speech and 
the accompanying recorder trip-meter numbers. In 
the second session, during which a video-tape was 
made of the patient's head and shoulders using a 
Sony-Matic recorder (No AV-3420CE), R.W. was 
also requested to ask the hallucinatory ‘voice’ certain 


P 5 The subject of the study was a | 51-year-old T 


iaving a 30 year history of periodic hospitalization of — 
which the four years prior to the investigation, were 
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| . questions after which he typically reported what the 


hallucinatory voice had replied. 


Results 
The tape-recordings of both sessions were analysed 


kn dn detail. by independent raters using pre-arranged 
categories (full details available on request). Three 


independent raters were in complete or near complete 
agreement as to the content of 108 out of 142 seg- 
ments of R.W.’s speech from the first interview, each 
segment being rated as normal speech, distorted 
speech or whispers. Similarly, two independent raters 
agreed on the content of 72 out of 85 speech segments 
recorded in the second interview, during which certain 
non-verbal accompaniments of the patient's vocal- 
izations were also rated (see interview 2 below). 

Rather than merely detecting the whispers previously 
observed, the use. of throat microphones and immed- 
iate amplified feedback was accompanied by increases 
in the volume of the whispers during the first few 
minutes of each session. The whispers remained 
louder than normal for the remainder of each session, 
at times developing into distorted speech at a level 
similar to that-of the subject's ordinary speech and, 
rather than being muted or unintelligible, consisted of 
words, phrases and sentences apparently stimulated by 
the prior speech of the experimenter or of the subject 
himself. After the removal óf the microphones the 
abnormal vocalizations returned to their character- 
istically low volume at which they were unintelligible. 

An important feature of the patient's amplified 
whispers was that their content was abnormal and 
apparently independent of his ordinary speech. The 
"whispers' gave the patient instructions, referred to 
him as *he' and interrupted him when he was saying 
something else..Moreover, R:W. did not appear to be 
‘hearing voices’ and then merely to be repeating their 
content in a whisper prior to reporting the content of 
the hallucinations. Instead, the timing of the vocal- 
izations and the patient's reports indicated that what 
the experimenter heard as whispering, R.W. heard as 
the female voice of someone he regarded as a real and 
separate individual who spoke to him. The unusual 


characteristics of the abnormal speech productions are — >. 


illustrated below by a number of segments drawn from 
the transcripts of the two experimental sessions. 


Interview 1 


At one stage of the interview R.W. was left alone 
during which he continued to alternate between 
understandable whispers and. subdued but normal 
speech as he had done in the presence of the experi- 
menter. The intelligible whispers included, "It's me. 
We're on tape", "You shouldn't speak to him", "Shut 
up”, and "I don't know what to do", On the inter- 
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viewer's return the following instances of unusual 
speech were observed: R.W. “If you 're in his mind, 
you come out of there but if you're not in his mind 
you won't come out of there. You want to stay 
there" (distorted speech) E.: "Who said that?" 
R.W.: “Er; she said . . ." (normal speech, interrupted 
by loud whisper)... “I said that". R.W.: “Is that the 
way that works now?" (normal speech), "Well, it 
can't. It’s only a tape recorder" (distorted speech). 

At this stage, part of the tape was replayed and 
R.W. was asked whether he could explain what was 
heard. In reply he indicated that he could not under- 
stand how Miss Jones appeared on the tape, re- 
asserting that ‘she’ was a real and separate person 
with whom he had been conversing for over two years. 
When challenged that he talked to himself, R.W. 
replied, *No I don't" (normal speech), R.W. “What is 
it" (low whisper), R.W. "Mind your own business 
darling. | don't want him to know what I was doing" 
(medium whisper), R.W. “See that, I spoke to ask her 
what she was doing and she said mind your own 
business" (normal speech). 

Later, while using normal speech to explain how he 
communicates with Miss Jones, his flow of speech 
was broken by a comment in a rapid and distorted form 
of speech. R.W.: *He's a bit mental. Leave him alone 
child". E.: “Who's a bit mental?” R.W.: “Me. That's 
what she says" (normal speech). Shortly afterwards 
another instance of distorted speech occurred ending in 
the following:—R.W.: “I love him and I want him and 
you won't let him out of the hospital", to which R.W. 
responded with normal speech saying “There you are 
then. That's proved it. It's not somebody in fiction”. 
This segment of the tape was then replayed to the 
subject, who, hearing his own voice throughout 
noted: “It’s funny that she should speak to me and 
then it's my voice speaking. What's happened?" 
(normal speech). E.: 
sound". R.W.: “I can’t make it out" (normal speech). 


Interview 2 

After each of the speech segments from the video- 
tape recorded session which are reported below both 
the quality of the vocal production and the accom- 
panying non-verbal behaviours are indicated in 
brackets. The following notation is used; eye contact 
with experimenter (EC), eyes downward (ED), mouth 
fully opened when speaking (FO), or lips opened 
mainly on the right side (RO). Having explained that 
‘Miss Jones’ seemed to be playing games with him 
because she had told him not to talk, R.W. was asked 
whether ‘Miss Jones’ was in Tipton after which he 
whispered: R.W.: “Is it because you're in Tipton? No 
little ‘un, Pm not in Tipton, l'm in Handsworth” 
(ED, RO, whisper). E.: “She said she’s not in Tipton, 


"It's your voice producing the 


she's in Wednesbury, didn't she?" R.W.: ““Hands- 
worth" (EC, FO, normal speech). Later in the inter- 
view, an averted gaze again accompanied whispering, 
followed by eye contact and the use of normal speech. 
Having whispered “I’ve got another boyfriend" (ED, 
RO, whisper), R.W. was asked where this boyfriend 
was: R.W.: "Where's your other boyfriend?” (ED, 
RO, whisper) "He's here with you" (ED, RO, 
whisper). "He s here. with me" (EC, FO, normal 
speech): 

Many similar alternations between normal speech 
and whispers, each accompanied by its characteristic 
non-verbal behavicur, were recorded throughout the 
second interview. However, R.W. remained cautious, 
eventually refusing to carry on with the session, 
shortly after whispers which were later agreed to have 
included “Shut up" (ED, RO, whisper) and "Don't 
answer that" (ED, RO, whisper). 


Discussion 


Observations were made of an association between 
whispered speech and the simultaneous experience of 
complex verbal hallucinations, supporting the pre- 
vious evidence of Gould (1950) and McGuigan (1966). 
In addition, the provision to the patient of immediate 
feedback seems to have been responsible for increases 
in the volume of the whispers and, more importantly, 
for increases in their intelligibility. The contents of the 
whispers as rated by the experimenters corresponded 
to the patient’s reports of what the hallucinatory 
‘voice’ had just said. 

In several important respects, the contents of the 
whispers heard by the experimenters conformed with 
the characteristics cf auditory hallucinations described 
by Schneider (1959) as first rank symptoms of schizo- 
phrenia. The whispers, heard by the patient as arising 
from a third person, referred to the patient as ‘he’, 
commented upon his actions, gave him. instructions, 
used vulgar phrases not normally used by the patient 
and interrupted him whilst he was saying something 
else. The patient responded to the contents of the 
whispers with signs of pleasure such as laughter and 
occasionally was offended. W. their persona in- 
sulting references. 

. While the present Bade case “supports previous 
evidence of a correspondence between abnormal 
speech’ and hallucinatory experiences, it cannot 
establish a causal relationship between the two. Also, 
conclusions cannot be drawn from a single subject 
about the number of patients in whom subvocal- 
izations and verbal hallucinations-are significantly. 
correlated. Although it is a common observation that _ 
some schizophrenics whisper to themselves, especially 
in the chronic phase, equally many patients do not 
display easily observable movement of the lips while 
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hallucinating. However, further investigations are. 
considered important because, were the present. 
results to prove generalizable, hallucinations might be 
more readily studied as observable and measurable. 









responses. The subvocalization hypothesis may alsc 
-have clinical implications. If subvocal activity were. 
‘important component of hallucinations, it might be 


= ginations by producing alternative, 


aloud at first and, later, to himself. 

The neurological bases of complex verbal hallu- 
cinations are also brought into question by the present 
results. It is commonly assumed that complex auditory 
hallucinations in schizophrenia are associated with 
dysfunction of the temporal areas involved in speech 
perception and analysis (e.g. Bazhin ef al, 1975). 
However, electrical stimulation of the temporal lobes 
rarely, if ever, produces hallucinations of a schizo- 
phrenic type but more often elicits either non- 
auditory hallucinations, non-verbal sounds or re- 
petitive sequences of words recalled from memory 
(Halgren et al, 1978; Penfield and Perot, 1963; 
Weingarten ef al, 1977). Furthermore, although a 
small proportion of temporal lobe epileptics suffer 
from ‘schizophrenic’ symptoms (Kristensen and 
Sindrup, 1978; Slater and Beard, 1963) and despite the 
implication of possible temporal lobe dysfunction in 
schizophrenic patients (Flor-Henry, 1976, 1979) it 
cannot be assumed that temporal lobe abnormalities 
are directly responsible for auditory hallucinations. 
Halgren et al (1978), reporting the results of electrical 
stimulation in epileptic patients emphasize that com- 
plex mental phenomena do not seem to be elicited by 
“a direct activation of the neuronal substrate of some 
conscious experience but rather that the ongoing 
activity of the rest of the brain is altered by medial 
temporal stimulation" (page 108). The results of the 
present study suggest that auditory hallucinations are 
in some cases associated with abnormal activity in the 
areas of the frontal lobe concerned with speech 
production (Brodmann's area 44 and 45) in addition to 
or instead of any assumed abnormality of the tem- 
poral lobes which underlie speech perception and 
analysis. Such speculations could be tested by various 
methods including measurement of the regional 
distributions of cerebral blood flow in hallucinating 
patients. In view therefore of the possible method- 
ological, clinical and neuropsychological implications 
of the present investigation further studies in this area 
are recommended. 















"possible to teach the patient to reduce the hallu- 
Bo incompatible . 
^. Speech. This principle forms the basis of a self-control — 
method which is currently being investigated and. ^... daas 
= within which the patient is taught to respond to - DiwoNp, S. J. (1980) Neuropsychology. England: Butter 
hallucinations by saying "Stop" and naming objects - 


^CFionm-HrNav, P. (1976) 
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Patterns of cl Reported a in | Chronic 


R. L. PALMER, E. 6 ht A. J. WINBOW 


Summary: The patterns of self-reported Syrüptoihs in 103 c mone psychiatric 


patients were examined using the Delusions- Symptoms-Sign 


Inventory 


(DSSI). The subjects were all those able to co-operate drawn from the total 

population of psychiatric. patients in Leicestershire who had been in continuous 

in-patient or day-patient care for over one year. A majority reported dysthymic - 
symptoms and some sort of delusions. Three-quarters produced patterns of 

response predicted by the hierarchy hypothesis of Foulds. | 


A hierarchical model of classes of personal illness 
was proposed by Foulds and Bedford, and applied to 
acute psychiatric patients (Foulds and Bedford, 1975; 
Foulds, 1976). It states that when. symptoms are 
arranged in a hierarchy of classes according to their 
severity with respect to personal functioning, the more 
severe will occur only in the presence of the less 
severe, but not vice versa. Thus the most severe 
symptoms, Delusions of Disintegration (Class 4) will 
be found only when the subject also experiences 
Integrated Delusions (Class 3), Neurotic Symptoms 
(Class 2) and. Dysthymic States (Class 1). Neurotic 
symptoms, on the other hand, will always be accom- 
panied by Dysthymic States, and so on. A self-report 
questionnaire, the  Delusions-Symptoms-Sign In- 
ventory (DSSI) was developed to test this model. It 
has 84 items, arranged in twelve sets of seven, corres- 
ponding to types of symptom. Class 1 has three sets, 

Class 2 has five sets, Class 3 has three sets, and Class 4 
. has one set. Membership of a particular class is con- 
ferred by membership of any set within it. Set member- 
ship is conferred by scoring above a cut-off score of 
four on the total for the seven items. Each item may 
score 0, 1, 2 or 3. The DSSI and the hierarchy hypo- 
thesis are more fully described in the publications of 
Foulds and Bedford cited above. 

Acute psychiatric patients and subjects drawn from 
the general population tend to produce patterns of 
response to the DSSI which accord with the hierarchy 
in à majority of cases. Indeed, in most series over 90 
.. per cent of subjects do so (Foulds, 1976; McPherson 
et al, 1977). e 
Only Bedford and Presly (1978) have reported on 
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hierarchy patterns in chronic patients. They studied 
thirty-three clinically diagnosed chronic non-paranoid 
schizophrenics from two long stay wards. Of these 
subjects, 27 (81 per cent) produced responses which 
complied with the hypothesis, although 11 (33 per 
cent) did so by not reporting sufficient symptoms to 
give membership of any of the classes of personal 
illness. This is perhaps surprising in chronic patients, 
and as the authors suggest, self-report measures must 
be interpreted. with caution in such cases. A further 
difficulty arises from the small size of the sample and 
the lack of information concerning how it was selected 
from the total population of chronic patients available 
to the investigators. - 

The present study is an attempt to re-examine the 
patterns of self-reported symptoms in chronic psych- 
iatric in-patients, using a total population of such 
patients in two mental hospitals serving a defined 
catchment area. In addition to the prediction of the 
hierarchy model, we also predicted that in this chronic 
population the responses of subjects which did not 
comply with the hierarchy hypothesis would dis- 
proportionately fall into patterns where dysthymic 
states (Class 1) were combined with delusions (Class 3 
and/or 4) without neurotic symptoms (Class 2). Such a 
pattern of class. membership would be indicated thus: 
0101 or 1101..Classes are noted as follows: Class 4 
first, followed. by : Class. 3, 2 and 1, which is the con- 
vention used by Foulds (1976). Patterns of symptoms 
which: include delusions without neurotic symptoms 
have often been reported. as the commonest pattern 
outside those predicted by the hierarchy, and could be _ 
thought of as especially likely to arise in chronic cases 
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if neurotic symptoms are construed as manifestations 
of defences which in such patients would have mani- 
festly failed. 


Method 

Patients were considered eligible for inclusion in the 
study if they were (i) under 65 years of age, (ii) not 
diagnosed as suffering from organic brain disease or 
mental subnormality, and (iii) had been in continuous 
in-patient and/or day-patient care for a year or longer. 
The in-patient and day-patient population of the two 
hospitals serving Leicestershire was screened, and 292 
patients met these criteria. These 292 individuals were 
approached and invited to complete the DSSI. A 
record was made of age, sex, length of stay, date of 
first admission and case note diagnosis. The majority 
of the subjects had received a diagnosis of schizo- 
phrenia and hence diagnosis was coded as 'schizo- 
phrenia' or ‘other’. 

Of the 292 subjects approached, only 123 (42 per 
cent) were able to complete the DSSI in an apparently 
appropriate manner. Of these, a further 20 subjects 
answered each item on the DSSI, but did so by check- 
ing ‘false’ against every statement, thereby failing to 
acknowledge any symptoms or psychopathology. It 
was felt that this was unlikely to be a truthful response 
in chronic psychiatric patients, and these individuals 
were excluded from the main analysis. These 'false 
responders' were interviewed and examined briefly 
along the lines suggested by Gomez and Priest (1976), 
and over half showed clear evidence of psycho- 
pathology. This result was taken as confirming the 
decision to exclude them. The ‘false responders’ are to 
be distinguished from those subjects who answered 
some items positively but nevertheless failed to attain 
the minimum score of 4 necessary for membership of a 
set and hence a class. Individuals with this latter 
pattern of scores form the Class 0 ‘Not personally ill’ 
group. They were included in the 103 patients whose 
Scores were examined. These 103 (53 men and 50 
women) formed 35 per cent of the original eligible 
population. 


Results 

Table I shows the mean age, mean length of stay in 
hospital, case note diagnosis, and sex of the res- 
ponders, false responders and non-responders. The 
responders were younger and had had fewer years in 
hospital than the other’ groups. However, the res- 
. ponders themselves were in general middle aged and 
| had a mean stay in hospital of over a decade. 

. Table H shows the distribution of subjects between 
the possible patterns of class membership: seventy-six 
subjects (75 per cent) responded i in ways predicted by 
the hierarchy hypothesis. Those that did, and did not 


TABLE I 


Age, length of stay, diagnosis and sex of responders, false 
responders and een 





| False Non- 
Responders responders responders 
(n = 103) (n = 20) (n = 169) 





Mean age (years) 46.7+12.4 56.6+ 7.8 50.6+11.6 


Mean length of 

stay (vears) 11.74+10.5 17.86-11.1 17.3413.2 
Percentage with 

schizophrenic | | 

diagnosis 88 | 100 91 
Percentage female 49 45 38 





Comparison of responders with non-responders: 
Age T = 8.87P «0.001 
Length of stay T = 12.59 P «0.001 
Comparison of responders with false responders: 
Age T = 13.33 P «0.001 
Length of stay T = 7,59 P «0.001 


Tague Il 
Number of subjects with responses falling into each possible 
pattern of class membership 





Patterns. of class 0000 22 n= 76(75%) 


membership 0001 12 Mean age 46.8 + 12.3 
predicted by the 0011 9  Meanlength of stay 
hierarchy (years) 10.5 -- 9.5 

0111. 15 | 

1111 18 51% female 

l 84°% schizophrenic 

Patterns of class 0101 li n= 27(25%) 
membership not 1001 I Mean age 46.4 + 13.1 
predicted bythe — .1101 3 Mean length of stay. 
hierarchy 1000 O .(years) 15.1 +10.7 

0100 s a da female . 

0010 2 96% schizophrenic 

0410 ^0 P | 

1100 0 

1910- 0 

1110” xm Y 

| ioi l 4 
Comparison of groups: 


Age T—0.38NS — 
Length of stay T = 6.25 P «0.001. 


produce bielicied responses, did not. differ i in. mean 
age, but the latter had been in hospital. significantly 
longer. As anticipated, the majority of those failing to 
obey the hierarchy did so by prune oniy neurotic | 
symptoms (Class 2). | | 















R. L. PALMER, E.G. 


Fifty-seven subjects (55 per cent) admitted to de 
lusions of some kind, either integrated delusions 











> twenty-four did not. The latter were significantly oldei 
and had been in hospital longer (Table IIT). g 
= Ignoring the hierarchy and examining membershir 
. of classes independently, the subjects were distributed 
< as follows: Class 0 (not personally ill) 22 (21 per cen 





grated delusions) 53 (51 per cent); and Class 4 (de- 
lusions of disintegration) 27 (26 per cent). 

Likewise ignoring both the hierarchy and classes 
and examining membership of sets independently, 
subjects were distributed as follows, in order of 
frequency: state anxiety (sA) 47 (46 per cent); state 
depression (sD) 41 (40 per cent); state elation (sE) 35 
(34 per cent); ruminative symptoms (Rs) 32 (31 per 
cent), delusions of persecution (dP) 29 (28 per cent): 
delusions of contrition (dC) and delusions of dis- 
integration (dD) both 26 (25 per cent); delusions of 
grandeur (dG) 25 (24 per cent); fear symptoms (Fs) 24 
(23 per cent), dissociative symptoms (Ds) 22 (21 per 
cent) and conversion symptoms (pithiatic symptoms— 
Ps) 18 (17 per cent). 


Discussion 


The use of self-report instruments with such chronic 
patients is open to question, and the results must be 
interpreted with caution. However, we were reason- 
ably satisfied that the subjects of the study had shown 
that they could understand and use the instrument to 
report those experiences which they wished to report. 


TABLE HI 
Patterns of response and characteristics..of patients who 
reported delusions 

Patterns of class — 0111 15 n= 33 (58%) ; 
membership 1111 18 Mean age 41.07 + 10.8 
predicted by the . Length of stay 
hierarchy (years) 9.0 + 7.6 
Patterns of class — 0101 11 on = 24(42%) 
membership not 1001 1  Meanage47.2 +12.4 
predicted bythe 1101 3 Length of stay 
hierarchy (years) 13.4+ 10.2 

0100 5 

1110 l 

1011 3 
Comparison of groups: 


Age T = 5.987 P «0.001 
Length of stay T = 5.435 P «0.001 


. (Class 3) or delusions of disintegration (Class 4) or 
both. Of these, thirty-three obeyed the hierarchy and | 


* Class 1 (dysthymic states) 73 (71 per cent); Class 2. 
(neurotic symptoms) 49 (48 per cent); Class 3 (inte- 
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rtheless, they were a minority of the total chronic 
lation from which they were drawn. 

e results of the present study are broadly similar 
hose reported by Bedford and Presly (1978). About 
uarters of the chronic patients studied pro- 
'esponses on the DSSI corresponding with 


ery likely that such a level of compliance 
| chance expectations by a wide margin, al- 
dt isà disadvantage of the hypothesis that its 





Jg: 
complexity makes formal testing of the probability of a 
particular pattern of response very difficult, Indeed, no 


satisfactory solution has yet been found for this 


problem. Nevertheless, a deluded population provides 


a more stringent test-of the hypothesis than those who 
are less ill. 

The present study provides further evidence of the 
frequency of abnormal affective states and neurotic 
symptoms in chronic patients, most of whom were 
diagnosed as schizophrenic. The amount of distress 
reported was very considerable. Affective states were 
declared by 71 per cent of the patients studied, and 
just under half of the subjects (47 per cent) reported 
neurotic symptoms. Indeed, of the 57 (55 per cent) 
individuals who reported some kind of delusion, about 
two-thirds also reported neurotic symptoms (37 sub- 
jects or 64 per cent of this deluded group). Within this 
deluded sub-group, 33 subjects (58 per cent) obeyed 
the predictions of the hierarchy. These figures are 
rather lower than those which may be calculated from 
the results of Foulds' original series of 480 acute 
patients (Foulds, 1976). About a third (32.6 per cent) 
of his patients reported delusions, and of these, 86 per 
cent reported neurotic symptoms. It is possible to 
speculate that as time passes the chronically deluded 
patient tends to lose the neurotic symptoms which 
may perhaps have arisen as a result of unsuccessful 
attempts at ego defence, In the present study, those 
who produced responses predicted by the hierarchy 
model were consistently younger and had been in 
hospital for a shorter time. 

A recent study attempted to test the hierarchy model 


using data derived from Present State Examination 
- . interviews (Surtees and Kendell, 1979). The use of a 


different instrument inevitably led to some uncertainty 
with regard to comparability. However, the levels of 
neurotic symptoms detected in the deluded patients in 
the series were low, either 27 or 36 per cent, depending 
upon the method adopted. These patients were mainly 
new admissions and acutely ill. The authors tended to 
reject the hierarchy hypothesis on these grounds. The 
present study gives results intermediate between these 
and those of Foulds' series, and does so on the basis of 
the self-descriptions of chronic patients. If the hier- - 
archy hypothesis is to survive further it must predict. 


s predicted by the hierarchy hypothesis. It — — 
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the response patterns: of populations. containing sub- 








A m stantial numbers of deluded patients, and ideally do so 


the mental state is examined both at interview 
| self-report measures such as the DSSI. 
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The Short-Term Outcome o 


Neurotic Disorders in the 
. Community: The Relation « 


ion to P cam Factors and 


to ‘Neutrali mg fe Events | 


CHRISTOPHER TENNANT, PAUL BEBBINGTON and JANE HURRY 


Summary: A longitudinal study of neurotic disorder in the community showed 
that half the cases identified at first interview had remitted one month later. 
Remission was significantly related to four variables: recency of onset and of 
peak of the disorder, the occurrence of recent threatening life events and the 
occurrence of subsequent ‘neutralizing’ life events. A neutralizing event was 
defined a priori as one which neutralized the impact of an earlier threatening life 
event or difficulty. One third of all remissions were caused by such an event. Re- 
mission of disorder was not significantly related to demographic variables, 
symptom severity, syndrome type, medical consultation or psychotropic drug 
prescription. The implications for neurotic disorder in the community are dis- 
cussed, in particular its relation to life events and the favourable outcome in the 


absence of treatment. 


Studies of the natural history of untreated neurotic 
disorders identified by clinically based psychiatric 
interviews are uncommon. In a ten year longitudinal 
study, Hagnell (1970) found that 40 per cent of 
disorders in the 20-50 year age group lasted less than 
three months, while 70 per cent lasted less than six 
months. His data on duration of episode were obtained 
retrospectively, and considering the very extended 
time period covered, may not be reliable. In a five-year 
follow-up study of neurotics in the Stirling County 
Study (Leighton et al, 1963) where data were obtained 
prospectively, the remission rate was 46 per cent 
(Beisner, 1976). The available evidence suggests that a 
high proportion of disorders in the community are 
short lived and may be episodic. 

There is also evidence to suggest that the onset of 
many of the neurotic conditions in the community 
are caused by life event stress (Brown and Harris, 


1978), We assume that the relatively brief duration of 


neuroses in the community can be accounted for by 
these stress related conditions although there is as yet 
no evidence to substantiate this hypothesis. Similarly, 


there is little data to indicate what factors cause the 


remission of neurotic disorders in the community. We 
hypothesize that if distressing or threatening life 
events cause the onset of neuroses, then factors which 


neutralize the effects of those unpleasant events. may | 


cause them to remit. 


This paper reports a one month prospective study 
of neurosis in a South London community. We exa- 
mine firstly the relation of threatening life events to the 
onset of disorder and secondly, the relation of other 
events which may neutralize the impact of these 
threatening events, to the remission of disorder. 


Method 
The sample and study design 

A sample (n = 800) of subjects aged 18-64 years 
was obtained from the Electoral Register covering . 
Camberwell in South London. Using a self-weighting 
random sampling technique, corrections were made for 
(a) non-electors at listed addresses and for (b) non- | 
electors at unlisted addresses (Blyth and Marchant, | 
1971). 

The study was Ichgitiidinàl; two interviews were . 
conducted at an interval of one month. The first 
interview was conducted by eight professional female 
interviewers experienced in social sürvey work. The 
interviewers elicitéd social and demographic data and 
administered the 40-item Present State Examination to 
assess psychiatric: disorder (Wing ef al, 1974; 1977). 


—. They had previously been trained in its use. On the 
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basis of computer analysis of the PSE interviews |. 
(Index of Definition program), subjects were identified E 

as either cases or non-cases (Wing et al, 1978). AH 
. cases at first interview (n = 108) were approached for. C 
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a second interview after one month; 82 were inter- 
viewed. A random subsample of the non-cases 
(n = 692) was also approached and 228 were re- 
assessed. The second interview was administered by 
two psychiatrists and a psychologist, and comprised 
the full version of the PSE as well as other social data. 
As there was some possibility that the agency PSE 
interviews would not be as reliable as those of the 
more experienced psychiatrists and psychologists a 
‘corrected’ first PSE was obtained at second interview 
in the following manner. After the psychiatrists/ 
psychologist had completed the PSE at follow-up, the 
interview was compared with the initial PSE interview. 
Discrepancies were discussed with each respondent 
and an attempt was made to determine whether the 
discrepancy (usually a higher rating of an item at first 
interview) was due to the symptom remitting. When 
this did not appear to be the case, overrating of the 
first (agency) interview was suspected. On this basis a 
corrected PSE interview (and Index of Definition) was 
obtained. Although this was not a highly sensitive 
procedure, it none the less provided an additional 
check. The findings using the ‘corrected first PSE’ were 
in agreement with those of the uncorrected PSE and 
ID which form the main bases for the findings 
reported in this paper. The detailed response rates are 
published elsewhere (Bebbington et al, 1981). In brief, 
81 per cent of subjects were cooperative at first 
interview, but 10 per cent then declined permission 
for a subsequent interview. Of those then eligible for 
second interview, some 87 per cent were cooperative; 
cases and non-cases at first interview were equally 
cooperative at second. 


Study variables 
(a) Dependent variables 


The principal dependent variable is that of psych- 
iatric disorder. A computerized set of rules is applied 
to each PSE interview record to provide an Index of 
Definition (ID) which comprises eight levels of 
confidence that a sufficient number and severity of 
symptoms is present to allow a diagnosis to be made. 
The upper four ID levels (5-8) identify cases. The 
clinical justification for this dichotomy is given 
elsewhere (Wing et al, 1978). Outcome of disorder was 
categorized as (1) non-case (ID x 4) at first interview; 
(2) remitting case (ID 25 at first. interview but 
ID «4 at second); and (3) non-remitting case (ID 25 
at first and second interviews). 

Most analyses involve comparison of remitting with 
non-remitting. cases. In addition, the CATEGO 
program provides a computer classified of syndrome 
type (Wing ef al, 1974). Three broad classes were 
identified at first interview; retarded depression, 
neurotic depression and anxiety states. The reliability 


and descriptive validity of the PSE syndromes is well 
documented (Luria and Berry, 1979). The reliability 
of the professional interviews is discussed elsewhere 
(Sturt et al, 1981). An interview schedule, administered 
at second interview allowed a judgement to be made 
concerning the recency of onset and of peak of various 
symptom groups; they included depression, anxiety, 
obsessions, hypomania and non-specific neurotic 
symptoms. 


(b) Antecedent and intervening variables 

Demographic data were collected. Marital status 
was categorized as single, married (or living as 
married), and separated, widowed or divorced. Social 
status was defined using the 36-point index of Gold- 
thorpe and Hope (1974) which was dichotomized as 
upper (1-22) and lower status (25-36). Age was 
dichotomized as 33 years or less, and older than 
35 years. 

A history of recent medical consultations and 
treatments was obtained and four variables defined: 
(1) any medical consultation in the two weeks before 
the follow-up interview; (2) psychotropic drug 


prescription in this period; (3) medical consultation 


from two to four weeks before the second interview; 
and (4) psychotropic prescriptions in this period. 
Medical consultation included only registered medical 
practitioners and in practice it meant general prac- 
titioners. Psychotropic drugs comprised antidepres- 
sants and minor and major tranquillizers, or any 
combination of these. 

The two psychiatrists and the psychologist were 
trained. by George Brown and Tirril Harris in the 
administration of their life events interview and the 
rating of the threat of life events (Brown and Harris, 
1978). High levels of reliability were established 
(Tennant et al, 1979). A complete life events history 
was taken covering at least the year preceding the first 
interview and objective contextual ratings of threat for 
all events were derived (see Brown and Harris, 1978). 
When referring to 'threatening' events we mean those 
events which are rated as either.severe (1) or moderate 
(2) threat and which were judged to be ‘not dependent 
upon psychological morbidity’. 

We have also used a category of neutralizing live 
events (NLE). They were defined a priori as any life 
event which occurred during the one month follow-up 
period, which caused minimal threat to the subject 
(threat rating of 3 or 4 according to Brown's criteria), 
and which substantially negated or counteracted the 
impact of an earlier threatening event or chronic 
difficulty. An NLE had to reduce the impact of a 
severely threatening event or difficulty (Rating 1) to 
at least one of mild threat (Rating 3) or alternatively, 
reduce a moderately threatening event or difficulty 


~. employed for a considerable period and have con 
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(Rating 2) to one of no threat (Rating 4). For example 
a married man with a family might have been un 


... Siderable financial problems; when he finds suitabl 
. employment it would be considered an event w 
has substantially neutralized the effects of his e 

ronic difficulty. 
fany neutralizing events not only lacked: 
- -threatening implications but were intrinsically positi 
nevertheless the positive and neutralizing effects wi 
. distinct. Each event in the follow-up period wa 





therefore objectively rated on three dimensions (a) . 
threat, (b) neutralizing effect and (c) positivity. There . 
is often an association between positivity and neutra- - 
lizing effect, and by definition, there was a negative 

association between threat and an event's neutralizing | : 
effect. All life event ratings were objective; i.e: they - 
were not contaminated by awareness of illness state or — 
of the subjects response. The interviewer who 


conducted the interview presented a vignette of each 
event and its social context to raters who were kept 
blind to the subject's mental status and reaction to the 
event (see Brown and Harris, 1978, Chapters 4 and 5). 


Results 
I. Reliability of life events ratings 
The reliability of the three raters in assessing the 
degree of threat of life events was very high; detailed 
findings are published elsewhere (Tennant er al, 1979). 
In this paper we are concerned only with the reliability 
of rating 'positivity and whether an event was 
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alizing'. Percentage agreements between pairs of 
$ to whether a given life event was positive 
rom 81-83 per cent, while similar percentage 
nents for neutralizing events ranged from 77- 
nt. Percentage agreements for a particular 
being positive or not neutralizing: were all 
han 98 per: cent. 





fect of threatening life events 

I shows the relation of antecedent life events 
nset of disorder. We show two sets of findings; 
hose concerning events in the period three months - 


prior to onset and that for the period nine months 
before onset of disorder. There is a statistically 
S significant association between events and onset in 
each instance (P <0.01). We can calculate the 
.magnitude of the effect that events have on the 
; development of disorder. For the three-month period 
| (Table L, section A) the risk of disorder (relative risk) 


is raised by a factor of 2. 8 if one has experienced a 


life event: i.e. 


15 30 
42 23 
while the proportion of onsets which can be attributed 
to such an event (attributable risk) is 23 per cent: i.e. 
| : 15 . 30 
42° 934 


For the nine-month at risk period the findings are 
2.3 and 16 per ‘cent respectively. When we used the 


TABLE I 
The relation of threatening life events to the onset of psychiatric disorder (ID > 5) 
; Dav M I E 
A. Events in the 3 months prior to onset 
5 97 with an event(s) 


No threatening event(s) _ idee event(s) 





Total normal subjects | 2c 201. | 26 Brio A 
32 2. b. aH y? 1 13.44 
Total onset cases 30 /— 15] P «0.01. 33.0% 
(A) Remitters . | Lo dk | 15 pano: 12.) Fishers. 44.0% | 
| | 2. o Exact . 
(B) Non-remitters — — 15 S so 3) P-0.04 17.0% 


LE Lu c uM i LM LM mM E m eae ee ee Sar, 
| B. Events in the 9 months. Ppnor to onset 





Total normal subjects 05 8m. 9c BM | 84 " 23.7% 
: = 9.96 
Total onset cases : ~ OA 21 i «0:01. 47.0% 
(A) Remitters 13 | s 52.9% — 
| : NS 
(B) Non-remitters li : 


d. 39.0% Haha cete de 
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TABLE Il 


Rate of neutralizing events in the month between interviews’. - 





(a) All neutralizing events 
(b) Excluding health related events. _ 


(c) Excluding events possibly dependent upon 
remission of symptoms 





Remitting cases Non-remitting cases 


Normals 

(n = 228) (n = 40) (n= 42) 
mot Bet 
M "058 * 25A 
6% t 21% E 5% 


rmm rernm miren e Aa ame A iP RIT PHP PH UE TA SAU MIT is Pe AP PRIN A AN BH HAAS AL AH Aha 


H Chi square P « 0.05 
* Chi square P «0.01 


‘corrected’ first PSE and. Index of Definition the 
findings remained virtually identical. 

: Table I also shows the relation of threatening life 
events to the remission of disorder. Some 44 per cent 
of remitters had experienced a threatening event in the 
three months prior to onset, while only 17 per cent of 
non-remitters had such an event (FE = 0.04). Dis- 
orders which are related to an antecedent threatening 
event have a better prognosis. 


3. The effect of neutralizing events 

Table Il, item (a) sets out the relation between 
neutralizing events and the one month outcome. 
Remitted neurotics had three times more NLEs 
during the follow-up period (23 per cent) than either 
non-cases or non-remitting neurotics (7 per cent 
respectively). 

There is a possibility that these NLEs are themselves 
somehow dependent upon severity of disorder, namely 
that the resolution of disorder caused NLEs to occur. 
We have attempted to exclude this possibility in three 
ways. First, in all analyses, any events which occurred 
after the improvement in neurotic status have been 
excluded. Second (Table II, item (b)), we analyzed the 
relation of the outcome of neurosis to NLEs when all 
health related events had been excluded. Remitting 


cases continued to have significantly. more. NLEs 
than both non-cases and non-remitting cases. Third, 
in Table H, item (c), we show that when events which 
may have been dependent upon symptomatic im- 
provement are also excluded, remitting neurotics have 
significantly more NLEs than either normals or 
non-remitting cases. | 

The importance of NLEs in provoking a remission 
of disorder can be assessed by deriving two indices of 
magnitude of effect (see Table III). The first is relative 
likelihood of remission following an NLE and is the 
ratio of the rate of remission in those with a neutraliz- 
ing event (0.75), to the rate.in those without an event 
(0.44) (Paykel, 1978). The relative risk is 1.7 and 
indicates that a case with an event will remit 1.7 times 
as often as a case without. The second is the risk or 
rate of remission directly attributable to an NLE and 
is the difference in these two rates; 31 per cent of all 
remissions can be attributed to the occurrence of a 
neutralizing event. 


4. Clinical predictors of remission 

We can now consider the relation. between NLEs 
and the remission of disorder, taking into account. 
duration of the illness episode and type of disorder. 


TABLE HH 
Distribution of neutralizing events by duration of episode in remitting and non-remitting cases 





Duration of episode 








(Months prior to interview) ets 








1 2 4 5 6 7 8 9 1] wu D >12 
^ Aliremitm(n-40) —————— I5 2 rt 2 0 2 1 L Oe Bo 
/— Remitters with NLE (n = 9) E 5 0 0 1 0 0 1 0 0 0 90 0 

“All non-remitters (n = 42) | s 2 3 0 2 3 0 1 0 1 0 2 
Non-remitters with NLE (n n 0 0 l 















NLEs to recency of onset of episode in the remitters: 
and non-remitters separately. We have analyzed the 
. data by dichotomizing duration of episode at one 
.. month, three months, six months and 12 months. In. 
. the remitters there was a clear association between 
-. neutralizing events and more recent onsets, and this . 
. was significant in 3 of 4 analyses (Fishers Exact. or 
probabilities were 0.14, 0.04, 0.03, and 0.02 respec- 
tively). Numbers were too small to permit the same — 
from the Table, . 
however, there is no tendency towards an association 


analyses for the non-remitters; 


between NLE and time of onset in those who do not 
remit. In summary, it appears NLEs are more likely 
to occur in disorders of short duration. 


(b) Syndrome type 


In these analyses all cases (ie, ID 5-8) were 
classified by the CATEGO computer. program as 
either retarded depression, neurotic depression or 
anxiety neurosis. The remission rate was similar in all 
three diagnostic groups, being 47 per cent, 53 per cent 
and 46 per cent respectively. 

Table IV shows. the relation between NLE and 
remission in the three CATEGO classes. The relation 
between NLEs and remission of illness is no longer 
significant when the data are analysed in this way 
because of the reduction in numbers. The trend is 
suggestive that NLEs are related to remission of 
illness in both neurotic depression and in anxiety 
states, but not in retarded depression. The relative 
rate of remission in response to NLEs (the ratio of 
rate of remission in those with the event to the rate 
of those without the event) is similar, being 1.7 in 
depressives and 2.2 in anxiety states. There were no 
NLEs in those with retarded depression who remitted. 
When the corrected first PSE is used as a check, the 
results are similar. 


TABLE IV 
The effects of neutralizing events on remission dn specific 
s yrdrattie types ^ | 





Neurotic | 





Retarded Anxiety 
depression depression states - 

NLE in remitters UAR 245955. 2 4257 
(n = 8) (n = 16) (n = 17) 

NLE in 02; 8% 10% 
non-remitters (n = 8). (n = 14) (n = 20) 
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The nature of neutralizing events 

? events occurring in the 4-6 weeks between 
rviews have been given three separate objective 
ratings of (1) the level of threat (4 levels); (2) whether 


neutralizing or not; and (3) whether highly positive, 


tely positive or neutral. We are concerned here 
whether NLEs exert their effect because they 
y neutralize. the effect of threatening events 
her it is because they are simply positive events. 
Table V. shows the distribution of neutralizing and 





e positive events in the sample. There is a substantial 
‘Overlap between these categories of events since 
..75 per cent of NLEs were also rated as "positive. 

Attempts to analyse these categories separately were 


not successful because of this overlap. When NLEs | 
are excluded there is no statistically significant 
association between positive events and remission, 
similarly if positive events are excluded there is no 
significant relation between NLEs and remission. If, 
however, the event categories are examined without 


exclusion of the other category of event, remission is E. 


significantly related to NLEs but not to positive events. 
Furthermore, no subjects who.remitted had experi- 
enced a highly positive event unless it was also 
neutralizing. On the other hand, neutralizing events 
associated with remission were not always rated as 
highly positive. The specific neutralizing effect seems 
the more important. 


Discussion 


Life events which we have defined as neutralizing 
account for one third of all remissions. | 

Remission was defined as resolution of case status, 
that is, subjects with ID 25 at first interview and 
ID <4 at second interview. There is a possibility that 
most. of these changes in case studies might be 
accounted for by relatively small degrees of symptom 
change, for instance, from ID = 5 at first interview 
to ID — 4 at follow-up. However, this was not the 
case since 82 per cent. of remitters showed a decline of 
two or more ID levels, while 45 per cent declined three 
or more. The mean degree of decline was in fact 2.5 ID. 
levels, a substantial change in symptomatology. 

We now examine whether there are other possible 
explanations for any of our findings. The first of these 
is the high remission rates; of the total cases some 
50 per cent remitted, while of those whose disorder 
was of ‘recent’ onset (less than 12 months) some 
60 per cent remitted. Is it an overestimate of the real 
remission rate. by. virtue of the remission being very 
transient and. a further » exacerbation occurring 
thereafter? This did. not seem.to be the case since 75 
per cent of the ‘recent’ onsets (those within the past 
12. months) remained in remission at a further follow- 
up. Six: months later (details in preparation). Is itan - 
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TABLE V 
— Distribution of neutralizing and positive events in the sample : 























Type of ed 
neutralizing event 
|. Absent | Présent. | 
Positive life event Positive life event — 
Mild Highly - : Mild Highly 
Absent positive positive . Absent . positive positive - 
Psychiatric status 
Normal subjects 194 16 2 5 6 5 
Remitting case l 26 5 0 2 2 5 
Non-remitting case 36 1 2 0 i 2 
256 22 4 7 9 R 





overestimate of remission due to initial overrating by 
agency interviewers ? This seems to be confirmed by the 
fact that while 40 cases remitted, there were an 
estimated 27 new onsets in the same period. There are, 
however, other explanations for this apparent dis- 
crepancy—one which has been observed in many 
longitudinal studies, even those where interviewer 
biases are excluded, by the use, for example, of self- 
administered questionnaires (Hornstra and Klassen, 
1977; Duncan-Jones, 1981; Andrews and Brodaty, 
personal communication). In these studies the rate of 
remission was up to eight times as great as the rate of 
onset of new episodes. Similar discrepancies are 
Observed in repeated assessment of personality 
(Windle, 1954), The explanation for this seems to be 
that respondents present themselves more favourably 
when they are familiar with a questionnaire or 
interview (Goldberg, 1981). Other factors could also 
have contributed to the remission—new onset 
discrepancy (Tennant er ai, 1981a). The two most 
likely are that the first interview by sympathetic 
middle-aged female interviewers had some therapeutic 
effect (see Malan et al, 1975) and that there was a 
seasonal change in prevalence of symptoms (see 
Hornstra and Klassen, 1977; Barrett ef al, 1978). 

-© The second finding that we might question is that 
Showing 31 per cent of remissions to be caused by a 


|^. neutralizing event. Is this figure an overestimate due 


l perhaps to overrating at the first interview? This is 
unlikely since we included in the analyses, only 
subjects who were cases at first interview; we do not, 


. for example, compare cases with non-cases where bias 


of initial. overrating could cause problems. |t is 
unlikely that overrating occurred selectively in those 
with NLES since the agency interviewers were unaware 


of the respondents life events experience since this was 
not elicited until the second interview. In addition, we 
have carried out a number of analyses excluding the 
most unreliable interviewer and the findings are 
unchanged, furthermore in other areas of the study 
we have done parallel analyses using both the first 
(agency) PSE and second (clinical) PSE. The results 
are the same (Tennant et al, 1981b). As a final check 
we have analysed the data using the corrected PSE 
(and Index of Definition). The results are the same as 
for those derived from the uncorrected first interview 
which form the main basis of this paper. 

Is the 31 per cent an overestimate due to some 
spurious relation between NLEs and remission? There 
are two possibilities. Firstly, some demographic 
variable. or medical intervention may be associated 
with both the occurrence of NLEs and with favourable 
outcome. This was not so (Tennant et al, 1981a). 
Secondly, it is possible that remission may have little 
to do with NLEs, but rather a failure to remit 
is associated with further threatening life events. This 
was not the case since there was no significant asso- 
ciation between threatening life events in the follow-up 
period and a failure to remit. Furthermore, when 
subjects with threatening events were excluded, the 
significant relation between NLEs and remission 
remained. 

Alternatively we cant ask if the 31 per cent could 
be an underestimate of the remissions attributable to 
NLE. We believe that this is more likely, firstly, 
because some remissions in the one month follow-up 
may have been due to NLEs occurring prior to the 
first interview (the beginning of the assessment period 
for NLEs), and secondly because some of those who 
experienced a neutralizing event may have remitted 


- term course of neurotic disorders in the communi 
In summary, there were four significant predictors of. 
remission: recent onset and recent peak of disorder, | 
(Tennant et al, 1981a), the presence of recent threaten- 
ing life events and the occurrence of NLEs. The | 
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after the second interview (the end of the assessmen 
period), Finally, the overrating by agency interviewer 


will mean that some ‘remitters’ were in fact not cases” 
.. at all. These subjects are included in the denominator: 
< Of all our estimates of remission and so erroneousl 
A diminish the rate of remission due to NLEs, : 


—. < This report, in conjunction with an earlier. 
/:: (Tennant et al, 1981a) sheds more light on the. sho 


following variables did not influence remission: age, 
sex, marital status, social class, severity of disorder 
(ID level), syndrome type (CATEGO class), medical 
consultations or treatment or the occurrence of 
positive life events. Anxiety states and neurotic 
depression did not differ in their rate of remission in 
response to NLEs, a finding consistent with that of 
Uhlenhuth and Paykel (1973); life events predicted 
the onset of disorder generally, but did not predict 
symptom configuration. It should also be noted that 
NLEs did not occur in any of the retarded depressives 
who remitted. 

This discussion would be incomplete without 
reference to the cross sectional Camberwell surveys 
of Brown and his colleagues (Brown and Harris, 
1978). As they use an average 38-week at risk period 
for events, we have analysed our data for women 
using the comparable nine-month period. 

The relative risk of disorder following a threatening 
event in Brown's data is 6.2 (Table Ia, p. 139); in ours 
it was only 1.8. The attributable risks in the two 
studies were 21 per cent and 14 per cent respectively. 
These discrepancies largely derive from the extremely 
low case rate (4 per cent) in those women in Brown's 
study who had no threatening events. The figure was 
17 per cent in our own study. [The case rate in those 
experiencing an event was similar, being 25 per cent 
and 30 per cent respectively.] We cannot easily 
explain the fourfold difference. | 

We now return to our own longitudinal data and 
its relevance in understanding the nature of affective 
disorders as they exist in the community. Of all these 
cases identified at first interview some 55 per cent had 
developed their disorder within the past year. Of these 
‘onset’ cases some 23 per cent could be attributed to a 
threatening life event in the previous three months. 
The remission rate in those experiencing a threatening 
event was 80 per cent but only 50 per cent in those 
without such an event (P <0.05). Event-related 
disorders have a good outcome. 

An additional and related favourable prognostic 
factor was the presence of a neutralizing life event. 
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le such an event occurred in only 25 per cent of 
t- cases when it did. so, it was associated with 
mission in 82 per. cent (Table TID). 

ile there is no doubt that minor ee dis- 
ccur relatively frequently in the community a 
ortion are related to life events, both in their 
their remission. The course of these dis- 
y be quite brief and most presumably will 
quire treatment. It is interesting to note that — 








..those subjects. with disorders which remitted were 

somewhat less likely to have used medical services or. 

been prescribed psychotropic drugs; perhaps they 

<- were aware that their disorder had an understandable. 
cause, would be short lived and would not require, or- 


benefit from, treatment. Such conditions might better 
be regarded as normal distress responses. 
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summary: This study compared life events in three groups: hospitalized 


psychiatric, hospitalized 


paediatric, and non-patient non-hospitalized children, 


all aged 7~12 years. The most common life event in each group respectively was 
moving to à new school district, hospitalization for physical illnesses, and out- 
standing personal achievement. The hospitalized children had a 'significantly 
greater number of life events and mean score of life events than that of the 
general population. The authors conclude that the study of life events alone is in- 
sufficient to infer a causal relationship between life events, onset of illness and 


hospitalization in children. 


Freud and others formulated the concept of early 
life stress and illness susceptibility in the early decades 
of this century (Rahe and Arthur, 1978). Cannon 
(1929), Selye (1956), Alexander (1966), Wolf (1953) 
and Engle (1955) have each subsequently contributed 
to the concept of life stresses and illness susceptibility. 

Holmes and Rahe (1967) developed and applied the 
first quantitative measurements of life events. From 
their results, they concluded that a cluster of life 
changes frequently precedes the onset of reported 
illness. Rahe (1979) stated that in many instances of 
physical illness and accidents life changes appear to 
decrease natural defences to disorders which the per- 
son is prone to develop through genetic and/or 
environmental pre-disposition. Thus accumulation of 
life changes results in a precipitation of clinical 
symptoms. In addition, he believed that in psycho- 
logical disorders aetiological mechanisms. may not 
only account for precipitation, but also appear to 
exert an influence upon symptom formation. In 
children, Coddington (1972a, 1972b) developed a 
questionnaire for life changes, with specific types of 
questions for different age groups; he reported that a 
large requirement for readjustment might be signi- 
ficant in the aetiology of physical illness. 

Padilla et a/ (1976) reported on 103 junior high 
school boys who were rated by a Social Readjustment 
Rating Questionnaire (SRR). They were followed 
weekly by telephone calls for five months, and the 
results showed that boys having high SRR scores had 


significantly more accidents than those with low scores. 


Mutter and Schleifer (1966) studied family patterns of 


221 


children hospitalized for acute illnesses. They noted 
that the families of ill children were frequently more 
disorganized, and the children exposed to more 
psychologic and social stresses than children in the 
control group's families. Significant life changes in 
children have also. been: documented prior to the 
development of their.own illness. Two studies demon- 
strating such a relationship include that of Stein and 
Charles (1971) dealing with diabetes mellitus in 
children and that of Heisel (1972) who studied children 
first manifesting rheumatoid arthritis. 

Rutter and Shaffer (1980) have recently pointed out 
the growing evidence for the importance of psycho- 
social factors in the aetiology, precipitation and/or 
prolongation of many psychiatric disorders in child. 
ren, and Rutter (1975) has expressed the view that 
although the role of stress in precipitating psychiatric 
disorders has been stüdied in adults, very little investi- 
gation in this area has been directed toward children. 

Psychosocial factors bear particular significance for 
children, since their life primarily revolves around the 
family unit, which serves as the child's social system of 
support. The Diagnostic and Statistical Manual 
DSM III recognizes the importance of psychosocial 
stressors, and the thrust of Axis IV is entirely devoted 
to this kind of evaluation. DSM III also differentiates 
between the adult, adolescent and child examples of 
psychosocial stressors and offers a spectrum of 
stressors ranging from minimal to catastrophic in 
degree. Children are likely to be especially sensitive to 
such life events, in the sense that they are in the pro- 
cess of development; in addition to adjusting to life . 
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events in the outside world, they must also adjust to 
intrinsic developmental, biological, hormonal and 
other changes within themselves. 

From the clinician's point of view, the study of life 
events could assume considerable magnitude, since by 
removing the stress, if at all possible, improvement in 
the child's behaviour might be anticipated; treatment 
would be facilitated, and hospitalization possibly 
prevented. The purpose of this study is to compare the 
differences in life events among normal, paediatric and 
psychiatric populations. 


Method 
Subjects TEE 

The sample consisted. of 137 children from three 
distinct groups. Fifty children were selected from a 
paediatric inpatient population, 37 came from a 
psychiatric inpatient. population, and the remainder 
comprised 50 healthy, non-hospitalized children. The 
age range in all three groups was 7-12 years, and the 
mean age in all three groups was 9.4 years. The mean 
age for girls was 9.5 years, and for boys 9.4 years. 

The paediatric group comprised 25 boys and 25 
girls who were admitted with a variety of physical 
illnesses to the Department of Child Health, Univer- 
sity of Missouri Medical School. Of the 25 boys, 3 
were black and 22 were caucasian; of the girls, 2 were 
black and 23 were caucasian. The non-patient, non- 
hospitalized children. were selected from families 
attending the family practice clinic of the University of 
Missouri Medical School; these children were not 
patients at the time of the study. This sample also 
consisted of 25 boys (3 black and 22 caucasian) and 25 
girls (2 black and 23 caucasian), and were selected to 
match the paediatric group according to sex, age, and 
race. The third group of children consisted of 37 
patients from a child psychiatry service within the 
campus of the University of Missouri Medical Center. 


There were 25 boys (3 black and 22 caucasian) and 12 
girls (1 black and 11 caucasion). Each of these children 
was also matched with both the paediatric and the 
non-patient population. No problems were en- 
countered in matching inpatient psychiatric boys with 
the other two groups because there were enough boys 
in this sample. However, because of the limited num- 
ber of girls in the psychiatric inpatient facility, 
significant difficulty was encountered in matching 
them with the other two groups, and we were able to 
find only 12 girls in the psychiatric group for the 
purpose of comparison. 


Procedure 


The Coddington Life Event questionnaire was 
administered to the parents. Only two of the parents 
from the paediatric group refused to participate in the 
study. Although occasionally both parents responded, 
for the most part it was the mothers who replied; 
there were no instances in which only the father res- 
ponded. The project was explained to them and writ- 
ten consent was obtained. The questionnaire was 
administered within 24 hours of the child's admission 
to one of the inpatient populations, In all three groups 
interviews and data collection were carried out by a 
child psychiatrist. Parents didn't fill out the question- 
naire, but the interviewer asked the questions of them. 
Questions were further explained if incompletely 
understood. 

In considering the effect of life events, we tabulated 
the total number of events, and also took into con- 
sideration the score for each group. 


Results 
Analyses were conducted on both the total number 
of life events and the stress score based upon Cod- 
dington's Life Change Unit (LCU) values. To deter- 
mine whether age or sex were significantly related to 


TABLE I , 
Comparison of three groups on number of life events and stressfuliwss rating 1, 2 
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Hospitalized 
Life events Normal paediatric 
measures ——— (n = 50) (n — 50) 
Numberoflifeevents — 2.9 — 4.1a 
B 0.3 0.3 
Life change unit score 134.6 194.9b 
| 15.9 15.9 





Groups 
Hospitalized Testing equality of the three groups 
psychiatric -————————————————————— 
(n = 37) FQ3) | P. 
4.4a 5.05 < .01 
0.4 js cu | 
220.1b 6.84 < .01 
18.5 





| Any two means that have a common letter in their superscript are not significantly different at the 5 per cent level. 
2 Top number is mean and bottom number is standard deviation. * & 4 


: . range (7-12. years) nor sex were related to the 
. events variables, they were not included in the de 
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these dependent variables, analyses of covariance foi 
the three population samples (normal, hospitalize 
. paediatric and psychiatric) were done on the numbet 
.. Of life events and stress ratings. Since neither age 
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of the subsequent analyses. _ | 
fable I presents the means and standard deviatio 
of the number and stressfulness of life events. One-wi 
analysis of variance comparing the three groups for 
numberof life: events was. statistically- significant 


— (FQ,I31) = 5.05, P 01). Furthermore, a.multiple = 
^- group comparison test revealed that the normal 


"population reported a significantly lower number of 
events (P —.01) than either the paediatric or psych» 
iatric populations, The means for. the paediatric-or 
psychiatric groups were not statistically different. 

similarly, the three groups differed significantly on 
stressfulness rating (F(2,131) = (6.84, P —.01). The 
mean for the general population was. significantly 
lower than that for the two hospitalized groups. The 
mean scores for the two hospitalized groups were not 

statistically different, although the paediatric group's 

(194.9) was slightly lower than the psychiatric group's 
(220.1). 

A comparison of the types of life events in these 
three population samples revealed definite differences. 
Chi square analyses were done on-the frequency of 
each life event, comparing the three groups. 

Table H presents the life events items for which there 
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significant differences among the three groups. As 
ted, the items relating to physical illness, i.e. pre- 
f a visible deformity. and serious illness re- 
hospitalization: of the child (excluding 
spitalization), were more frequent in the 

p. Also, illness and hospitalization 
iblings ài d addition of a third adult to the. 
| nore mmon in the paediatric group. In 
ore frequent. life events for the. psychiatric 
ided to be relationship and environmental 
suspension from school, move to a new 





-school district, increase in arguments with parents and 

.. separation or divorce of parents. The rate of divorce or 

Separation was twice as high in the psychiatric group 
GO per. cent) than. among the paediatric patients (14 
“per cent), which was in turn about twice that of the 
| generat population group (6 per cent). 


-Ris noteworthy that the. paediatric group had the 
fewest number. of arguments with their parents; 
normal children had more than twice this number and 
the psychiatric. population reported the greatest - 
number. The paediatric group also reported recent ~ 
outstanding personal achievements as frequently as 
did the control group; These two groups reported an 
achievement about ten times more frequently than did 
the psychiatric group. Hospitalization of the parents 
due to illness was more frequent in the psychiatric 
(21.6 per cent) and paediatric groups (18 per cent) than 
in the normal population (6 per cent) but this differ- 
ence did not reach Mini cdnee (P «.08). 


TABLE II 
_ Comparison of the life events occurring in the last year for hospitalized paediatric and psychiatric children 





Normal (n — 50) 


Paediatric (n == 50) 





Psychiatric (n = 37) 





Life events Chi square | 
description | n p n % BL y (df = 2) P value 
Serious illness requiring 

hospitalization of ` x | | | F 

siblings ds y» " 8 16 | 2 So, | 7.10 OS 
Serious illness requiring . | T . 4 2 ata th? e 

hospitalization of child 1 PEE 17 34 2 Nc 23.97 |  — .01l 
Suspension from — | E | 7 | 

school | | 1 ue g 0 0 9 25 AH. 82 | .01 
[ncrease in arguments | | a i: | = Siap ii 

with parents : 9 18. 4 8 13 35 10. 2 . OL. 
Addition of third aduit | ut | 35 | 

to family : 0 0 $ :. 10 So td ws E » # 631 05 
Movetoa new school | | UL ee no bne dw dé | 

district. , 9 18 11 22 15. 4 . 6.20 . 05 
Separation or divorce A m | B | 

of parents 3 6 7 14 adu ^ OS 9.33 O01 
Outstanding personal | m IE i 

achievement it 22 10 20- pr er rg 6.78 .05 
Having a visible o T xe 7 = sd. i 

12 0" 0 10.91 .01 


-deformity 0 = 0 6 
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When examining the data for the most commonly 
cited life events in each of these three groups, it was 
found that moving to a new school district was the 
most frequently reported life event for the psych- 
iatric group (over 40 per cent within the last year). In 
the paediatric group, the most frequently reported 
event was hospitalization of the child for his or her 
physical illness (over one third of the population, 34 
per cent), and in the normal population outstanding 
personal achievement was most frequently reported 
(over one-fifth or 22 per cent). 

There were no consistent patterns between the total 
number of life events and particular diagnosis in each 
of the three groups. For instance each of the three 
patients with the highest score among the paediatric 
boys and girls, as well as the psychiatric boys and girls, 
had dissimilar diagnoses; the highest scores for the 
paediatric boys were 768, 355, and 318 for lipoid 
nephrosis, severe facial burns and otoplasty, respect- 
ively. The figures for paediatric girls were 473, 423, and 
368 with the diagnosis of asthma, irritable bowel syn- 
drome and headache with depression, respectively. In 
the psychiatric group the highest three scores for boys 
were 632, 477, and 422 with a diagnosis of adjustment 
disorder, undersocialized aggressive disorder and fire 
setting respectively: And finally, the highest scores 
among the psychiatric girls were 495, 277, and 274; 
corresponding diagnoses were school refusal, hyper- 
activity with seizure disorder, and mental retardation. 


Discussion 

The fact that the hospitalized children in either the 
paediatric or psychiatric groups exhibited a higher 
total number of life events, as well as a higher scoring 
of those life events, demonstrates a clear difference 
between hospitalized and non-hospitalized children. 
In this regard, the report of Heisel et al (1973) is 
similar to ours. However, they utilized Coddington's 
previous study as control and didn't match their 
sample one for one in each case. In addition, their 
method failed to specify the method of data col- 
lection. Our results clearly indicate that more life 
events were present in hospitalized children, as well as 
surrounding sibs and adults. 

Comparing the three groups, it was of interest to 
note that about 20 per cent of both the normal and 
paediatric groups reported outstanding achievement. 
This was the most frequent life event in the normal 
population, and was ten times less prevalent in the 
psychiatric group. In the former groups, these feelings 
of accomplishment and achievement might well have a 
positive effect on self-concept, while in the child with a 
psychiatric disorder there may well be a greater 
tendency to formulate a lower opinion of himself. This 
is a serious issue, not only in terms of self-worth and 


self-pride but also in terms of the child's future 
personality development. : 

Another life event of interest was an increase in 
arguments with parents. In the paediatric group, the 
reported frequency of this life event was the least 
among the three groups (8 per cent); a more supportive 
and less critical parental attitude might well develop 
toward the ill child, and, especially in chronic states, 
the children may become 'clingers'. It is also of 
interest that 18 per cent of the normal children had 
increased arguments with their parents, more than 
twice that of the paediatric. group. This probably 
indicates that arguments with parents in this age range 
are not infrequent and should not be considered 
abnormal ; not surprisingly, the frequency of this in the 
psychiatric. group was twice that of the control 
sample. Nor is it surprising that the psychiatric 
group's members were 12 times more likely to be 
suspended from school than either of the other 
groups, indicating that suspension from school, if 
repetitive, may warrant a psychiatric evaluation of the 
child. 

Aside from the beginning of a new school year 
(which was nearly universal) no life event among the 
three groups exceeded that of moving to a new 
school district in the psychiatry inpatients (40 per 
cent). Several factors may be operative; the move may 
have been fostered by the belief that a change in 
teachers and/or peers would result in improved 
behaviour in the child; alternatively, the children may 
have been expelled from school with no other choice 
remaining. Again, occupational demands of the 
parents or hope for improvement in socio-economic 
status may have precipitated the move. 

Considering the potential significance of life events 
in the genesis of childhood illnesses and hospital- 
ization, it is conceivable that only when parents 
realize that their methods of coping with the present 
illness (either physical or psychiatric) are exhausted, 
and when all their resources, both actual and potential, 
have failed them, do they succumb and in desperation 
resort to hospitalization of their children in order to 
rid themselves of their overpowering circumstances. 

Some shortcomings are evident in this study. For 
example, distinctions between desirable and un- 
desirable life events were not considered; thus life 
events which serve as potent stressors to one child 
might prove to relieve stress in another. Another 
shortcoming is the fact that the potential effects of life 
events were not stratified according to particular 
disorders, (e.g. irritable bowel syndrome, school 
refusal, etc). Finally, although the study design was 
initially prospective, the investigation was based on 
retrospective reports of life events with the potential 
errors that this involves. | 


We conclude that, based on the study of life eve 
.. alone, it is not possible to demonstrate that life eve 
.. play a causal role in the onset of illness and subseque 
^ hospitalization; clearly other factors are also op 
ative. However, the hospitalized children, both pa 
Jatric and psychiatric, had experienced a significe 
greater number of life events, Further research 
“study the nature of causative factors should not or 
quantify life events but should attempt. to eval 
amily systems as well as the psychological structure 
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A Medical Social r— of Admissions to C old: | Pe PE, 
Homes in Nottingham | 


|. RENE M. K. OVENSTONE and PHILIP T. BEAN 


Summary: A medical, psychiatric and social assessment was conducted on 272 
residents admitted consecutively to local authority residential care for the elderly 
in Nottingham in the year ending 31st January 1978. A high level of medical and 
psychiatric pathology was discovered, in spite of frequent general practitioner 
contact in the community and recent hospital admissions. Few of the staff in the 
old people's homes were sufficiently qualified to deal with the medical. and 
psychiatric conditions of the residents only a third of whom had been examined 
by a general practitioner during the month after admission. The social service pro- 
vision in the community showed an uneven pattern and did not appear to have a 
direct relationship with the residents’ requirements, 12 per cent of whom could 
have remained in the community had there been adequate social assessment and 
support. Only just over half were appropriately placed, and a further third 
should have been in the care of the hospital services. 

Recommendations for change are directed towards the provision of routine 
medical, psychiatric and social assessment of all potential residents by geri- 
atricians and psychogeriatricians in close collaboration with social services in 
special local authority assessment homes. 


The. present climate of financial restraint and 
scarce resources, combined with an increasing elderly 
population, make it particularly important that local 
authority residential care is used to the best advantage. 
The present concept of residential care is officially 
understood to be the provision of support for those 
no longer able to cope with living in their own homes, 
even with assistance from the domiciliary services. 
The type of care is that which might be given by a 
competent and caring relative able to respond to the 
emotional and. physical needs of the person (DHSS, 
1977). 

Recent studies have shown that the present demand 


for residential care exceeds these guidelines, as the 


number of severely disabled in residential care is 
rising (Clarke et al, 1979). A leading article in The 
British -Medical Journal recently suggested that a 
substantial number of those admitted to old people's 
homes are likely to benefit from hospital treatment, 
and might well remain at home as a result (B.M.J., 


-- 1979). It therefore seemed appropriate to study the 


. mature and extent of the disabilities of residents being 
admitted to residential care (Part III accommodation) 
in Nottingham; the general practitioner support 
before and after admission; the staffing structure in 
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residential homes; the nature and extent of social 
service provisions prior to admission, and finally, and 
most important, to ascertain to what extent residents 
had been appropriately placed. 


Methods 


The sample consisted of all residents admitted to the 
17 old people's homes in the city of Nottingham over a 
one year period from 31st January 1977 to 31st January 
1978. 

All. residents were seen within. one month of 
admission and were given: à 

1. A full physical examination Cai vitis basic 
laboratory investigations of haematology: —Hb., 
McHc, PVC, WBC, ESR, WR: biochemistry :— 
blood sugar, urea and electrolytes, thyroid function, 


calcium and alkaline phosphatase, urinalysis; X-ray 


aii ECG. 


. A standard psychiatric assessment based on the 
U. à ~U.K. mental state interview schec iule (Copeland | 
et al, 1976). 
3. A behavioural assessment, using a modified 
version of the Crichton Rating Scale. 


4. A social questionnaire. 
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-Assessments one and three were undertaken by the 


staff at St Francis’ Day Hospital over a period of one 
;, week as day patients, to provide uniformity of 
~ assessment, and also sufficient time to observe the 
¿o person adequately. The behavioural rating scale is- T 

-already in use in the day hospital, and there is a high — 


econd assessment was given by one of the authors 
(LO). It might be argued that the functioning 
-capacity of these residents would' be adversely 


affected by the move to the old people's home and 


then to the day hospital. However, it has been the 
author's experience that the day hospital environment, 
with its high staff ratio and occupational therapy, 
tends to produce improved functioning. A bias, if 
there is one, would, therefore, be in that direction. 

4. The social questionnaire which was undertaken 
in the old people's home by a research worker under 
the supervision of the second author (P.B.), was 
concerned with the situations of residents before 
entering the home. Ás a large number came direct from 
hospital—where sometimes they had been for long 
periods—some aspects of the- social interviews were 
inapplicable. The findings are directed primarily to 
the community cases, but where appropriate the data 
from the hospital group will also be included. Also, 
some residents were unable or refused to answer the 
questions, either because they did not understand 
them, or because they were too ill, or died prior to the 
interview. One-third of the relatives were interviewed 
to provide a check for validity. For residents who 
could understand the questions, it was found that 
relatives corroborated replies. af 

5. In the case of residents admitted direct from the 
community, the general practitioners were asked 
standard questions about their amount of contact 
during the six months prior to admission. 

6. The matrons of the homes were interviewed 
concerning (a) the type and reason for admission, and 
(b) the problems experienced by the staff in handling 
the residents. Also, information was obtained from 
the matrons concerning the amount of general 
practitioner contact with the residents after admission. 

7. Supplementary information was obtained by 
examining out-patient and in-patient hospital records. 


Socio-demographic features of the population 
The population consisted of 272 residents, of whom 
43 per cent were admitted from hospitals in the 
Nottingham area, and 57 per cent from the com- 
munity. Sixty-two per cent from the community came 
from the Part III waiting list; the remainder were 
emergencies. As expected, the majority of the residents 
were widowed females over the age of 80 years. The 
most frequent age range for the male residents was 







inter-rater reliability among the nursing staff. The 
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. 70-74 years, and the females 80-84 years. A small 
proportion of them were married and living with 
their spouses (11.0 per cent). A similar proportion was 


single, some of whom were living with relatives. 
lowever, 52 per.cent, whether single or widowed, 
living alone; Forty per cent of the residents came 
n social classes. 4 and 5, and 35 per cent from 
‘Class 3. There were 55 residents whose social 





. class could not be ascertained. 


Medical and psychiatric findings 


Due to death or unwillingness to cooperate with the 
examinations, information was not available ín 7 of 
the hospital and 17 of the community cases. 


l. Medical " 

Forty-four per cent of the hospital group, and 81 per 
cent of the community group had medical conditions 
which had not been previously diagnosed. The prob- 
lems in both groups were similar, and included 
anaemias, urinary and chest infections, thyroid 
dysfunction, cardiovascular abnormalities, etc. Thirty 
per cent of these disorders required hospital care 
whilst 70 per cent were treated by a general prac- 
titioner in a residential setting. 


2. Psychiatric | 


Fifty-six per cent of the hospital cases suffered from 
dementia; 16 per cent from functional mental illness, 
and 7 per cent had a mixed condition. Similar per- 
centages pertained in the community group (48 per 
cent, 14 per cent and 12 per cent). Thus, approximately 
half the total sample were demented, while only 
23 per cent were not mentally ill. 


3. Behavioural assessment: 

The factors covered in the behavioural assessment 
were mobility, orientation, restlessness, aggressiveness, 
ability to dress and feed, continence, cooperation, 
communication and personal hygiene. The main 
problems for both groups of residents were lack of. 
mobility, poor orientation, difficulty in dressing, 
problems in understanding instructions and com- 
municating needs, and personal hygiene. The com- 
munity cases had a slightly higher level of restlessness. 
Curiously enough, incontinence was not seen as a 
particular problem, although complaints from the 
homes were in excess of our findings. This may well 
be due to the much lower trained staff-patient ratio 
in the homes compared with the St Francis’ day 
hospital, where the assessments took place. Global 
rating revealed that only 18 per cent were totally 
independent; the majority, 77 per cent, were moder- 
ately disabled, and the remaining 6 per cent severely 
impaired. POE LA pe Xem 
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General practitioner care 

Contact with the general practitioner prior to 
admission was relatively high: approximately half had 
consulted at least once in the previous six months, and 
about one-third on at least five occasions. Half had 
seen their general practitioner within the previous 
month. Bearing in mind the high level of subsequently 
discovered. medical conditions among the community 
group, these findings are somewhat surprising. Nor 
did the situation change once the residents had been 
admitted to the Homes. Only a third of the population 
had been examined by a doctor in the month following 
admission, a similar number had been seen but not 
examined, and the remainder had not seen a doctor 
at all. The staff of the homes must bear some respon- 
sibility for this, but so too must the general prac- 
titioners, for many of the residents continued to be 
looked after by their own general practitioner. 


Qualifications of those who staff the homes 


It is important to look at the medical and psychiatric 
findings against the background of the numbers of 
qualified nursing staff working in these 17 homes, each 
of which caters for between 45 and 50 residents. In 
three homes there were three qualified nursing staff, 
either R.M.N. or S.E.N. or both; in four there were 
two; in seven there was one; and in the remaining three 
no qualified nursing staff at all. In the main, the 
residents are looked after by care assistants. Bearing 
in mind the high pathology of the recently admitted, 
added to those of longer term residents, it is evident 
that residential care staff were being asked to cope with 
an impossible task. The Matrons of the Homes 
recognized this, for in over half the cases they said 
staff had difficulty coping with physical and psychiatric 
problems. 


Social service provisions prior to ad mission 


We hypothesized that old people's homes would be 
at the end of a continuum of care in which residents 
moved from their own homes to warden-assisted flats, 
and then to the homes. Crises, or periods in hospital, 
would push. them further along the continuum. 
However, the results did not support this hypothesis: 
only five from the community came from warden- 
aided accommodation: the remainder were from their 
own homes. There did not appear to be any special 
features of the residents’ accommodation directly 
related to the decision to admit: the majority had 
hot water systems, some had central heating, and over 
half had an inside lavatory. Most of those living alone 
had regular social contacts, though only a small 
number were visited by a social worker. 

The pattern of service provisions remained difficult 
to understand, as those services which were used 


could not easily be related to any of our findings, 
e.g. many of the residents unable to wash or dress 
themselves, and living alone, received no home help 
or meals on wheels, yet others classified as 'inde- 
pendent', and not living alone, did. Similarly, some 
‘independent’ residents attended a day centre, whilst 
others ‘severely impaired’ did not. The pattern 
remained uneven within the provisions themselves, 
e.g. many residents had walking aids, but did not 
necessarily receive other support such as meals on 
wheels or home help. In spite of numerous attempts 
to find a coherent pattern, none emerged, and it is 
interesting to note that this was true for those admitted 
directly from the hospitals as well as the community. 
The area of social service provision is obviously 
important for future research, as services appear to 
have been provided in ways difficult to relate to the 
residents' needs. 


Extent of misplacement, based on medical, 
psychiatric and behavioural findings 


Placement in residential care was deemed appro- 
priate in 56 per cent of the cases examined, in the 
sense that these were frail old people no longer 
capable of living an independent existence in the 
community, and whose level of functioning was 
commensurate with a residential setting. Even so, 
many needed medical attention for complaínts such 
as nutritional deficiencies, urinary and other infec- 
tions, mild CCF, ENT problems, mild confusion, etc., 
which could have been treated by the general prac- 
titioner in the old people's home. Community 
admissions tended to have more complaints than 
those from the hospitals, There was a second group, 
32 per cent, inappropriately placed, who needed hospi- 
tal care for medical, psychiatric and behavioural prob- 
lems. There were twice as many community as hospital 
residents in this.group. Even with treatment, few, if 
any, of these cases were likely to return to the com- 
munity, and several would probably have become long 
term hospital patients. The third group 12 per cent, 
comprised those who could have remained in the 
community had there been adequate social assessment 
and support. 


Discussion and Conclusions 

The study revealed a high level of undetected 
medical and psychiatric pathology among the residents. 
Our results are not isolated and fit in well with other 
research findings in the field (Lowther and McLeod, 
1974; Carstairs and Morrison, 1971; Wilkin et al, 
1978). An important discovery was the curiously 
uneven pattern of social services provision prior to 
admission. This, together with the finding that only 
half the residents were correctly placed and one-third 
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compulsory medical, 


beforehand by geriatricians and psychogeriatricians 
: close collaboration with social services, preferably 


-allocate residents to types. of old people's homes— 
. based on their mental and physical needs—back into 
<> the community, or to other forms of appropriate care. 
^. Contrary to the DHSS pamphlet (DHSS, 1977), we 
~ believe that periodic medical examinations by general 
-== practitioners should be mandatory throughout a 
— person's stay in an old people's home, to deal with 
. morbidity earlier and more effectively. Also, the 
- quality of care now required in the homes to deal 
. with this elderly, frail and often disabled group, has 
introduced special demands on existing staff for which 
they are unprepared. We recommend that some 
residential care staff should have nursing care training 
similar to auxiliary nurses in hospitals for the elderly. 
Such staff might only be necessary in homes designated 
for the more psychiatrically and physically dependent. 
Other homes could function along the lines suggested 
by the DHSS. 

We recognize that our suggestions are a radical 
departure from those under which old people's homes 
were introduced in 1948, but the altered demographic 
structure of the population has greatly increased the 
pressure on all branches of the hospital service and 
this will continue. Inevitably, old people's homes have 
become surrogate psychogeriatric/geriatric hospitals 
without the necessary facilities. Such changes may be 
regrettable, but are not likely to be temporary. The 
pressure on residential care is very great indeed: from 
our study we estimate that in Nottingham for every 






Should have been under hospital care, suggests that. 
al candidates for old people's homes require a- 
psychiatric, behavioural and | 
CUR ided by the area health authority and social services, 
has been introduced recently in Nottingham, on an 


. social assessment, either before or soon after admis- ~ 
-. Sion. We suggest that this sould be carried out 








ocal authority assessment homes, where the staff 
re geared to the process and where observation, M 
_ treatment and rehabilitation can be given. This 
. Observation period, in a residential setting, is parti- Social Administration, University of Nottingham, for the 
< Cularly helpful in cases of dementia and other psych- 
© jatric and behavioural problems, making it easier to 
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ely person admitted there are five on the waiting 


omes imperative. An assessment home, jointly 


al basis, and is being run along the lines 


V ME | Acdiuedadgemetis 
We wish to thank Professor A. J. Willcocks, Professor of 


. valuable help. given throughout. Also, thanks are due to 
the staff of St Francis’ Hospital, Nottingham, for their 


assistance in the assessment of the residents. ! 

This research was carried out with the help of a grant 
from the Nottinghamshire County Council to the Univer- 
sity of Nottingham. . | 


References 


British MEDICAL JOURNAL (1979) Leading article. Planning 
for the old and very old. British Medical Journal, ii, 
952. | 

CARSTAIRS, V. & MORRISON, M. (1971) The Elderly in. 
Residential Care: A Report of a Surve y of Homes and 
their Residents. Scottish Home Department, Vol. 19. 

CLARKE, M., HUGHES, 0., Dopp, I. L. J., PALMER, R. L., 
BRANDON, S. HOLDEN, A. M. & PrARCE, D D. (1979) 
The elderly in residential care: patterns of disability. 
Health Trends, Yl, 17. 

COPELAND, J. Rij. Kena ntti M, N., KELLETT, J, M. & 
GOURLAY, A. J, with: GURLAND, B. J., Freiss, J. L, & 
SHARPE, L. (1976) A semi-structured clinical interview 
for the assessment of diagnosis and mental state in the 


elderly: the. geriatric mental schedule. Psychological. ~ 


Medicine, 6, 439-49, 

DEPARTMENT OF HEALTH AND SOCIAL SECURITY (1977) 
Residential Homes for the Elderly: Arrangements. for 
Health Care. London: HMSO. 

LowTuer, C. P. & McLEOD, H. M. (1974) Admissions to a 
welfare home. Health Bulletin, 32, 14-18. | 

WILKIN, D., MosHiA, N. T, & Jotrev, D. J. (1978) Changes 
in behavioural characteristics. of elderly populations’ 
of local authority homes and long stay hospital wards, 
1976-77. British Medical Journal, i, 1274. m 


Irene M. K. Ovenstone, M.D., F.R.C.Psych., D.P.H., Consultant Psychogeriatrician, St Francis’ Hospital, Nottingham 


Philip T. Bean B.Sc. (Soc), M.Sc. (Econ), Lecturer, Department of Social Administration and Social Work, University of E 


Nottingham 


(Received 2 December 1980; revised 2 March 1981) 





ist. Under these circumstances appropriate placement = 





Brit. J. Psychiat. (1981), 139, 230-237. 


The Capital Costs of Alternative Residential Facilities o 
for Mentally Handicapped sags al - 


DAVID FELCE 


summary : This paper examines the capital costs and accömimadätiön provided 
in three different types of residential facility for mentally handicapped people—a 
large campus hospital, a small campus hospital and a network of individually- 
sited hospital units. The findings do not indicate any economy arising from in- 
creased size, or from centralization of facilities on a single site. These findings, 
together with the other research cited, have implications for the design of 


future residential services. 


Conley (1973) describes three models for analysing 
the costs and benefits of services: comparison of 
service with no service, comparison of services with 
each other and with no service and comparison of 
services with each other. The latter model, usually 
termed cost-effectiveness, has been followed in this 
paper to compare the.capital costs of providing cer- 
tain residential, day-care and treatment services for 
mentally handicapped children and adults. It assumes 
the decision that. such services will be provided by 
society and it investigates the cost of different service 
options. 

The issue. of size as a determining factor in both 
quality and cost of residential services for mentally 
handicapped people is of central concern to the 
development of policy (Balla, 1976; Conley, 1973). In 
1966, Wessex Regional Hospital Board proposed to 
build 450 new residential places in small separate 
locally-based hospital units rather than provide a 
large campus hospital (WRHB, 1966). Contrary to 
common opinion, it was predicted from an examin- 
ation of building notes that the local service would 
cost 40 per cent less than a large hospital as fewer 
central amenities would be needed. 

The first five locally-based hospital units in Wessex 
were provided experimentally, four for children and 
one for adults, and were compared for quality and 
cost with existing large hospital services in Wessex. 
Quality was assessed. by measuring the change in skill 
over time of clients in the experimental and control 
settings, their interaction with people or materials 
throughout the day, the activities of staff, staffing 
levels and staff continuity and the contact clients had 
with their families. The clients living in the locally- 
based hospital units were representative of severely 
mentally handicapped clients in hospital in England 
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and Wales (Kushlick, Smith and Felce, 1980) and 
included the most severely handicapped clients in the 
catchment area. They were at least as handicapped as 
the control clients used. in the comparative. studies. 
Data on client progress (Smith, Glossop and Kush- 
lick, 1980), on client activity (Felce, Kushlick 
and Mansell, 1980a) and on staff performance 
(Felce, Mansell and Kushlick, 1980a) showed. the 
quality of care in the Wessex locally-based hospital 
units to be at least.as high as that in traditional large 
hospitals in Wessex. Staff levels and staff continuity 
were found to be acvantageous (Felce, Kushlick and 
Mansell, 1980b) and so too was the amount of contact 
between clients and their families (Felce, Lunt and 
Kushlick, 1950). The average daily cost per client in 
the first five Wessex locally-based hospital units was 
similar to that in wards of two traditional large hos- 
pitals in Wessex which catered for similarly handi- 
capped people (Felce, Mansell and Kushlick, 1980b). 

This study investigates the capital costs of a total of 
nine locally-based hospital units in Wessex. and 
evaluates their economic feasibility. As larger hos- 
pitals might be considered more economical, it is 
relevant to compare the cost of these small separate 
living units with that of a single-campus hospital 
complex. No such development has been pursued 
recently within Wessex, so data have been obtained 
for a new large campus hospital in Northampton 
designed on traditional lines, the Princess Marina 
Hospital, and also for a smaller campus development. 
in Peterborough, the Gloucester Centre. 


Method. 
Subjects and settings 


Each Wessex locally-based hospital unit catered for 
mentally handicapped clients requiring. residential 





^ (Department of Health and Social Security, 1971). 


-. requiring residential care, also in line with the new - 
national policy. Data on client characteristics in the... 
-. other purposes. However, the cost analysis, and there- 








- care from a small defined catchment area. Those for 
- children either catered for the full range of children . 


"including. the most severely handicapped or were 


^ designated to serve only the most severely handi- 
. capped, in line with the pattern of care recommended . 


. in Better Services for the Mentally Handicappe 





- The locally-based hospital units for adults served 
exclusively the more severely handicapped people. 





analysis of revenue costs (Felce, Mansell and Kush- - 
lick, 1980b) showed the Wessex locally-based hospital 
units to be catering for clients who were more handi- 
capped, on average, than those in two large existing 
hospitals in Wessex. Data on the characteristics of 
clients in the Princess Marina Hospital and the 
= Gloucester Centre have not been collected. However, 
.as the Wessex locally-based hospital units were 
designated to serve the most severely handicapped 
. Clients and the Princess Marina Hospital and 
^ Gloucester Centre are larger facilities likely to serve 
those able clients, especially adults, not found in the 
Wessex units, one can conclude with.a certain degree 
of confidence that the average severity of handicap in 
the Princess Marina Hospital and the Gloucester 
Centre would not have been greater than that in the 
smaller Wessex units. 

The Wessex locally-based hospital units range in 
size from 18-26 places. Each is provided in a residen- 
tial road in the main centre of population within its 
catchment area (except for the Winchester locally- 
based children's unit, which is located in a small 
village very near Winchester). The units have been 
designed to be as domestic as possible, given the con- 
straint of size and the requirements of building and 
safety regulations. Each has a number of dayrooms 
designed for different functions and includes a 
separate dining room. Each has a number of small 
bedrooms, with home-style bathrooms and toilets 
close to the night and day accommodation. In addition 
each has its own kitchen and laundry room. The 
kitchen meets all the catering requirements for staff, 
visitors, and clients; the laundry is adequate for all 
items other than linen. Each unit has its own front and 
back garden. 

Two of the locally-based. fiospital units foi children 
have been converted from existing buildings and are 
unique in design. In addition to client accommodation, 
each provides accommodation for the warden and 
warden's family and one for another member of staff. 
The remaining units are purpose-built. Those for 
children are identical, except that the Dorchester unit 
has more accommodation because the clients are all 
severely handicapped and hospital dependent. Those 
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lts.are of two different designs. All purpose- 
ey include accommodation for two of the 
staff and their families and two members of the 
staff. Early units included this in the main 
g, but in the two latest adult units the accom- 
on for senior staff i is in separate houses in the 





The Princess Mariza Hospital was designed as a 
6-bed traditional campus-style mental handicap 
hospital. Currently, considerably fewer places are 
actually occupied and accommodation is used for 














fore the description of accommodation, is conducted 
onthe basis of the original design. This is appro- 
priate for assessing the actual capital cost; the capital 
cost per place would be misleadingly inflated if only 
the occupied places were considered. 

Client accommodation is arranged in four clusters, 
segregated by sex and age. Three clusters, for men, 
women and children, each comprise a number of 
wards grouped around a central court. Close to their 
respective clusters are situated one hostel each for men 
and women. In addition there is a specialist cluster 


providing an isolation hospital and a combined unit 


for newly admitted and sick clients. These are designed 
to cater for both sexes and all ages. Apart from the 
two adult hostels, the client accommodation is: in 
single-storey traditionally-designed wards each with a 
single large day-space, a single large sanitary area or 
ablution block, and. a number of bedrooms/dormi- 
tories adjacent to the day space. The wards inter- 
connect at the part of the building devoted to the 
staff office, staff room and storage rooms. The hostels 
are more like private houses, being two-storey de- 
tached buildings with single bedrooms. However, they 
have only a single large day space and do not include 
laundry facilities or a fully equipped kitchen. 

Provision for client activity on the campus includes 
sheltered workshops; similar in design to most adult 
training centres with associated special care units, 
a school with three classrooms, a practical room, a 
gymnasium -and a- hydrotherapy pool Accom- 
modation for remedial departments (including den- 
tistry) and for outpatient clinics is provided in the 
research and treatment centre attached to the sick and 
admissions unit. As is common on large hospital 
campuses, food is prepared in a central kitchen. This is 
connected to the staff dining and recreational rooms 
on one side and to a main hall, with provision for 
patient dining, on another. The main hall is designed 
to serve as a concert hall. Near it are other amenities 
usually provided on large hospital campuses: namely, 
a chapel, shop, library; and hairdressing salon. 
Finally the site contains an administration block and a 
range of staff houses, flats and bed-sitting rooms. 
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- Following the recommendation in Better Services 
for the Mentally Handicapped (DHSS, 1971) that new 
mental handicap hospitals should be considerably 
smaller than their predecessors, proposals to provide 
100 to 150 places on a small hospital campus are now 
becoming common. The Gloucester Centre, initiated 
by the Department of Health and Social Security and 
completed in 1977, was the first of these. It is in a 
residential area on the outskirts of Peterborough. It 
provides 100 residential places in five residential 
units, one for 16 children, one for 12 adults, and three 
for 24 adults. The residential units aim to emulate 
domestic houses although, like the Wessex units, 
they are larger. They have a number of bedrooms 
with between one or four beds per room, separate 
living rooms and dining rooms, and domestic-sized 
bathrooms and toilets. The accommodation in the 
larger units for adults and that for children is arranged 
in self-contained wings, which meet at common areas 
such as the entrance hall, staff offices or kitchen/ 
dining areas. All client accommodation is single- 
storey. | 

Also located on the Peterborough campus are an 
adult training centre, a central kitchen and staff 
restaurant, staff housing, and an administrative block 
of seven offices. The adult training centre provides for 
115 clients (to include approximately 30 day 
attenders). The workshop accommodation is arranged 
in eight separate rooms. Also provided are a large 
social area/hall and a small gymnasium. The training 
centre includes an office and rooms for dentistry, 
speech therapy, occupational therapy and physio- 
therapy. 


Comparison of settings 

All three developments were completed within the 
1970's. 

The Wessex locally-based hospital units and the 
Gloucester Centre, Peterborough, can be viewed as 
very similar in terms of the standard of accom- 
modation provided. The living units are in urban 
residential areas and are designed to be similar to 
ordinary domestic housing. The Wessex locally-based 
hospital units have the additional advantage of having 
integral kitchens and laundries. As a consequence, the 
unit area of client accommodation in the Wessex 
locally-based hospital units is slightly greater, 27.4 
square metres per head compared with 26.1 square 
. metres per head in the Gloucester Centre. Both 
developments differ markedly from, and may be 
judged to be superior to, the Princess Marina Hos- 
pital accommodation. There, the living accom- 
modation is further away from an urban residential 
area and is very little like domestic housing. In parti- 
cular, the sanitary facilities are poor, there is no 


distinction between living and dining space and the 
design does not afford clients any privacy or person- 
alized space. The overall unit area of client accom- 
modation at Princess Marina Hospital is 26.2 square 
metres per head, comparable with that in the 
Gloucester Centre. | 

Each Wessex locally-based - hospital unit has 
associated staff residential accommodation provided 
as a mixture of self-contained two and three bedroom 
flats and houses and bedsitters. Overall, 7.1 square 
metres of staff accommedation is provided per client 
residential place. Staff accommodation in the Princess 
Marina Hospital is also provided as two to four bed- 
roomed houses, flats and single bedsitters, with an 
overall area of 7.9 square metres per client residential 
place. The staff accommodation in the Gloucester 
Centre is arranged in two blocks, Each block contains 
four three-bedroomed self-contained units which can 
be used variously.as flats or as separate bedsitters. The 
whole, which has an overall area of 6.4 square metres 
per client residential place, could thus be used to 
provide eight three-bedroomed flats, or 24 bedsitters, 
or any combination in between. 

The larger mental handicap facilities include 
accommodation for the day-time occupation of clients 
and for treatment and office purposes. In the small 
Wessex residential units day care is provided outside, 
by the local authority, and clinic, treatment and office 
accommodation are provided in various service 
settings. As described below, allowance has been 
made to include the cost of such provisions when 
considering the capital cost of the Wessex scheme. 


The cost data 


Information was collected on the capital expendi- 
ture undertaken by the relevant health authorities for 
each financial year for the two campus hospital 
schemes and for each of nine Wessex locally-based 
hospital units, five for children and four for adults. 
Information was also collected about the range of 
accommodation provided, the number of client 
residential and day places, the number of staff resi- 
dential places and the floor areas involved. 

Data on capital expenditure were collected under 
three headings: (1) contract—the expenditure on 
external works and building, (ii) fees and (iii) equip- 
ment costs. All expenditure figures were inflated to a 
common point at fst October 1978, using an index 
based on the Directorate of Quantity Surveying 
Services Tender Price Index for contract and fees and 
an index based on the Department of Health and 
Social Security Equipment Cost Allowance Guides for 
equipment costs for the financial year 1971-72 on- 
wards. For expenditure ón equipment before 1972, the 
rate of annual inflation was assumed to be five per 
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cent. This assumption affected three financial year 
1968-69, 1969-70 and 1970-71, 


Princess Marina Hospital and all the equipment 
.. expenditure for the first two Wessex units for chile j 
-. was incurred. E 


The capital cost R excludes the cost or. value 
of land. Seven of the nine Wessex locally-based 
. hospital units were provided on land already owned by 
_. the health authority and so was the Princess. Marina | 
Hospital. Acceptable estimates of the value of allsites |. 
gory, as it might be argued that the more effectively - 
client residential 
into local communities, the less necessary it is to 


for the base date of Ist October 1978 could not be 


obtained. Therefore the purchase price of the land on: 


which the Gloucester Centre was built was also not 
included in the total cost. Two of the Wessex units, 
both converted houses, were purchased by the auth- 
ority specially for the purpose of providing residential 
care; the purchase price included the cost of the land. 
For these two units, estimates of the value of the 
property and land at 1st October. 1978 were obtained 
from the relevant district valuation office and the 
<- estimated value of the land was excluded from the 
- analysis. 


The method of analysis 


Two cost comparisons have been made. The first 
compares the cost of the Princess Marina Hospital and 
the second the cost of the Gloucester Centre, with an 
equivalent package of services in Wessex. The cost 
comparison takes into account differences in the range 
of accommodation provided in the three develop- 
ments and adjusts for these. However, as described 
below, not all the accommodation in the large hos- 
pital campus needs to be provided when clients live in 
urban residential areas as in Wessex or Peterborough. 
The Wessex units provide client residential accom- 
modation, client and staff catering and dining, client 
laundry, and staff residential accommodation. The 
Gloucester Centre additionally provides for adult day 
care and has offices and treatment rooms for a range of 
specialist professionals.: The Princess Marina Hos- 
pital contains a school, a more extensive office block 
and treatment centre, a hydrotherapy pool and gym- 


nasium and a range of central amenities such as 


shops, hairdressers, concert hall and chapel. 
The accommodation provided can be considered 
under two headings: (i) accommodation that must be 


provided by service agencies no matter where or how 


the residential facilities are provided and (ii) accom- 
modation that need only be provided by service 


agencies when the scale or location of the residential 
developments precludes integration with and use of 
community resources. The former category comprises 


client residential accommodation, client day-care 


accommodation, offices and treatment rooms re- 










5 a period during 
> which about half the equipment expenditure for the: 
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d. by specialist professional and administrative 
nnel, and client and staff dining and catering 
ies. The latter category comprises those facilities 
re provided on large hospital sites exclusively 
ie of staff or clients because of the inaccess- _ 
f similar resources in the community— shops, 

sers, halls, gymnasiums and so on. It also 
ertain resources which in urban centres are 


-provided by service agencies, e.g. hospital pharmacies 
and hydrotherapy and: physiotherapy departments. 


Staff housing might be considered in this second cate- 


accommodation is integrated 
provide: staff with housing. They could theoretically 
find accommodation in. the surrounding residential 
area. However, as all the developments studied in- 
cluded similar provision for staff accommodation in 
ratio to the number of clients, even the Wessex units 
which were all in urban residential areas, staff accom- 


modation has, in fact, been included under the first =. i 


heading. 
The residential services in urban areas, i.e. the 
Wessex units and the Gloucester Centre, do not con- 


tain facilities listed in the second category. Instead EY : 


these are available locally either without charge (e.g. 
shops and chapel) or at a small revenue cost (e.g. hire 
of a hall or gymnasium). In terms of capital, no cost is 
incurred. Moreover, the small additional workload 
placed by the mentally handicapped clients on the 
service departments serving ine community is mar- 
capital costs. 

All accommodation in. the first category was con- 
sidered essential to an’ adequate service for mentally 
handicapped people and was therefore taken into 
account in the cost analysis. In order to achieve com- 
parability between the cost of the Wessex development 
and the two larger developments with respect to the 
second category, local authority and other health esti- 
mates were used for the same base year D Tables). 


: -Results | 

- Table I compares: ‘the: cost of the Princess Marina 
Hospital and the Wessex locally-based hospital units. 
The expense of providing the latter with day-centre, 
school and health services within the community has 
been estimated in column four, using figures for local 
authority social services adult training centres, local 
education authority . School. accommodation, and 
health centres. . | 





. The Wessex scheme shows considerable savings over 
the Princess Marina Hospital in part at least because 
the central client and staff amenities are not required. 
This economy is the consequence of (i) the location of 
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Comparative c costs. sof the Princess Marina Hospital and equivalent dereopmen in Wessex : i Ir 





Princess Marina 


"Wessex 





. $06 places. 














Client residential E Equivalent places with staff accommodation : . $,453,950 
Staff residential 44 single 37 single i 
ew E | . 30families 37 families 
Adult training facilities . 921 sq. m. Équivilert local duis provitan: 
| ; @ £270/sq. m. 248,670 
School facilities  S23sq. m. Equivalent local auth. provision 
@ £260/sq. m. 136,270 
Office/ treatment room other than Dental suite + 33rooms Equivalent health centre development 394,400 
inabove ` | | | 
Kitchen and staff restaurant Central complex Provided in client ScccminodaHon zero 
Central amenities | Hydrotherapy pool No equivalent required: ©. zero 
Gymnasium community resources available. 
Shops 
Library... . 
Hairdresser - 
Chapel 
Cafe 
Pharmacy 
Total cost (@ 1/10/78 prices) £8,974,080 £6,233,290 
Cost per place @ 1/10/78 prices £17,735 


£12,319. 





Cost figures exclusive of value of land . 


the Wessex units in urban areas, (ii) the provision of 
catering and laundry facilities.in the living units, and 
(iii) the policy that staff eat meals. in the living units 
with clients. The cost of the Wessex scheme was 69 per 
cent.of the cost of the Princess Marina Hospital (at 
Ist October 1978 prices)--close to the 60 per cent 
predicted by the working party in Wessex whose 
report, in 1966, initiated. the Wessex development 
(Wessex Regional Hospital Board, 1966). 

Table II shows the comparison between the 
Gloucester Centre, Peterborough, and the Wessex 
locally-based . ‘hospital units. 
functions. of the two schemes and given that all 
building follows. Department of Health and Social 








E -.. Security building guidelines, it is not surprising to see 


that the total cost and cost per place of the two 
: developments are similar. In fact, the Wessex develop- 


. ment is slightly cheaper. This is probably because the 


residential accommodation in Wessex costs less owing 
to the conversion of two units from existing buildings. 
Also Wessex may have made savings in drainage and 
other site preparation costs because units were all 





Given the | similar 


provided on existing residential roads, whereas the 
Gloucester. Centre site required development. The 
estimates for the adult training centres in Wessex in- 
clude the cost of providing catering and dining 
facilities for trainees. This was not provided in the 
Gloucester Centre adult activities centre, which there- 
fore probably cost less than in Wessex. However, 
overall the results show no saving from the provision 
of several residential units, day-care facilities and 
central services on a eee site rather tharo on piden 
sites. | A Ms | d us 


- Discussion - Ro Xs d 
Allt the data employed i inthe analysi sis, apar rtf 
District Valuer's estimates. of the purc 
two Wessex locally-based hospital 
1978, were actual. mpetititive figures fo or 
financial year. The cnly source 

therefore lies in the employment of] ric 

indices to bring all costs to a common year. To 

I have used the Directorate of Quantity: Buren 
Services Tender Price Index for contract « costs. and fees 
















~ Comparative costs of the Gloucester 





Gloucester C 






-Client residential 





Adult training facilities 115 places 


Office/treatment room other than 


in above 
Kitchen and staff restaurant . Central complex 
Total cost ( @ 1/10/78 prices) £1,633,527 


‘á families a 


Dental suite +13 rooms 
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and equivalent development in Wessex 









Wessex 










or 100 places with staff 








nodation 1,079, 136 
Equivalent local auth. provision . 

8 £2, ,718/place | 312,570 
Eduivaleit health centre development 174,000 
Functions provided in client accommodation zero 

£1,565,706 


- a . rae i > - - ~ E a oe 


Cost per place. @ 1/10/78 prices. £16,335 


£15,657 


: Cost figures exclusive of value of land 


and an index based on the Department of Health and 
Social Security Equipment Cost Allowance Guides for 
equipment costs. Apart from the fact that they are 
produced by expert sources, the adequacy of the two 
indices is confirmed. by. an inspection of the inflated 
capital costs per place of the Wessex: locally-based 
hospital units. The expenditure on these nine units 
occurred between 1968 and 1979—a period which 
embraces. virtually all. expenditure. on. the Princess 
Marina Hospital and Gloucester Centre. The inflated 
capital cost per place did not show any significant rise 
over time, which indicates the absence of a systematic 
bias-arising from the conversion. of.all costs. to one 
base point, There is a slight indication of rising costs 
towards the end of the period, which could indicate 
that the inflation indices do not sufficiently increase 
costs incurred early in the period. However, there is a 
| difficulty in interpretation, as the two latest locally- 
- based. hospital units were of new design, which in- 
cluded. Separate. staff - accommodation. in two de- 


“tached houses in the. grounds and an increase in floor 


area of eight per cent over previous units. This could 
equally well explain the slight rising trend in costs. 
One is disposed to conclude that the indices. ade- 
quately adjust expenditure to a common point. 





The analysis suffers from the exclusion of land. 


B values. Obviously to. estimate. the true cost of. pro- 
viding: residential care to- -mentally.. handicapped 
people. the inclusion of land values i is essential. How- 
ever, their absence is less serious in an analysis of the 


comparative costs of different residential care options. 
From an examination of site areas per client and rela- 
tive land. values, the exclusion of land probably 
biases the comparison with the Wessex package in 
favour of the Gloucester Centre and to the dis- 
advantage of the Princess Marina Hospital, The 
results show such a wide difference between the cost of 
the Wessex package and the Princess Marina Hos- 
pital that this bias isunimportant. Moreover, any bias 


in favour of thé Gloucester Centre when compared. 


with the Wessex units would not invalidate the con- 
clusion that the Wessex development is as cheap or 
cheaper to provide. 

Three types of development for mentally handi- 


capped people are here considered: (i) a large mental. 


handicap hospital with many client and staff resi- 
dential places on a single campus, together with some 


day-care places for children and adults, and a range of. 


amenities for staff and clients which duplicate those 
found in the comrr 





client and staff residential places on a single campus 
but with, apart from day-care provision for all adults 


and a central catering and staff dining facility, no- 


additional amenities for staff and clients, and (iii) 


small hospital units with far fewer client and staff. 
reisdential places- on a single site, incorporating | 
catering and staff dining provision but with all other 
client services and staff amenities being provided else-. 
where in the community—adult day-care by the local 


unity, (ii) a small mental handicap 
hospital with fewer (though still a sizeable number of) 
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authority social services, children's schooling by the 
local educatíon authority and medical and para- 
medical support by the health service. 

= The results show comparable provision of staff 
- accommodation per client and approximately com- 
parable areas of client living accommodation per head 
in the three schemes (Wessex providing slightly more). 
There is no overall evidence of any economy arising 
with increasing scale. The Wessex development is 
considerably cheaper than the Princess Marina Hos- 
pital for the obvious reason that many amenities are 
provided in the Princess Marina Hospital which are 
not provided exclusively for mentally handicapped 
people in Wessex. This appears to be an inevitable 
consequence of larger size. The converse, the ability to 
use available community resources, appears to be 
inherently linked with small size. A more interesting 
comparison is that between the Gloucester Centre, 
Peterborough, and Wessex. The Gloucester Centre, 
being a small hospital, also relies on integration in the 
community for access to amenities not provided on 
site. The only functions provided in the Gloucester 
Centre which are not provided in the Wessex units are 
the adult activities centre and the offices and treatment 
rooms of medical, paramedical and administrative 
personnel. Otherwise the provision is identical, 
although differently organized—the Gloucester Centre 
employs a central kitchen for all catering and has a 
central staff restaurant whereas both these functions 
are incorporated in the Wessex locally-based hospital 
units. Therefore, if there were to be economies arising 
from scale, one would expect them to show in a 
comparison between the Gloucester Centre and the 
equivalent Wessex package. However, this analysis 
shows there to be no economy of scale; the costs per 
place of thé two alternatives are within ten per cent of 
each other. 

This paper has been concerned with the capital costs 
of alternative ways of providing mentally handicapped 
clients with the opportunity to use, or receive, equiva- 
lent quantities of a defined range of services. It does 
not investigate whether clients in the three specific 
alternatives use, or receive, the services or facilities to 
an equal extent. Once the capital plant has been pro- 
vided, the procedures followed by staff will determine 
usage. However, the research has been undertaken as 
part of a wider study on the feasibility of locally-based 
hospital units as an acceptable alternative to tradi- 
tional campus-style hospitals for the mentally handi- 
capped. Comparative data already cited show that the 
staff procedures followed in locally-based hospital 
units compare favourably with those in campus-style 
hospitals in Wessex. Local unit clients receive slightly 
greater attention, on average, from the relevant 
professional staff, engage to a greater extent with 


people or materials in their environment, develop 
more skills and see much more of their families and 
friends. These results can be achieved without 
increasing costs. 
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Asicresia Nervosa: Some Observations on “Dieters” sind’ 'Vomiter?" ; 


Cholesterol and Carotene 


S. BHANJI and D. MATTINGLY 


Summary: Twenty consecutive cases of anorexia nervosa admitted to a 
general medical ward were found to consist of ten who reduced weight by 
means of dieting and ten who in addition employed self-induced vomiting. 
Clinical and biochemical differences between 'dieters' and 'vomiters' were less 
pronounced than those reported elsewhere. However, the 'vomiters had 
higher scores on the anxiety, somatic and depression subscales of the Crown- 
Crisp Experiential Index and lower serum carotene concentrations. The impli- 


cations of these findings are discussed. 


A number of authors have discussed the value of 
dividing patients with anorexia nervosa into those who 
lose weight by dieting and exercise (‘dieters’) and those 
who habitually employ self-induced vomiting and in 
addition may take excessive amounts of purgatives or 
diuretics (‘vomiters’). It has been stated that in the 
latter group the illness is likely to be of longer duration 
(Crisp et al, 1968) and when treatment is sought the 
response is poorer (Beumont et al, 1976). Unfort- 
unately, sufferers from anorexia nervosa are notor- 
iously adept at concealing their perverse eating be- 
haviour (Naish, 1979). This study was carried out to 
determine whether any easily obtainable objective 
measurements could be used to distinguish between 
the two types of anorexics. 


Methods 


The subjects consisted of twenty consecutive cases 
of primary anorexia nervosa admitted to a general 
medical ward under the care of a physician (D.M.) 
between February 1979 and September 1980. All were 
female and were aged between 13 and 43 years (mean 
24 years). All the patients were at least 10 per cent 
below their calculated ideal weight. Eighteen com- 
plained of secondary amenorrhoea of at least three 
months' duration. One patient was taking an oral 
contraceptive and a girl aged fourteen had never 
menstruated. None was suffering from any physical 
illness which could have accounted for weight loss or 
from any overt psychiatric illness. 

The duration of the loss of weight ranged from six 
months to fourteen years (mean 48 months) and that of 
secondary amenorrhoea from three months to ten 
years (mean 32 months). By the time of their discharge 
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from hospital ten patients had been classified as 
‘dieters’ and ten as 'vomiters'. The two groups were 
comparable in terms of age on admission, marital 
status, social class and reported durations of weight 
loss and amenorrhoea. 

In all cases the clinical examination and laboratory 
investigations were carried out before treatment was 
started, The variables used in comparing the 'dieters' 
with the *vomiters' were chosen on the basis of their 
freedom from reporter or observer bias, their reli- 
ability and ease of measurement, and their recognized 
tendency to be abnormal in cases of anorexia nervosa. 
The clinical measurements consisted of body weight, 
resting pulse rate and supine systolic blood pressure. 
In addition, all patients were interviewed by a psych- 
iatrist (S.B.) and eighteen completed the Crown-Crisp 
Experiential Index (CCED. This is a self-rated 
questionnaire of neurotic psychopathology which has 
been administered to anorexics admitted to a psych- 
iatric unit (Stonehill and Crisp, 1977; Hsu and Crisp, 
1980). We know of no published reports of its use in 
such patients treated on medical wards. Finally, the 
‘dieters’ and ‘vomiters’ were compared with respect to 
haemoglobin and. serum. electrolyte, urea, cholesterol 
and carotene concentrations. 


Results 

Analysis of variance did not reveal any statistically 
significant difference between the ‘dieters’ and *vom- 
iters’ on any of the physical measurements. In no 
instance did the psychiatrist dispute the physician's 
diagnoses of anorexia nervosa. Fifteen patients com- 
plained of depression but in each case this was thought 
to be secondary to the anorexia nervosa. ‘The table - 





Weight (Kg) 











2t ad : nem QE 0.5 NS. 
Percentage of ideal weight 69.9+7.3 J . oE Sm NS. 
Resting pulse rate (beats/min) 63.8+15.1 i "F1. NS 
. : Supine systolic BP (mm Hg) 109.0: 7.0 110.: (OF-0.1 . NS 
*CCEI Anxiety 7,342, 0:7 "p-$)9 P «0.05 
Phobic 3,31. RE X 2b... NS 
Obsessional | 6.62. JO. Fix 3,5 NS- 
Somatic . | ! 4,83. NE x oF = §,3 P <0.05 
Depression | | ji 5.043. 295 F = 11.8 P «0.01 
Hysteria 4.11. 6. F.—2.5 NS 
Serum cholesterol level (mmol/l) 6.01. 5. F 20.5 NS 
Serum carotene level (amol/I) 4.141. 2. F 5.4 P «0.05 








* Nine 'dieters' and nine 'vomiters' completed the CCEI. 


shows the mean scores on the six subscales of the 
CCEI. The ‘vomiters’ had significantly higher mean 
scores on the anxiety, somatic and depression sub- 
Scales. No patient was anaemic and there was no 
demonstrable significant difference in haemoglobin 
levels. One patient, a chronic abuser of purgatives, 
was hyponatraemic (122 mmol/l), hypokalaemic (1.3 
mmol/l), uraemic (38.4 mmol/l) and had a serum 
bicarbonate. level of 6.8 mmol/l. Otherwise serum 
electrolyte and urea concentrations fell within or 
deviated little from their normal ranges. Again it was 
not possible to demonstrate any significant difference 
between the two groups of patients. The serum chol- 
esterol and carotene levels are set out in the table. The 
mean carotene concentration was lower in the 'vom- 
iters' than in the 'dieters'. This finding was statistically 
significant. 


Discussion 

The diagnostic criteria we employed are in accord 
with those used elsewhere and our findings consistent 
with the known features of anorexia nervosa. The 
measurements made were chosen largely on the basis of 
their objectivity and were. carried out before treat- 
ment. The classification into ‘dieters’ and ‘vomiters’ 
was made later after observation and further enquiry. 
The scores on the CCEI are similar to those obtained 
from patients admitted to a psychiatric unit (Hsu and 
Crisp, 1980). However, Stonehill and Crisp (1977) 
found that the ‘vomiters’ differed from the ‘dieters’ 
only in their higher depression scores. The CCEI 
scores are of particular interest in view. of a recent 
report (Bhanji, 1979) that anorexics treated by 
physicians fare better than do those treated by psych- 
iatrists. Caution must be exercised in comparing 
patients drawn from different localities and assessed by 
different investigators, but nevertheless our findings 


offer a tentative. refutation of the hypothesis that 
physicians .are.called upon to treat only the less 
emotionally disturbed. patients. We were unable to 
confirm the finding of Crisp et al (1968) that pulse 
rates were higher and serum sodium and potassium 
levels lower in *'vomiters'. 

The earliest. reports. of. hypercholesterolgemia.. in 
anorexia nervosa were by Klinefelter (1965) and Crisp 
(1965). The former noted that this was commoner 
among the younger patients and that there was no 
obvious relationship to: diet. Crisp (1965), however, 
suggested that a diet of high-cholesterol foods may be 
responsible, There is general agreement that. hyper- 
cholesterolaemia: doe; not. result from abnormal 
thyroid function (Crisp et.al, 1968; Kanis et al, 1974; 
Hurd et al, 1977; Mordasini etal, 1978) but Halmi and 
Fry (1974) did. not confirm the finding of Blendis and 
Crisp (1968) that. raised cholesterol levels were. asso- 
ciated with a feeding pattern which included episodes 
of bulimia. Nestel- (1974) proposed that. hyper- 
cholesterolaemia: in anorexia nervosa may reflect 
reduced cholesterol and; bile- acid turnover, both of 
which may be a consequence of a low-calorie. diet. 
Mordasini ef al (1978), however, found that increased 


serum cholesterol levels could be accounted for by 
increased amounts 


sped erie beta-lipoprotein. "They 
hyt epesltpeptoteinaemis, and hence 
, results, from. a dramati 














intióf to Pie ae in 
anorexia nervosa. He did not feel a high-carotene diet 
could be held responsible. This view received support - 
from Pops and. Schwabe. (1968) who reported, that 





most of their anorexics with raised serum carotene — 
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concentrations denied any excessive intake of carrots 
and other yellow vegetables and fruits. They specu- 
lated that in anorexia nervosa there may be either a 
decreased catabolism of beta-lipoprotein, the major 


. carrier of plasma carotene, or a reduced vitamin A 


requirement. By contrast, Crisp and Stonehill (1967) 
-described a patient whose hypercarotenaemia could 
have been due to the consumption of large amounts of 
spinach puree. Robboy et al (1974) found that anor- 
exics had raised serum carotene and vitamin A levels, 
whereas in patients with organic wasting these were 
reduced. Serum lipoprotein electrophoresis was 
carried out in five anorexics and was normal in three. 
A reliable dietary history was obtained in only two 
cases: both admitted to eating large quantities of 
carrots. It was suggested that the hypercarotenaemia 
in anorexia nervosa could be due to either an increased 
intake of carotenes and vitamin A or an acquired 
defect in the utilization or metabolism of vitamin A. 

Our findings by no means resolve these contra- 
dictions. We provide, however, further evidence. 
Firstly, we know of no previous report of serum 
carotene levels being higher in anorexics who regulate 
their weight by careful attention to diet than in those 
who do so by taking steps to reduce the absorption of 
food: Secondly, no such distinction appeared relevant 
to serum cholesterol concentrations, Russell (1979) has 
shown that 'vomiters' and ‘dieters’ may consume 
different types of diet. In particular he demonstrated a 
close association between vomiting or purging and 
carbohydrate bulimia. It is possible, therefore, that 
when hypercarotenaemia occurs in anorexia nervosa 
it is due to the patient’s diet rather than to some 
metabolic change secondary to starvation and that the 
opposite is the case for hypercholesterolaemia. 

"In general, the clinical and biochemical differences 
between our ‘dieters’ and ‘vomiters’ were less marked 
than reported previously. However, the two groups 
differed in their scores on the CCEI subscales and 
biocheinical findings. The presence of a low or normal 
serum carotene concentration should draw attention 
to the possibility of Sa ue vomiting. | 
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CE rds ‘The Incidence of Exhibitionism in Guatemala and 
the United States 


JOHN M. RHOADS and ENRIQUE PADILLA BORJES 


Summary : 


Previous speculation based on a mail survey of psychiatrists 


suggested that exhibitionism is rare in Latin American countries. This survey of 
potential victims conducted in Guatemala and using a comparable United States 
facility as a control, shows the incidence in the two countries to be essentially the 
same. This suggests that the psychopathology of the exhibitionist has more to do 
with the act than does the culture in which it occurs. 


Is exhibitionism a phenomenon limited to western 
industrial nations and a manifestation of peculiar 
cultural circumstances? Or is it common in other 
cultures throughout the world? 

A number of studies have been conducted on the 
incidence of exhibitionism, based mainly on the 
number of arrested exhibitionists. Bancroft (1976) 
estimated that exhibitionism is the second most 
common sexual variation seen at mental health 
facilities in England. Gittelson et a/ (1978) indicated 
that approximately one third of their British female 
medical student sample had been exposed to, as had 
44 per cent of a group of nurses. Cox and McMahon 
(1978) found that approximately one third of the 
United States survey of female college students had 
been victims of exhibitionists. Rooth (1973) speculated 
that exhibitionism, though widely recognized in 
Europe and North America, is not common in Latin 
communities and Third World countries. He conducted 
a mail survey of psychiatrists in 40 Asian, African, and 
South American countries. Letters were sent to doc- 
tors and psychiatric faculties in those countries, 
mainly to physicians trained in England. He found 
that while exposure is theoretically illegal in all the 
countries surveyed, it was a rare offense in most of 
them. He noted that in four Latin American and one 
Caribbean nation surveyed, exhibitionism was quite 
rare. This conclusion was based on the replies, and 
on the number of prosecutions reported. He stated 
that exhibitionism seemed to be quite rare in Japan, a 
conclusion disputed by Cox and Sang (1979). Rooth 
himself noted that his informant from Colombia 
stated that indecent exposure was rare, but that 
female patients in analysis "not uncommonly relate 
that they were exposed to in childhood but were too 
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ashamed and frightened to report the matter". Rooth 
concluded that exhibitionism was rare in non-western 
societies. He attributed this to social factors which 
impeded heterosexual development in western cultures, 
specifically the suppression of sexual exploratory 
behaviour in childhood, the comparatively long 
interval between puberty and the establishment of 
regular sexual relations, and the extensive ignorance 
of sexual matters. He believes these are side effects of 
industrialism, and the close linkage of obscenity and 
nudity in the Victorian system of values. 

Cox and Daitzman (1980) have pointed out the 
flaw in Rooth's method, namely that psychiatrists see 
only a small portion of reported cases, and most cases 
are not reported. The statistics of Hackett (1971), a 
court-based psychiatrist who was able to treat only 37 
out of 214 persons he examined, indicate the difficulty 
of bringing these cases to therapy. 

Anyone who has travelled in Southern Europe or 
Latin America notes that cultural attitude toward 
nudity and biological functions is different from that 
of Northern Europe. It is a common sight in these 
countries to observe males, or for that matter, females, 
especially in the rural areas, urinating by the roadside 
or in other public places. The same act in Western 
Europe and North America would be classed as 
exhibitionism. Psychiatric friends and colleagues from 
West Africa make the same observation. We feel it is 
important to differentiate these acts from true 
exhibitionism which we believe should be defined as 
the impulse to expose the male genitals to an un- 
suspecting female as a means of sexual gratification. 
This definition excludes exposure which precedes 
sexual contact, occurs in the course of excretory acts, 
intoxication, or psychoses. 


. JOHN M. RHOADS AN 
Method 





students, or nurses as- subjects, believe that. the 








survey of victims. We agree with this idea. Our p 


` For this study we chose secretaries in large medi 


centres. Secretaries are mostly young women, their 
hours of employment are fairly standard, and thus ~ 


area made up of a 1,000-bed hospital, 
laboratories, a medical school, and a nursing school 
adjacent to a University Campus and located in 
Durham, North Carolina, a university/industrial city 
of approximately 110,000 population. The comparable 
area was the Clinicas Del Centro Medico, a large 
private group of physicians which sponsors a medical 
: school located in an urban section of Guatemala, the 
.. . capital of Guatemala. The city itself has a population 
cof 1,200,000. 
Secretaries at the two institutions were surveyed by 
questionnaire. The questionnaire was administered by 
a trained medical secretary, who could answer any 
questions, and assure that the procedure was the same 
for all individuals included in the study. 


Each person was asked the following questions: 


(1) Has an exhibitionist ever exposed himself to 
you? 

(2) Ifso, how many times has this happened to you? 

(3) Did you report it to the police? 


Results 


Fifty female secretaries at Duke University Medical 
Center were questioned with the following results: 
26 had been exposed to (52 per cent); 24 had not been 
(48 per cent); 5 reported having been exposed to 
twice; and 2 reported being exposed to many times 


(both these women were in their 40's). Of the 26 who 


had been exposed to, 16 had reported it to some 
police authority; city police or campus police (62 per 
cent). 


Fiftyssix secretaries were polled in Guatemala. The 
results were: 25 reported that they had been exposed 
to (45 per cent); 31 reported not having been exposed 
to (55 per cent). Of the 25 who had been exposed to, 
4 had been exposed to once, 8 had been exposed to 
twice, and 13 had been exposed to more than twice. 
Of the 25, 3 had reported the exposure to the police 
(12 per cent). 













Writers who have utilized female students, nursing 
incidence of exhibitionism is best computed . by; a 


was to survey comparable groups in the United States 
. . and Guatemala, and then compare incidence rates. 
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iven the n, it would appear that with comparable 
groups of potential victims there is little difference in 
e cidence of exhibitionism between urban areas in 
US and in Guatemala. The major difference would 
sar to. be that the women of Guatemala either 
ore trouble finding a policeman to whom to 
he crime, or have so little confidence in the 
hat they feel that it is of no use to bother. 





: ` Of those Guatemalans not reporting, most stated 
thatno police were available. One young woman, who 
reported. having been exposed to 10 times, noted 
indignantly, "the police are the worst exhibitionists 
of all". Others reported the fear of being laughed at, 
or of being accused of having induced the exposure. 
One young woman reported that a policeman saw the 
exhibitionistic act but paid no attention. Another 
asked, "What would I get by notifying the police? 
These may only want people to look at them and then 
they leave. By the time I would notify the police, they 
would have left already”. 

It is our conclusion that the low percentage of 
reports of exposures to police in Guatemala explains 
the low incidence of arrests for indecent exposure. 
After all if there is no complaint there is unlikely to be 
be an arrest. Interestingly, one young woman reported 
that a policeman had observed the act and had made 
no move to intervene. This attitude on the part of the 
victims, and perhaps on the part of the police, may 
well explain the absence of exhibitionists in psych- 
iatrists' offices in Latin American countries. Based on 
the fact that rates of incidence appear to be roughly 
equivalent, at least in urban cultures, in the United 
States and Guatemala, one can hypothesize that 
similar psychodynamics must be operative in the 
exposers, and that cultural attitudes about sexuality 
and nudity, may have little to do with the rates of 
exposure. Rather, exhibitionism more likely has to do: 
with the psychodynamics of the exhibitionist. himself, 
and the ego-syntonic, ego-gratifying effect of the act. 
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Community Care ha ve 






WILLIAM H. JAMES 


I live in a basement flat in Central London. Three 


years ago I opened my front door and found a woman 
asleep outside. She seemed about 55-years-old. I had 
never seen her before. Since then she has used this area 
for sleeping purposes and has slowly acquired 
prescriptive rights over my doorstep and over the 


-disused coke cellar adjacent to it (where she stores her 
.. possessions). Before she turned up on my doorstep she 


had tried sleeping in several other doorways in the 
— vicinity, but my neighbours are all, to varying degrees, 

afraid of her. She is only a small woman, weighing 
perhaps 8 stone and rather frail, so clearly she 
represents no physical danger, but her strangeness 
may put people in mind of a witch. 

When I speak to her on a neutral subject—say the 
weather—she is affable, even fawning. Almost always 
when I pass her on the doorstep she asks me how I 
am, and concludes our conversation by bidding me 
have a good day. On other subjects (such as her own 
past history) she is evasive, though her accent and 
vocabulary betray some education. She was, she says, 
in the WRNS during the War, working as a signals 
clerk: and she apparently has also worked in a typing 
pool. When I first asked her why she chose to sleep 
rough, she closed the discussion with: “That is my 
misfortune”. 

Occasionally she seems to spend a night or two 
away from my doorstep. When I subsequently ask her 
where she has been, she replies airily: “Oh, to my 


friends in Sussex". But I have no idea if that is true. 


When offered help, she always declines. She never 
complains of her situation, though she often rages 
outside my door about losing things in the dark. 
Sometimes in the morning she makes wailing sounds 
which she explains by claiming to have had bad 
dreams. For two years (including the severe winter of 
1978-1979) she seemed content to sleep on the con- 
crete floor of my doorway where she is sheltered from 
the rain. She must be hardy because she was dressed 
merely in outdoor clothes even when there were 
several degrees of frost. In more recent months (per- 


haps having satisfied. herself that p am unlikely to 
throw her out) she has acquired a piece of carpet to lie 


on and some. more coats.” 

Unlike many dossers she does not drink. But she 
does have some symptoms. of psychiatric interest: 
When I speak to her; she is perfectly rational, if evasive. 
But when I close my front door, she chatters to herself 
in a manner that is very different from the ordinary 
conversations that most people hold with themselves. 
Her speech with herself is both repetitive and mean- 
ingless. It is as if a tape-loop were being played and 
replayed on a tape recorder. At such times her speech 
is frequently violent and obscene. It is interspersed 
with neologisms and with explosive noises of the sort 
made by Gilles de la Tourette patients. However, 
these noises are not uncontrollable: when I open my 
front door she is instantly a rational person, ready— 
perhaps indeed eager in her willingness to appease 
me—for conversation. 

She seems anxious to avoid authority. A worker in 
the local Community Health Council tells me that 
when she approached the dosser, she absolutely 
refused to speak to her. And on another occasion, 
when the dosser saw me speaking to a policeman on 
the pavement, she hobbled quickly away and did not 
appear again on my doorstep for two days. (I assume 
that she surmised falsely that I was seeking assistance 
to evict her.) 

She often asks me the time, but it is not clear that it 


makes much difference to her. There are a number of 
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24-hour fast-food shops around, and as far as I know 
she feeds exclusively at these, sometimes at their 
outdoor counters, and sometimes (if they are for- 
bearing) inside. Forbearance is required on the partof 
shop managers because she smells, and her appearance 
makes other customers uneasy. In the street she al ways 
holds her head downwards so that she is staring at the 
ground, and she sometimes prefers to walk in the 
gutter rather than on the pavement. Sometimes she 


shouts in the streets, and though it is clear that she is — 
angry it is not clear what she is angry about. The 
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ee -police are tolerant about such episodes, but doubtless 
20s such tolerance is based on previous frustrating 
experience of rounding up smelly, abusive vagrants. 


My dosser’s health seems good, but one of her legs 


Codi badly swollen, bent outward at the knee, and 


permanently- ulcerated, She claims to visit a local 
| hospital: for treatment of the leg, but I have no idea if 


CE ~ thatis true. 


: I have no idea either where her money comes from, 
though she never seems short of it. At night she often 
gets irritated in the dark outside my door and throws 
her possessions around—her clothes, cigarettes, 
matches, safety pins and loose change—but I think she 
is never so irrational as to throw away paper money. 

A homeless person in Central London is dependent 
on public lavatories. These, of course, close at different 
times, but all, as far as I know, are closed by mid- 
night. My dosser’s activities are not closely related to 
the time of dày, so when she first arrived she regularly 
urinated and defaecated beside my. doorway. After 
repeated violent protests from me (coupled with 
threats of the ultimate sanction: of hero wing her off my 


doorstep) she ceased .- defüecating, but continues. to 
urinate there. 

She says she has no living first-degree relatives. She 
once remarked that she had. been married, but 
followed this with the impre bable Observation that her 
husband had had seven sisters who were somehow 
instrumental in the breakdown of the marriage. 

I offer this brief description of a derelict person to 
illustrate the poverty of information that I have 
managed to elicit during frequent chats with her over 
three years. I still have no clear idea what caused her 
originally to become a dosser: it may have been a 
degree of urinary incontinence, or the reaction of 
others to her noisy conversations with herself or her 
own taste for independence. I have no idea where her 
money comes from, nor whether. she has any friends 
(other than myself). She comes and goes at all hours, 
but I have no idea where she has been when she re- 
turns to my doorstep muttering to herself in the 
middle of the night. To study a person of this sort, one 
would need to have the inclinations and facilities of a. 
private detective. 





William H.. James. PhD, MRC. Aene lani Dee omen Unit, Maie House, (University € College London), 
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CHILD PSYCHIATRY AND ENURESIS __ 


The status of enuresis as a symptom of psychiatric 
disturbance is still uncertain despite a considerable 
amount of research, which has been well reviewed by 
Shaffer (1973, 1977, 1980). The problem is that 
although general population.surveys, such as the Isle 
of Wight investigation (Rutter et al, 1973) and the 
National Child Development Study. (Essen and 
Peckham, 1976) have indicated a definite association 
between enuresis and psychiatric. disorders, parti- 
cularly the common neurotic and conduct distur- 
bances, they have also made it abundantly clear 
. that the majority of children who wet are actually well- 
adjusted and free from other problems affecting their 
behaviour. Enuretic children referred to clinics for 
treatment are more likely to be psychiatrically dis- 
turbed (Hallgren, 1957), but even then the majority of 
them are free from other behaviour difficulties. 

The relationship between enuresis and psychiatric 
- disorders is stronger when. bed wetting is accom- 
panied by daytime enuresis (Hallgren, 1956). An urge 
syndrome exists (Williams, 1968), which includes 
enuresis by night and day as well as daytime frequency 
and urgency of micturition. Encopresis, that is func- 
tional faecal incontinence, is another associated 
symptom, especially in boys (Berg et al, 1977; Berg, 
1979). Daytime wetting can occur in response to dis- 
plays of emotion, so-called ‘giggle micturition’ 
(MacKeith, 1959), but this was not observed in an 
Observational study of day and night wetters (Fielding 
et al, 1978) and is a rare feature of diurnal enuresis. 
It may be that the stress produced by the occurrence 
of bedwetting is itself enough to account for the 
increased likelihood of emotional and antisocial 
disorders. The smell and the extra washing can have 
a detrimental effect on family life. Parents may 
behave unreasonably. Other children often tease. 
There are limitations on a child's activities. These 
are plausible reasons for the occurrence of psycho- 
logical upset. There is an additional source of 
stress when there is daytime wetting, especially in 
school. 

Another possible explanation for the association 
between enuresis and psychiatric disturbance is that 
both are caused by adverse environmental circum- 
stances. A longitudinal investigation of children born 
in Britain in one week of 1946 (Douglas, 1973) 


isi ih howol that persistent bed wetters were more likely | to 
-. have suffered from upsetting experiences than other 
children during their pre-school years, especially at 


age three or four, just when. most children are be- 
coming dry (Shaffer, 1980). Also, enuresis coming on 
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after a long period of continence (onset enuresis) is 


Often. precipitated by. emotionally traumatic events 
(Werry, 1967). In addition, epidemiological investi- 
gations have shown that enuresis is related to just 
those adverse social factors, such as overcrowding, 
broken homes. and substitute care, which' upset 
children generally and cause neurotic and conduct 
disorders. Clinical obsetvation also supports this view. 
The fact that some children get enuresis uncomplicated 


by other problems, some respond by manifesting only 


neurotic or conduct disturbances, whilst others have a 
combination, may be due to differential effects of 
different sorts of environmental experiences and the 
stage of development at which they operate. 

The enuresis alarm is now well established as the 
most effective method of treating bed wetting (Doleys, 
1977). About seventy per cent of children dry up when 
the pad and bell is used, although it takes at least a 
month and sometimes three or four, for this to happen. 
Persistence with treatment is a problem (Young and 
Morgan, 1972). As many as a third of those who start 
on the pad and bell give up too soon. It has been 
found that those who drop out tend to be initially un- 
usually pessimistic about outcome and their mothers 
unduly intolerant of enuresis (Morgan and Young, 
1975). In those who persist with treatment, psych- 
iatric disturbance in the child is associated with a poor 
response. Slow improvement on the alarm has been 
found to be associated. with family discord and dis- 
ruptions (Young. and Morgan, 1973). Even after a 
successful outcome using the pad and bell, a third of 
cases subsequently relapse again within. & year. 
Drinking before going to bed in order to 'overlearn' 
bladder control during the night, and turning the 
alarm off a third of the time on a random basis, are 
two ways of reducing the relapse rate (Morgan, 1978). 

Other forms of therapy have not been shown to be 
anything like as useful. Two controlled trials to 
evaluate psychotherapy in enuresis failed to indicate 
any benefit from this kind of treatment (DeLeon and 
Mandell, 1966; Werry and Cohrssen, 1965). Tricyclic 









antidepressant medication is contraindicated as a 


routine treatment because of the risks of accidental - 
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^ poisoning when young children have access to these 
. drugs (Meadow, 1981). In fact, the majority of bed 
<. wetters improve within a few days when tricyclics are 


^ used, with complete relief in about a third, but 


wetting returns when the drug is stopped (Shaffer, 
. 1977). No effective method of treating daytime 
wetting has so far been found. 

The management of enuresis must be kept in per- 
spective. Most.children become dry without any for- 
mal therapy. Approximately one in six of enuretic 
children dry up every year from age five to age fifteen 
without treatment (Forsythe and Redmond, 1974). In 
the National Child Development Study less than a 
quarter of 11-year-old enuretics had been referred for 
treatment. 

Child psychiatrists treat enuretic children under a 
variety of circumstances. Many of their cases have 
failed to respond to management by a general practi- 
tioner or a paediatrician and the majority also present 
behaviour. problems. Parental counselling, child 
psychotherapy,. family therapy and behavioural 
psychotherapy, as appropriate, used on an out-patient 
or in-patient. basis, should be employed not only to 
tackle emotional problems in general, but also more 
specifically, to increase the cooperation and moti- 
vation of child and parents in using the enuresis alarm 
and allied procedures (Azrin and Thienes, 1978; 
Azrin and Besabel-Azrin, 1979). 
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BIOLOGICAL PSYCHIATRY GROUP 


Brief summaries of a selection of the papers read at the last two. meetings of the 
Biological Psychiatry Group of the Royal College of Psychiatrists on 21 November 
1 980 and 11 February 1981 follow below. 


Value of routine chest radiography of psychiatric 
patients. J. HucHrs, Department of Psychiatry, 
University of Southampton 


Chest X-rays of 231 consecutive patients in an acute 
psychiatric ward yielded 21 with clinical abnormalities 
and two young alcoholics with active TB. However, all 
. already had clinical symptoms or signs of physical 
^ disease. A chest X-ray seems unnecessary therefore, 
tC except in patients with clinical evidence of physical 
< disease or alcoholism. 


Adult psychiatric health of children who had experienced 
chronic temporal lobe epilepsy. C. OUNSTED, The 
Park Hospital for Children, Oxford 


One hundred children with temporal lobe epilepsy 
were followed into adult life: 85 per cent had had 
psychiatric problems in childhood, but overt psych- 
iatric disorder in adult life was low. Ten per cent of 
survivors showed a schizophreniform psychosis, one- 
third of the males with continuing epilepsy and left- 
sided foci becoming psychotic, No patient coded as 
having a right-sided focus in 1964 had become 
psychotic by 1977, Only five survivors received treat- 
ment for neurotic or depressive illness. Twelve 
showed anti-social conduct (males, unremitted epil- 
epsy, focus contralateral to preferred hand). Though 
26 patients had been coded as children as having a 


grossly disordered family life, this had no relationship . 


to adult psychiatric disorder. 


Prolonged ambulatory monitoring in neuropsychiatric 
patients. GREGORY Stores, Park Hospital for 
Children and University of Oxford, Department 

. of Psychiatry 

Technical advances have enabled EEG recordings to 
be carried out over days or weeks in everyday situ- 
ations, in the investigation of patterns of occurrence of 
seizure activity and the quantification. of response to 


anti-epileptic treatment, in non-convulsive forms of 


epilepsy for instance. Prolonged EEG monitoring by 


unobtrusive means in the home environment during 


sleep is now possible. 
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Plasma drug and prolactin levels during maintenance 
treatment with. depot neuroleptics. T. Kora- 
KOWSKA and D. WiLrs, University of Oxford, 
Department of Psychiatry, Littlemore Hospital — 
Research Unit, Oxford 


Plasma prolactin (PRL) levels were similar in men: 
receiving comparable doses of fluphenazine (FPZ) or 
flupenthixol. decanoates «whether the duration of 
treatment was 1-2 months (n = 8) or several years (n 
= 25). When drug injections were stopped in four 
patients, the decline in both plasma drug and PRL 


levels. was very slow: FPZ levels were down by only = 


40-60 per cent after two months, and in two patients 
who had been receiving FPZ 25 mg every two weeks, 
an FPZ level of about 1 ng/ml was found five months 
after withdrawal, the kind of plasma level achieved 
with 12.5 mg FPZ per 1—2 weeks. Plasma PRL, above 
normal in three patients, was still elevated after two - 
months, and remained so for over four months in two 
women observed, _ 


Age and mortality in dementia. ANTONIA WHITEHEAD, 
Kingston and Richmond Area Ps PENCE, Long 
Grove Hospital, Epsom 

Data were presented from a five-year prospective 

study of elderly patients admitted to psychiatric 
beds. About three-quarters of those with an ad- 
mission diagnosis of chronic brain syndrome had 
died within the five years. For the less elderly. (i.e. 
60-74 year old) this mortality risk was far in excess of 
that to be expected for their age; for the more elderly, 
however, the risk was no higher than that for very 
elderly patients with functional disorders. Thus, from 
the point of admission, dementia runs a time-limited 
course irrespective of age. However is 'senile de- 
mentia' a single condition or a number of processes? 


Unipolar affective disorder, ‘stress’ and total concen- 

trations of tryptophan in plasma. D. M. Saw, S. 

F. TIDMARSH and B. M. Kant, Department of 

Psychological. N edicine, Welsh National School of 
Medicine 

Mean total trypiophan concentrations in plasma 

([T] in uM) have been studied in fasting subjects in 
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two investigations. In one, the patients were inad- 
vertently stressed by anticipation of a prolonged 
kinetic study, and in the second gave just a single 
blood sample, and were presumably without signi- 
ficant stress. 

[T] in the unstressed group was 72.4 +2 (mean and 
SEM, n = 19) and 76.2+2 (n = 24) in controls and 
depressives respectively (difference not significant). 
[T] in the stréssed group was significantly reduced 
comparing the two sets of controls, and the two sets of 
depressives (P <0.001 in each case). [T] in stressed 
depressives, 60.8: 1.8, n = 28, was slightly lower 
than in comparable controls, 65.8 1.4, n = 46, P 
<0.05. Ten stressed depressed patients on tricyclic 
antidepressants had significantly lower values than the 
similar drug-free group (P <0.001). 

In 10 unipolar patients, [T] 14 hours before the 
first of an ECT course was 54.9 (1 male, 9 females). 

Males tended to have higher values than females 
and to have smaller differences between groups. Age 
and tryptophan levels showed no correlation. 


Effects of amitriptyline and desipramine on cholinergic 
and adrenergic responses in the human iris. E. 
SZABADI, P. GASZNER and C. M. BRADSHAW, 
Department of Psychiatry, University of Man- 
chester 


The effects of amitriptyline (25, 50, 100 mg) and 
desipramine (25, 50, 100 mg) were compared on 
pilocarpine evoked miosis (8 subjects), noradrenaline- 
evoked mydriasis (5 subjects), and methoxamine- 
evoked mydriasis (4 subjects), in healthy volunteers. 
Both antidepressants reduced the pupillary effects of 
pilocarpine and methoxamine, and increased the 
effect of noradrenaline. Amitriptyline was more 
potent in antagonizing the effects of pilocarpine and 
methoxamine, and desipramine was more potent in 
potentiating the effect of noradrenaline. These results 
are consistent with the greater potency of ami- 
triptyline in blocking muscarinic and «-adrenoceptors, 
and with the greater potency of desipramine in 
blocking noradrenaline uptake. TE 


Prediction of response to lithium prophylaxis in manic 
depressive illness. M. T. ABoU-SaLEH, West Park 
Hospital, Epsom 


In a Series of bipolar : cases clinical variables. did not 


discriminate between good and poor responders, nor 
did calcium binding or platelet MAO, but on the 
Eysenck and Foulds scales poor responders were 
more neurotic, less extraverted and had higher scores 
on psychoticism, lie scale, and intropunitiveness, 


Patients who responded well had significantly lower 
percentages of HLA-BW16 and HLA-A9 and higher 
percentages of HLA-B5 and HLA-B8. It: was sug- 
gested that HLA-BW16 might be a marker for poor 
response to lithium prophylaxis. 


The time course of the anti-psychotic effect in schizo- 
phrenia. T. J. Crow, C. D. FnirH, Eve C. Joun- 
STONE and D. G. C. Owens, Division of Psych- 
iatry, Clinical Research Centre, Northwick Park 
Hospital, Watford Road, Harrow HA] 3UJ 


It was previously suggested that the time course of 
the anti-psychotic effect of neuroleptic drugs in schizo- 
phrenia was rather slow. In a clinical trial of the 
efficacy of the isomers of flupenthixol, clinical im- 
provement appeared to follow two weeks after the rise 
in prolactin. This suggested that dopamine receptor 
blockade was perhaps necessary for some other 
process with a slow time course to take place. New 
evidence casts doubt on this conclusion. In a recent 
trial of the effects of anti-cholinergic medication 
added to maximal doses of flupenthixol, the addition 
of the anti-cholinergic was found to reverse some of the 
therapeutic benefits of the neuroleptic. Moreover, the 
rate of improvement was much faster in patients who 
did not receive anti-cholinergic medication and closely 
paralleled that of the development of extra-pyramidal 
side effects. The simplest explanation appears to be 
that both are due to dopamine receptor blockade. 


Some clinical and metabolic aspects of propranolol in 
chronic schizophrenia. Davip J. KinG, Depart- 
ment of Therapeutics and Pharmacology, Queen's 
University of Belfast, and Holywell Hospital, 
Antrim | 


Five chronic schizophrenic men, four weeks off all 


drugs, were given propranolol alone (1000 mg/day) 


for six weeks without improvement. There was some 
improvement when trifluoperazine (10 mg/day) was 
added. Mean basa! prolactin levels were non- 
significantly reduced by propranolol, but there was no 
change in response to metoclopramide, indicating no 
change in DA receptor function. CSF HVA was 
significantly elevated after one week on propranolol 
and returned to normal at the end of the trial. Thus 
there was an increase in. DA. turnover without any 
alteration in central. DA receptor. activity. CSF 
5HIAA was also elevated but MHPG was slightly 
decreased. The changes ín HVA and 5HIAA but not in 
MHPG were confirmed in a second study. The HVA 
changes could be secondary to central SHT blockade. 


Brit. J. Psychiat. (1981), 139, 251-254 





Riposte 





POSITIVE AND NEGATIVE SCHIZOPHRENIA 
SYMPTOMS AND THE ROLE OF DOPAMINE 


Presumably one function of an hypothesis is to 
provoke further thought and observation. Therefore, I 
welcome the critical comments of Ashcroft and 
colleagues (Journal, March 1981, 138, 268-9) on my 
suggestion concerning the relationship between dopa- 
minergic disturbances and the positive and negative 
symptoms of schizophrenia (Crow, 1980a, b). How- 
ever, I think they have misunderstood the proposal 
and have underestimated some of the relevant evi- 
dence. I believe the evidence for two processes is more 
compelling than they have conceded and I note that in 
their own hypothesis they have introduced two factors 
to account for phenomena that both Mackay (1980) and 
I regard as a problem for the simple dopamine theory. 

Ashcroft et al liken my concept of two syndromes to 
the concept of two disease entities (corresponding to 
acute syndromes and defect states) which they 
attribute to Kety in his Maudsley Lecture (Journal, 
136, 421-36, 1980). However, these concepts are by no 
means identical. The emphasis on syndromes rather 
than diséase entities (p. 385, para. 1) indicates that in 
many patients both syndromes are present either con- 
currently or sequentially. At one point in time, only 
one syndrome may be present as in acute schizophrenia 
(often equivalent to the type I syndrome) or the defect 
state (the type II syndrome, which can occur in the 
absence of positive symptoms). On the other hand 
many patients with the type I syndrome later acquire 
the features of the type II syndrome, and some pat- 
ients have both from an early stage. 

As I suggested in my review, (Crow, 1980a) the 
presence of the type H syndrome (carefully defined) de- 
limits a group of illnesses of graver prognosis, corres- 


ponding more closely. to classical or ‘Kraepelinian’ 


schizophrenia. The type II syndrome may occur alone 


as in simple schizophrenia (an entity whose existence 


is doubted by Ashcroft et al), in the defect state when 
positive symptoms have disappeared, and sometimes I 


believe it may precede the onset of positive symptoms 
—as in the concept of childhood asociality pro- 


pounded by Quitkin, Rifkin and Klein (1976). 

The relationship proposed between the 2 syndromes 
is indicated in Fig 1, together with the correspondence 
of the 3 symptom constellations to various noso- 
logical terms of current or recent usage. 
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‘Good -prognosis' schizophrenia , 


TypeIl | Type II 





Simple schizophrenia 
The ‘defect state’ 


Hebephrenic 
. schizophrenia 


Paranoid schizophrenia 


Schizophrenitorm psychosis 
Reactive schizophrenia 


Fic 1. 


Of particular interest are the changes which may 
occur with the passage of time. Thus patients with the 
type I syndrome commonly progress to acquire type H 
symptoms and in due course some of these will lose 
their positive symptoms. Some may re-acquire them, 
i.e. experience acute exacerbations of psychosis. What 
I think is unusual, and if it does occur is worthy of 
note, is that patients with negative symptoms (the type 
II syndrome) should lose these symptoms once they 
are established. According to my hypothesis this is 
because such symptoms are associated with a struc- 
tural change in the brain. 

Ashcroft et al have suggested that the dichotom- 
ization of schizophrenic symptoms and their attri- 
bution to different pathological processes is less well 
founded (“does not bear close scrutiny") than I have- 


implied. Perhaps they were misled by the phrase -— 


“This concept was based on . . ." which I used to 
indicate that the concept had arisen from. three 
studies conducted by my colleagues and myself at 
Northwick Park. (Johnstone et al, 1976 and 1978a; 
Johnstone ef al, 19786; Owen et al, 1978). The fact 
that these findings. do not by themselves substantiate 
the hypothesis is neither here nor there. Hypotheses 
(which may arise from nothing more thàn specu- 
lation) are always at risk of being refuted by further 
observations. What one should ask is whether the 
hypothesis generates predictions and can these pre- 
dictions be verified ?. : 
In fact the relationships we observed were not in- 
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substantial and in each case they have been reinforced 
by later studies :— 

1.  Inourstudy of the two isomers of flupenthixol in 
the treatment of patients with acute schizophrenia 
(Johnstone et al, 1978b), while it is true that 
negative symptoms (flattening of affect as well as 
poverty of speech) were infrequent in this group of 
patients, it was apparent that when present they 
responded less well to medication than the positive 
symptoms. Thus each of the 4 positive symptoms 
showed greater change in absolute and percentage 
terms than the two. negative symptoms and for 
three of the positive symptoms the final ratings on 
the «-isomer were lower than the final ratings of 
negative symptoms in the patients in whom these 
symptoms were present. 

The significance of the study of Angrist et al 
(1980) is that these workers were able to conduct an 
independent investigation of the non-responsive- 
ness of negative symptoms to drugs acting on 
dopaminergic mechanisms. Symptoms were div- 
ided into positive and negative categories after the 
original observations had been completed; thus 
the authors had not anticipated the finding that 
only positive symptoms would be exacerbated by 
amphetamine and diminished by neuroleptics. 

Ashcroft et al suggest that the findings of 
Angrist ef al (which were not available to them) are 
“contradicted” by the results of Kornetsky (1976). 
Kornetsky found that some chronic schizophrenic 
patients were relatively resistant to amphetamine, a 
finding which I think is at least consistent with the 
possibility that such patients are likely to have 
more negative symptoms than patients with acute 
schizophrenia, but he did not assess the 2 groups of 
symptoms separately, Thus the study of Angrist et 
al is more relevant to the hypothesis, and in the 
absence of the critical assessments of positive and 
negative symptoms the Kornetsky study can 
hardly be used as evidence against it. 

In our CT studies of ventricular size in chronic 
schizophrenia (Johnstone ef al, 1976, 1978a) al- 
though the number of patients was not large (13 
when those with leucotomies had been excluded) 
there was a highly significant (P <0.01) relation- 
ship between ventricular size and impaired in- 
fellectual performance as assessed by the most 
. relevant of the tests that we used—the Withers and 
. Hinton tests of the sensorium (the findings are 

given in Table 8 of Johnstone et a/, 1978a). Other 


ta 


tests employed were repeating digits forward and- 


backwards (neither can be considered incisive 
tests of intellectual impairment) and a memory- 
for-faces test devised by Frith (1977). Findings on 
. these tests were in the same direction as the 


Withers and Hinton finding but did not reach 
significance (see Table 5 of Johnstone et al (19782) 
for differences between groups and Table 6 for 
relationships between intellectual function as 
indicated by these tests and other clinical features). 

The relationship between ventricular size and 
intellectual impairment in schizophrenia suggested 
by this study has been amply confirmed by further 
work by Donnelly et af (1980) using the Halstead- 
Reitan tests and Golden ef a/ (1980) using the 
Luria-Nebraska test battery, both in chronic 
institutionalized groups of patients, and in a small 
group of out-patients by Rieder et al (1979). 

With respect to the relationship between ventri- 
cular size and schizophrenic symptoms the corre- 
lation coefficient was ~0.24 for positive and 0.38 
for negative symptoms (Table III of Johnstone er 
al, 1976). Negative symptoms were strongly 
related to intellectual impairment (Table 6 of 
Johnstone et al, 1978a). 

Subsequent studies have confirmed the latter 
relationship. Thus in the survey by Owens and 
Johnstone (1980) negative symptoms were strongly 
related to intellectual impairment (P. <0.001) but 
were not significantly related to positive symptoms. 
A much larger CT scan study now being analysed 
will further test the prediction concerning ventri- 
cular size and the presence of negative symptoms. 

3. In our post-mortem studies (Owen et al, 1978) 
we found dopamine receptors assessed by butyro- 
phenone binding to be increased. According to the 
hypothesis this change relates to the type I syn- 
drome and our more recent investigations (Crow et 

. al, 1981) have shown it to be significantly related to 
positive but not negative symptoms. 

In my discussion with Mackay, I drew attention to 
other recent findings which are consistent with the 
view that there are two dimensions of pathology in 
illnesses commonly described as schizophrenic. What I 
claim for this hypothesis is that it makes predictions 
that, at least in principle, are testable. Thus although 
there may be discussion concerning the ways in which 
positive and negative symptoms, ventricular size and 
other structural brain changes, intellectual impairment 
and even dopamine receptors.should be assessed, it is 
clear that it is in terms of these variables that the 
hypothesis should be tested. —— 

It is some interest that the concept advanced by 
Ashcroft et al also includes two variables: (1) tolerated 
limits of dopaminergic activity; and (ii) the extent to 
which dopaminergic activity exceeds the upper ME 
lower or both of these limits. 

The second variable determines whether positive or 
negative symptoms are seen, according to whether 
levels of dopaminergic activity are respectively above 









—. concept of tolerated limits is ill-defined in that | 
"begs the question as to which neuronal systems are 


involved”, Since this variable is undefined in terms of 


any quantity that can be observed (e.g. intellectual... witt ! | bs 
n : (eg eee... Of Human Brain Tissue (eds. E. Usdin and P. Riederer) 
^ (n press). 


impairment or ventricular size) it is difficult to see 
what testable predictions are generated. 

Both Ashcroft and Marsden (Journal, March 1981, 
138, 269-70) consider the possibility that increased 
dopaminergic activity is as relevant to mania as to 
schizophrenia and Marsden includes also confusional 


^. States. This point is well taken. With respect to the 
=: confusional states systematic observations are difficult 


== to come by but one might suppose that while be- 
haviour is controlled by neuroleptic drugs (perhaps by 

| dopamine receptor blockade) there may be certain 
features (e.g. disorientation) which are not improved. 

The case of mania is an interesting one and a role for 
dopaminergic disturbances has been suggested (Rand- 
rup et al, 1975). However the argument for specific 
dopaminergic effects in mania is as yet not so com- 
pelling as in schizophrenia. For example, whereas it 
has been clearly demonstrated in schizophrenia that a 
neuroleptic with weak anti-dopaminergic activity such 
as promazine is less active than the more potent 
dopamine antagonist chlorpromazine (Casey et al, 
1960) this has not yet been demonstrated for mania. 
Thus while the case for associating dopamine with 
mania is less convincing than that for the type I syn- 
drome of schizophrenia it cannot be concluded that it 
will be possible to distinguish mania and schizophrenia 
on these grounds. Further investigations of this point 
are required and we will undertake these at Northwick 
Park. 
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PSYCHOTIC STATES n several days after lithium withdrawal and 
DEAR SIR, TM endured over one to two weeks. 
The authors conducted a controlled trial to D When lithium was reinstituted a rapid remission 


mine psychopathological, neurophysiological and occurred in a majority of patients. Retrospectively we 
biochemical changes during long-term lithium treat-  . analysed the data in an attempt to detect those 
ment and particularly its reversibility when lithium patients prone to prompt relapse of psychosis after 
medication is interrupted. lithium withdrawal. It appears that those patients who 
Twenty-one patients (13 females; mean age 43 exhibited mood. swings and minor affective distur- 
years) with several prévious manifestations of an bances during previous lithium therapy, bear.a 
affective illness and at least seven months continuously considerably higher risk to relapse when Jithium 
maintained on lithium were included in the study therapy is interrupted. 
(mean duration of lithium therapy 3.9 years, mean After discontinuation of lithium, measures of 
lithium plasma level 0.68 mmol/l). These patients thyroid function showed an increase of the ratio 
stabilized on lithium were switched to placebo for a T,/TBG from 3.42 £0.70 to 4.19 - 1.11 (P. <0.005), a 
period of five weeks. decrease of TSH from 1.89+0.78 to 0.94+0.29 
Within 14 days on placebo 11 patients relapsed into „U/ml (P <0.001) and a decrease of TSH response to 
severe psychotic states with paranoid, manic and TRH from 14.0£ 87 to 4.5 £ 4.4 uU/ml (P. «:0.0005), 
depressive syndromes. The various psychopathological ^ Similarly prolactin response to TRH decreased from 
syndromes erupting after lithium withdrawal corres- 1189 +843 to 794t466 „U/ml (P <0.05) during 
ponded to the previous features of the disease of the placebo. 
individual patient. The immediate onset of psychotic symptoms. sug- 
The mean scores of standardized rating scales gests rebound effects due to lithium withdrawal rather 
applied showed a highly significant increase in psycho- than a spontaneous recurrence of the underlying 
pathological symptoms during the placebo period (see — disease during lack of lithium protection. This is in 
Table). accordance with findings of Small et al (1971) who 
| TABLE reported five patients relapsing within six weeks after 
Td lithium withdrawal, although previously well stabil- 
Mean scores of rating scales in 21 patients during lithium and ized on lithium. Alexander et al (1979) tried lithium 
| after lithium withdrawal therapy in schizophrenic patients and found that four 
out of seven responders relapsed within two weeks 


peus j paan p ura after lithium withdrawal. Recently Lapierre et al . 
PEE RR tee SCO POR CORE ee Se EUR RES ee Se eee (1980) reported a 20 per cent relapse rate with mania in. .- 
HAM-D 3.54 4.9 1110.9 P «0.002 manic-depressive patients during experimental lithium — 
BE ga ade S ote Gate : n withdrawal of only five days. - 
AMPHIIV —  .4.0t 4.7 17416 P «0.0001 It is generally assumed that if lithium maintenance 
Es uus | is no longer indicated in an individual patient it may 
uas Bii. 5 1 - dc be stopped abruptly with no adverse effects. It has 
been stated by Schou (1980) that neither abstinence 
HAM-D: Hamilton Deresi Scale; AMP III/IV: phenomena nor any accumulation of relapses (re- 
Arbeitsgemeinschatt f. Methodik u. Dokumentation in der bound) during the period immediately after dis- 
Psychiatrie; GAS: Global Assessment Scale. continuation of lithium were observed. Sporadic 


reports in the literature (Lapierre et al, 1980; Small et 





Most of the other patients not relapsing into Sah al 1971; Wilkinson, 1979) and our own findings, "e 


otic states (n. = 10) reported anxiety, nervousness, howéver,- seriously question this widely accep ted | 
increased irritability and alertness, sleep disturbances assumption. It may be suggested that a ‘stepwise 
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withdrawal of lithium with intensive supervision 
during the period of reduction and discontinuation 
may be a more adequate approach to preventing 
relapses, - 
To uf HELMFRIED E. KLEIN 
BRiGITTE BROUCEK 
a WALDEMAR GREIL 
Pryéliatrische Klinik ds Universitat Munchen, 
Nussbaumstrasse 7, 
D-8000 Munchen 2, 
W-Germany | 
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LITHIUM THERAPY AND THE RISK 
FOR LEUKEMIA 
DEAR Sir, 

There are now several case reports raising the 
question of a relationship between lithium and 
leukemia, Orr and MeKernan (1979), Hammond and 
Appelbaum (1980), Nielsen (1980) Levitt and 
Quesenberry (1980) have shown that lithium in vivo 
increases granulocyte production, and this mech- 
anism might explain the mild leukocytosis noted in 
many patients on lithium maintenance therapy 
(Gallagher and Gleaves, 1979). 

One hypothesis is that chronic marrow stimulation 
by lithium may induce leukemia, especially of the 
myelogenous subtype. In order to examine this 
question we decided to search for any overlap in the 
diagnoses of bipolar affective disorder and leukemia 
among patients in our institution. Over the past 10 
years our hospital has treated 710 in-patients with 
bipolar affective disorder and 571 patients with 
leukemia. Data obtained from the State Tumor 
Registry indicates that our hospital treats approxi- 
mately. half of all leukemia patients in Iowa. Our 
experience is that patients treated in this hospital for 
a major medical or psychiatric problem usually 
receive treatment here for other illnesses that develop. 


^. Our anticipated incidence of leukemia in the bipolar 


sample was 1-2 cases (Gallagher and Gleaves, 1979) 
and we therefore would expect to identify 0-1 case 


by our survey. Another assumption was that almost all 
of the bipolar patients would have been exposed to 
lithium at one time or another, and many would be on 
chronic therapy. Support for the hypothesis would 
come by finding a significantly increased incidence of 
leukemia in the lithium-treated patients. 

We found no ceses of leukemia in the group of 
bipolar patients. This finding speaks against an 
association of lithium treatment with leukemia. 
However, a well-designed, prospective study that 
specifically follows up on each subject would put the 
hypothesis to its proper test. 





JOHN LYSKOWSKI 
| HENRY A. NASRALLAH 

University of lowa College of Medicine, 

Department of Psychiatry, 

owa City, lowa, U.S.A. 
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IDENTIFICATION OF DISEASE ENTITIES 


DEAR Sim, 

We have been surprised at the lack of corres- 
pondence relating to Kendell and Brockington's 
paper on the identification of disease entities (Journal, 
1980, 137, 324-31). Apart from one letter which is 
critical on broadly philosophical issues, there has been 
little discussion of the statistical basis of the proposed 
technique, which, since the authors invite its use by 
others, has considerable importance. | 

It seems to us that the authors oversimplify by 
implication the interpretation which would be made 
had even a clear nonlinearity been observed. The 
situation is complicated by the fact that the scales 
used in psychiatric research are seldom natural 
interval scales analogous to those found in the 
physical sciences (e.g. weight). The intervals between 
points on the scales cannot be guaranteed. to be of 
equal size—any given interval can be arbitrarily 
stretched or squashed, makinga nonsense of any assess- 
ment of linearity of the resulting plot. Admittedly 
some. of the scales referred to are weighted. averages 
(the discriminant functions) and the averaging process 
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will tend to alleviate the difficulty. On the other hand, - 
one of the scales (the first outcome scale: time in- 
hospital) is a proportion—which saturates at 0 andl, 1 


producing a characteristic S-shaped curve! 


In any case, even if one was happy about the 


interval nature of the scales it is improbable ! 
a priori, the relationship between symptomatol 
and outcome would be linear. As Guttman puts 4 


"In the social sciences, at least, linearity should be m X 
regarded as a departure from non-linearity and not — g 


vice-versa” 
In view of these difficulties we would like to TET 
that even if the method gave clear indications of a 
non-linear relationship this should at best be regarded 
as merely indicative and in no way conclusive. 
C. THOMPSON 
The Maudsley Hospital, 
Denmark Hill, 
London SES 8AZ 
i D. J. HAND 


-Institute of Psyċhiatry, 


[Denmark Hill, 


.... London SES 8AZ 


INTER-RATER RELIABILITY IN 

MULTI-CENTRE TRIALS 
DEAR SIR, 
In interpreting the results of the study by Fisch et al 
>C (Journal, February 1981, 138, 100-9), it should be 
appreciated that they used a drastically reduced 
version of the Hamilton Depression Rating Scale 
(HDRS) of only eight items instead of the original 
eighteen. Furthermore, the HDRS. is an instrument 
for rating change in depressive illness and is not 
designed for diagnostic procedures. Fisch et al used 
written descriptions of mythical cases for their 
physicians to rate, but video-tape interviews with 
patients may be a more useful procedure for increasing 
inter-rater reliability. Thus, in studies involving 
members of our group, Tiplady and Louden (1980) 
found that during video-tape sessions lasting one day, 
there was a significant improvement. in inter-rater 
reliability (P <0.01) from first to last rating. 

DAVID WHEATLEY 

The General Practitioner Research Group, 
325 Staines Road, Twickenham TW2 5AX 
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Dear Sir, - 
Catherine Finlay Kinnes states Goera February 
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i possibility occurred to me and my associates 
al years ago. We selected three patients in whom 
ig appeared to be substantial, and measured the 
amount of drug lost by. absorbing it on to filter paper 
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to o a greát deal. "Using the “Z” technique may still 
be worthwhile in those patients who ooze, but I hope 
our data alleviate the concern that such losses. are 
clinically important. 


| ÁRTHUR RIFKIN. 
The Mount Sinai Medical Center, TON 
One Gustave L. Levy Place, 

New York, N. Y. 10029 


ANOREXIA NERVOSA AND 
PSEUDO-ATROPHY OF THE BRAIN 
Dear SIR, 

We wish to report.a case of anorexia nervosa who 
was found to have the appearance of generalized 
cerebral and cerebellar atrophy on EMI scan: the 
'atrophy' reverting to normal when the patient's 
general condition improved, 

We were asked to see a 14-year-old. prepubertal 
girl, who presented with severe weight loss, intolerance 
to cold, headaches and abdominal pain. Her weight 
on admission to the general paediatric medical ward 
was 10 kg below the 3rd centile and her height was 
above the 10th centile. Neurological examination 
revealed no abnormalities and examination of the 
fundi showed no optic. atrophy. e eH 
res es: skull XR, again w were normal: | 
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When her weigl " T )se ‘ 













EEG recording showed no de faite R E MI 
scan showed that the atrophy had disappeared. These = 
changes in the EMI scan have been reported by Heinz a 
et al (1977) and Enzmann and Lane (1977). hen Y: 





258 CORRESPONDENCE 





Fic 2.—Repeat CT scan, three months later, showing a 
normal brain. 





EMI scan has become a valuable investigation for 
excluding space occupying lesions which may mas- 
querade as anorexia nervosa. It is important therefore 
to be aware of these apparently reversible changes. 
What causes them and whether they have any bearing 
on the pathogenesis of anorexia nervosa merit further 
study. 


P. SEIN 
S. SEARSON 
A. R. NICOL 
Nuffield Psychology and Psychiatry Unit, 
Fleming Memorial Hospital, 
Newcastle upon Tyne NE2 3A X 
K. HALL 


Regional Neurological Centre, 
Newcastle General Hospital, 
Newcastle upon Tyne 
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THE TWO MANIAS 
DEAR SIR, 

I am afraid that Dr Hare, in writing his article 
(Journal, February 1981, 138, 89-99) has fallen into 
error on a number of matters which I feel I must 
point out. 

(1) *Partial versus total' insanity has been an issue 
since before Locke (Causabon, 1655) relating to 
either the intensity or extension of symptoms, 
and cannot be said to be conceptually dependent 
upon the 19th century debate between Asso- 
ciationism and Faculty Psychology. Because of 
this it is equally wrong to postulate any con- 
tinuity between this and the concept of ‘Ein- 
heitspsychose'. The ‘unitary psychosis’ view 
developed as a solution to aetiological and 
taxonomic difficulties that could only have 
originated during the 19th century as a result of 
fundamental changes in the concept of illness 
(Llopis, 1954; Valenciano, 1970; Janzarik, 1969; 
Vliegen, 1973). 

(2) The particular strand of Faculty Psychology 
that influenced French views on insanity is un- 
likely to have been Kantian in origin. Instead 
there is growing agreement on the relevance to 
this of the Scottish philosophy of common sense 
(Albrecht, 1970; Klein, 1970; Klemm, 1911; 
Brooks, 1976) and of the bridging role of 
Pierre Royer-Collard. At any rate there already 
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DEAR SiR, 

Hare's argument (Journal, February 1981, 138, 
89-99) that insanity has changed in course and out- 
come due to changes in ‘host immunity’ may be 
correct to a certain extent, but he seems to have over- 
stated the case considerably, a disproportion due to 
neglect of the frequency of organically caused psych- 
osis. It is surely not controversial to state that certain 
cerebral affections (such as amphetamine intoxication 
and brain disease associated with focal epilepsy) may 
mimic more or less exactly so-called functional 
psychoses, and I suspect that these covertly organic 
psychoses were common and accounted for the deter- 
iorations described, the two main causes being 
infections and toxins. 

Infections are liable to change their geography and 
their virulence, and their effects are also related to the 
general health of the community and the individual. 
For example, in Shakespeare's day the fens of East 
Anglia harboured malaria, which is now a tropical 
(or travellers’) disease; streptococci now rarely cause 
scarlet fever which was commonplace 50 years. ago; 
the influenza pandemic of 1918 probably flourished on 
the debilitation of the surviving population and was 
associated with severe sequelae; encephalitis leth- 
argica, too, is now hardly a common condition. 

The same principles of availability and host sus- 
ceptibility apply to the numerous poisons which man 
inflicts on himself, whether from contamination (such 
as lead from water pipes) or from self-medication 
(with substances such as bromides and opium): pink 
disease provides a good example of this latter prob- 
lem. Alcohol was freely available in the 19th century 
and it is not likely that alcoholism was less common 
then than now. 


The evidence that deteriorating psychoses were 
associated with brain disease was clearly presented by 
Kahlbaum (1874): the clinical features described in 
those with a downhill course included epileptic 
seizures and hemiplegias, while the post-mortem 
findings frequently showed macroscopic changes in 
the brain (although it is difficult to discern the exact 
nature of the pathological entities present). The other 
remarkable feature of the autopsy examinations is the 
high incidence of tuberculous lesions both pul- 
monary and intestinal. The idea springs to mind that 
tuberculous meningitis may have.been responsible for 
a proportion of these cases, as it is notoriously 
difficult to diagnose, has a chronic course with 
variable outcome, and preferentially affects the base of 
the brain, i.e. those structures such as the brain-stem, 
temporal lobes anc rhinencephalon implicated in 
latter-day neuroanatomical theories of psychosis. 

The concept of changes in host resistance to the 
accession and chronicity of noxious influences is very 
appropriate if earlier psychoses often had an organic 
cause; if this is not the case it is difficult to under- 
stand why schizophrenia diagnosed today runs a 
more benign course and has a better outcome in 
developing than in developed countries (World 
Health Organisation, 1979). The argument that 
physical health in developing countries is superior is 
scarcely tenable, and. one must invoke either addi- 
tional factors accounting for course and outcome or 
posit an awkward extension of ‘health’ to cover 
psychological and social factors, with the addendum 
that these factors are so superior in developing coun- 
tries as to more than counterbalance the physical 
debit. 

The motivation of Hare's article apparently derives 
from past discrepancies in the terminology, descriptive 
psychopathology and prognosis of psychoses. Yet 
even now there are severe discrepancies on these 
points to the extent that consecutive papers on 
ostensibly the same subject adopt incompatible 
approaches (Ciompi, 1980 and Kety, 1980). The 
presence of these discrepancies does not necessarily 
indicate different events or illnesses but rather 
differing interpretations of comparable observations. 
Past discrepancies must be susceptible to similar 
differences, especially given that they. were not con- 
temporaneous, that there were. fewer influences 
uniting the European cultural milieu than now, and 
earlier observers had the benefit neither of standard- 
ized assessments of psychological and physical ab- 
normalities nor of powerful statistical. Piece for 
analysing their data. 

Finally, may I take issue with the ‘rarity’ of pro- 
found dementia in schizophrenics. Although it is 
certainly a minority of schizophrenics who develop 


^. our understaffed mental hospitals and by the device 
‘community care’ whereby relatives are recruited to` 
the nursing of these impaired folk. A very illuminating. 






















this mass of morbidity by a thin red line of nurses 


account of these severe impairments was given by 
Morgan (1977), and such deficits remain despite the 
easier access of people with acute, good-prognosis 
mental illnesses to in-patient care and epidemiological 
statistics. 


Davip DoDWELL 
Department of Psychiatry, 


= University Hospital of South Manchester, 


West Didsbury, Manchester M20 SLR: 
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Beyond the Information Given: Studies i in the Psycho- 
logy of Knowing. By JEROME S. BRUNER and 
Contributors. Selected, edited and introduced by 
Jeremy M; ANGLIN, Hemel Hempstead: George 
Allen & Unwin. 1981. Pp 502. £5.95. 


Jerome Bruner has been one of the dominant 
figures in psychology over the past 20 years. His work 
spans an enormous range, and yet is strikingly 
coherent in the commonality of the themes which 
emerge across apparently diverse topics. These 
features of his approach are clearly brought out in the 
present collection of his papers, representing each of 
the five main phases of his work, and gathered under 
the headings: perception, thought, skill in infancy, 
representation in childhood, and education. Bruner 
has always emphasised man's cognitive nature, his 
character as a processor of information. The major 
common theme running through the papers collected 
here is, as the title suggests, Bruner's constant concern 
with the constructive nature of cognition, the tendency 


to draw inferences beyond the immediate data given. 


Other related threads are also present in each phase; 
for example, in Bruner's emphasis on motives and 
contexts in cognitive processing, whether the issue at 
stake is performance in a perceptual task or learning 
in school; or Bruner's emphasis on the ways in which 
different representational systems, whether construc- 
ted by individuals or passed on through cultures, act 
as tools of knowledge. 

Bruner's ideas have been seminal in psychology. 
Reading this collection of papers one sees the genesis 


of many of the issues which define current psychologi- 


Psychology, Un. ! 


cal research, particularly in developmental areas. It is 
true that some of the papers, particularly those 
reporting earlier empirical work, now seem dated. But 
much of the theoretical material is as relevant today: 
as when it was first written. 

This reissue of the book in paperback is welcome; 
but since paperbacks are intended to open readership 
possibilities to the undergraduate, I have a slight 
reservation. Anglin’s introductory notes to each of the 
five sections do an excellent job of pulling out the 
common themes and key elements in Bruner’s 
approach. But they do rather less well in setting the 
work in its wider context. It. would have been helpful, 
particularly for undergraduates and others coming 
freshly to this volume, to have a somewhat extended 
and updated commentary on Bruner's contribution, 
both in historical and in contemporary terms. 

But the reservation. is small. The book will stand 
by itself, both as a tribute to its author and as a 
continuing influence on psychological thinking. u 


STEPHANIE THORNT 0 Lecturer i in Developmental 
f Sussex 













Neuropsychiatry. } y MiCHARL R. TRIMBLE. Chichester: 
John Wiley. 1981. Pp 287. £13.60. 

This book is interesting and readable. In the preface 
it is stated that. it is intended for psychiatrists and 
neurologists in training, and those who wish to 
explore the - borderlands - between neurology and 
psychiatry.. This: Jast group will include many psych- 
iatrists who work in settings with no particular 
neurological bias. They will find in this book a clear. 
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description of the type of clinical problems encoun- 
tered in neuropsychiatric practice and a helpful guide 
to the practical management of such cases. 

Of the eleven chapters the first is a brief but elegant 
historical introduction, the second a succinct account 
of the nervous system, the third and fourth deal with 
general aspects of psychiatry and psychopathology 
while the remainder, with the exception of the last, 
deal with neuropsychiatric topics. This means that the 
general psychiatric topics are dealt with in a much 
more economical style than the rest of the subject 
material. This uneven emphasis will be obvious to 
psychiatrists in training and for them it will be no 
disadvantage as much wider reading in general 
psychiatric topics is necessary for them. It would also 
be desirable for neurologists in training as the dog- 
matic style of the general psychiatric section could 
encourage a rather limited view of psychiatric issues. 
In general there is ample and accurate reference to the 
literature but there are a very few slightly uncon- 
ventional statements for which no supporting reference 
is given. This book could be read with profit by 
trainees and by those who passed their examinations 
long ago. It would be a useful addition to the library 
of most psychiatric departments. 


Eve C. Jounstone, Member of Scientific Staff and 
Honorary Consuitant Psychiatrist, 
Clinical Research Centre, Harrow, Middlesex 


Guidelines in Psychiatry. 2nd edition. By L. S. GILLIS. 
Cape, South Africa: David Philip Publisher. 
1980. Pp 258. South African Rands 10.50. 


Psychiatry: Continuing Education Review (355 Essay 
Questions and Referenced Answers). By Joun C. 
Dürrv. 2nd edition. New York: Medical Examin- 
ation Publishing. 1980. Pp 177. $13.75. 


Guidelines in Psychiatry is a short introduction to 
clinical psychiatry written for the Southern Africa 
situation, bearing in mind that 'the psychiatric 
management of rural tribal blacks, for instance, is 
likely to be quite different from that of whites living 
in a large cosmopolitan city, and there are many 
manifestations of mental illness that are quite parti- 
cular to this part of the world'. In common with most 
short books, the text suffers because of an abbreviated 
and highly simplified consideration of clinical prob- 
Jems. Nor are we provided with insights into the many 
differerices which must inevitably. Occur in the pro- 
vision of psychiatric: services for rural blacks on the 
one hand and urban whites on the other. There is, 
however, an interesting chapter on cultural variation 
in psychiatric illness and the various provisions for 
psychiatric admission to hospital under the South 





African Mental Health Act of 1973. There is also. 
commendable emphasis on encouraging the acquisi- 
tion of psychiatric skills by all members of health 
teams and on primary prevention, Each chapter ends 
with a learning aid in the form of self-administered 
questions. 

Psychiatry: Continuing Education Review is a 
compendium of brief synopses of a wide variety of 
papers which have appeared recently in the psychiatric 
literature. Each is preceded by a statement of the 
subject matter in question form. Topics range widely 
throughout clinical psychiatry and half of the text is 
concerned with disorders of childhood and ado- 
lescence. The book is presented as '355 thought- 
provoking questions' and this method of approach is 
certainly a novel way of encouraging the reader to 
concentrate on the central theme of each paper. The 
quality of the synopses tends to vary widely from the 
factual to the impressionistic and this, together with 
an erratic sequence of content, renders the text more 
suitable for browsing through than intensive reading. - 


H. G. MORGAN, Professor of Mental Health, 
University of Bristol 


Mental Hiness in the Community: The Pathway to 
Psychiatric Care. By Davin GOLDBERG and 
PETER. HuxLEv. (Foreword by MICHAEL SHEP- 
HERD). London: Tavistock Publications. 1980. 
Pp 191. £8.50, £4.25 (paperback). 


David Goldberg and Peter Huxley give a critical 
and thoughtful account of the growing body of 
research in primary care of the emotionally distressed.. 
They go on to demonstrate the selection. processes 
which determine which distressed or disordered 
individuals seek medical help and which will have 
their disturbance detected. They further distinguish 
between those, thus recognized, who are treated in 
primary care systems and those who will be referred 
for specialized psychiatric treatment. Unfortunately 
most studies still consider this filtration process in 
terms of symptom severity and distribution, The part 
played by social factors tends to be underestimated, 
although the authors do much to correct that bias. | 
However, in future studies, greater use could be made 
of the psychological and sociological knowledge and 
more attention given to the various pathways from 
psychiatric care. 

The book is an excelient and well organized account 
of what is known of tbe relationship between primary 
and secondary care. It is a pleasure to read, a useful 
reference, reasonably priced and definitely a *best buy'. 


Doucras BENNETT, Consultant Psychiatrist, 
The Bethlem Royal and Maudsley Hospitals 
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In Our Own Hands: A Book of Self-Help Therapy. 
-By SutiLA Ernst and Lucy Goopison. London: 


The Women’s Press. 1981. Pp.238. £3.95. | 
Over the past two decades there have been a 


. zation and health which taken together have become 


known as the self-help movement. Increasing numbers 


of people, by sharing problems, experiences, inform- 


ation and techniques with others in the same boat, 


have been able to prevent, manage or solve common 
problems; change their own and others' perceptions; 
re-order relationships with family, friends, neighbours, 
colleagues, professionals and the state and so gain or 
regain control over certain aspects of their lives. 

There has been hardly any newspaper, magazine or 
professional journal which has not carried some 
article describing the activities of some self-help 
group. There have been a number of books setting 
out the principles and practices of self-help in relation 


. to particular problems or situations and there are 
now self-help TV shows at peak viewing times. Jn Our 


LAM 


Own Hands is an addition to this mass of information 


and literature. It focusses on the question of how 
women can have access to, transform and use for 
themselves and each other aspects of therapeutic 
techniques which are usually inaccessible within the 
confines of privileged professions or expensive training 
programmes. In addition to exercise-packed chapters 
on gestalt, encounter, body talk, dreams, psycho- 
drama and regression there are discussions of how to 
start and to keep going a self-help therapy group and 
on the place of self-help therapy in relation to the 
women's movement. and other aspects of socio- 
political structure. In Our Own Hands is an extremely 
well-written, clear, succinct presentation of a political 
position, an accumulated experience and a set of 
recipes for action. I wholeheartedly recommend it. 


Davip ROBINSON, Senior Lecturer in Health Studies, 
University of Hull — | 


Detoxification of Habitual Drunken. Offenders. Scottish 


Health Service Studies. No, 39. By Joun R, 
HAMILTON, ANN GRIFFITH, BRUCE Ritson and 
R. C. B. AITKEN. Issued by Scottish Home and 
Health Department. Pp..140. £3.00. (Obtainable 
from the office of the Chief. Scientific Officer, 
Scottish Home and Health Department). 


This book is a detailed account of the experimental 


detoxification service set up in Edinburgh from 1973. 


to 1975—firstly in the Regional Poisons Treatment 


- Centre and later in the Royal Edinburgh Hospital. 
One hundred male alcoholics with previous drunken- 


ness convictions were the cohort who were randomly 
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^ allocated. to either the detoxification facility or the 
police cells. During the experimental year it proved 


possible to manage drunken offenders in a medical 


and. rehabilitative system rather than a penal one. 


... number of developments in relation to, among other Ui 
things, housing, employment, neighbourhood organi = 


f the most interesting sections deals. with the 
es of doctors and nurses towards alcoholics— 
drunken, dirty ones—and shows how staff 
train : in psychiatry are apparently essential to care 
for these: difficult: men. One year’s follow up with 
85 per cent of the cohort, demonstrated improvement 
in the ‘spheres of accommodation, the subjective 
impression of the quality of their lives and possibly in — 
their physical health. 

This book gives a.clear and well written account. of 
a useful, timely investigation. 





P. W. KERSHAW, Consultant Psychiatrist, 
Gartnavel Royal Hospital, Glasgow 


A Multidisciplinary Handbook of Epilepsy. Edited by 
Bruce P. HERMANN. Springfield, Ilinois: Charles. 
C. Thomas. 1981. Pp 358. $34. 50, $26.75 (paper- | 
back). 7 

Perspectives -on Epilepsy. 
MCGOVERN...” 
Epilepsy Association. 1980/81. Pp 107. No price 
stated. 


In recent. years there has been an explosion in the 
literature of epilepsy but the persistent similarity of a 
lot of them is broken by Hermann's interesting 
collection of. chapters, the purpose of which is to 
explore the multidisciplinary aspects of epilepsy and 
its management in more detail. It is: of particular 
value for physicians who do not already possess a 
great deal of knowledge about epilepsy, but who have 
to manage such problems clinically. Psychiatrists in 
particular may be encouraged to explore its contents, 
as so much of the evaluation of epilepsy involves 
psychosocial evaluation and care which inevitably 


Edited by SHELAGH | 


skirts the psychiatrist's province. i 
The book starts with a well-presented and easy to o 


understand medical overview -of epilepsy, and is 
followed by chapters on neuropsychological impair- 
ments in epilepsy, interictal behaviour disturbances in 
epilepsy, and psychosocial aspects of childhood 
epilepsy. There -are individual chapters devoted to 
employment, social work, genetic counselling, dental 
care, nursing, and self-help groups in epilepsy, most 
of which are written with an enthusiasm that is 
peculiarly Amer , although the literature reviews 
: f: therein are useful. Interestingly, 
zation of ideas, although it is easy 
' almost evangelical approach of 
some of the authors to their subject. For those 
directly involved: in the management of epilepsy it is 
















Workingham, Berkshire: British. ps 
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interesting to note that only five of the eighteen 
contributors have medical degrees, reflecting the wide 
range of professionals who can be and perhaps should 
be involved. in the IDanegerment of epilepsy and its 
problems. 

Perspectives on Epilepsy, the third publication from 
the British Epilepsy Association's annual series, will 
also be of value on the psychiatrist's shelf, again 
emphasising many of the non-neurological aspects to 
problems in epilepsy. The reviews are brief and 
informative, amd emphasise the Association's concern 
with the needs cf the epileptic patient. 


MICHAEL TRIMBLE, Consultant Physician in 
Psychological Medicine, The Nanonal HOUpHas for 
Nervous Diseases, London | 





Delirium: Acute Brain Failure in Man. By Z. J. 
Lipowski. Springfield, Illinois: Charles C. 
Thomas. 1980. Pp 567. $39.75. 


Delirium is a syndrome which is commonplace to 
all clinicians but its very familiarity has bred, not 
contempt, but neglect. Whether or not the author's 
claim is true, that this is the first monograph on 
delirium in English since the 16th Century, it certainly 
represents a valiant attempt to rectify the position. 

The book is divided into two sections. Part I covers 
the historical development of the modern concept of 
delirium and its aetiology, pathogenesis, psycho- 
pathology, differential diagnosis and management. 
The author is dismissive of ambiguous terminology 
such as 'toxic psychosis' and clouding of conscious- 
ness, preferring to regard delirium as a 'disorder of 
wakefulness'. No doubt cerebral arousal mechanisms 
are involved but drowsiness is not delirium nor 
sleep coma. 

Part II deals in detail with the various causes of 
delirium including drügs and toxins, metabolic and 
infective disorders, brain lesions and delirium in the 
special circumstances of the puerperium, the senium 
and after surgery. Despite a tendency to over- 
inclusion and repetition this massive and painstaking 
review of an important yet common condition, with 
more than 500 pages and over 2,000 references, is a 
monument to its author's industry and perspicacity. 
It will be of particular value as a reference work and 
source book and as such can be recommended to all 
who treat delirious patients. 


K. DAVISON "of Newcastle acd and Lecturer, 






Niros for Psychiatrists. By CHaRLEs E. WELLS 
and GARY. W. Duncan. Philadelphia: F. A. 
Davis. 1980; Pp 241. $27.50. 


The expressed aim of this book is ‘to define and 


provide what the clinical psychiatrist needs to know 
and will find applicable about clinical neurology’. 
Although there are chapters on neurological examin- 
ation and diagnostic procedures the emphasis through- 
out is on those neuropsychiatric syndromes and 
psychiatric complications of neurological disease about 
which psychiatrists are often consulted. The range of 
topics includes delirium, coma and. stupor, dementia, 
headache and facial pain, epilepsy, sequelae of 
chronic alcohol abuse, disorders of motility and head 
trauma. Each subject is covered adequately yet 
succinctly and a bibliography is provided for each 
chapter. The text is informed by much clinical 
wisdom which is testimony to the authors’ wide 
experience in this field, and it is a useful survey of a 
relatively neglected area. 


KENNETH Davison, Consultant Psychiatrist and 
Lecturer, University of Newcastle upon Tyne 


Out of School: Modern Perspectives in Truancy and 
School Refusal, Edited by LioNEL Hersov and 
IAN BERG. Chichester: John Wiley. 1980. Pp 377. 
£15.50. 


Multi-authorship is not always. as satisfactory in 
practice as it would seem to be desirable in principle, 
especially when a relatively narrow subject is under 
review. Here, however, the editors, both recognized 
authorities contributing a great deal themselves, have 
brought together the views of most of the prominent 
authors in the field on both sides of the Atlantic 
without excessive contradictions or too great a 
difference in journalistic style. Names such as Eisen- 
berg, Lee Robins, Rutter, etc, usually mean 
essential reading in child and adolescent psychiatry 
and few would be disappointed with this compendium 
and its multi-disciplinary approach. This compilation 
is likely to become a ‘bible’ of sorts and needs to be 
studied; if not owned, by all workers in this field. 

Aspects covered in the seventeen chapters range 
from epidemiological findings; factors in the school, 
home and elsewhere; the difficulties as seen by the 
law, schools, ‘children themselves; various forms of 
intervention and the first year of employment as 
related to school attendance. Surprisingly, this reveals 
that apart from factors related to low scholastic 
achievement, absenteeism in the 5th year of second- 
ary schooling, (up to 25 per cent in inner London) 
does not necessarily adversely affect the first year of 
employment insofar as job satisfaction, number of 
jobs heid, dismissals, etc., are concerned: 


HERBERT ETKIN, Consultant Child and Adolescent 
Psychiatrist, St Francis Hospital; Haywards Heath 
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The Retreat, York 


for Psychiatric llinesses 


Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals The Retreat is a 230-bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 


Care and treatment is offered for all types of psychiatric illness on the short or long term 
in a sympathetic and friendly atmosphere. Patients suffering from neuroses, psychoses, 
alcoholisrn and dementia are treated by the full-time consultant psychiatrists in surround- 
ings suitable for their individual needs. Outpatient facilities are available by appointment 
with the consultant medical staff. 


The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £21.00 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York YO1 5BN 
(Telephone 0904 412551). 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, The Royal 
College of Psychiatrists, 17 Belgrave Square, London SW 1X 8PG. 


Contributions are accepted for publication on condition that their substance has not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of the 
Royal College of Psychiatrists. 


Articles published become the property of the Journal and can be published elsewhere in full or part only with 
the Editor's written permission. 


Manuscripts Two high quality copies (one of which should be the origina! typescript) should be submitted. 
Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages must be 
numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of the 
authors should appear on the title page; their names, degrees, and affiliations should be given at the end of the 
paper. 

A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 

References should be listed alphabetically at the end of the paper, the titles of journals being given in full. For the 
reference list, authors should follow the style of the Journal and study the illustrations set out below. Titles of 
books and of journals will be printed in italics and should therefore be underlined in the typescript. 


KENDELL, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 

RUTTER, M., TIZARD, J. & WHITMORE, K. (1970) Education, Health and Behaviour, p 14. London: Longman. 

SCOTT, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual Deviation 
(ed. I. Rosen). Oxford University Press. 

DURKHEIM, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding and C. 
Simpson, pp 191-206. London: Routledge and Kegan Paul. 
In the text, references should be made by giving in brackets the name of the author and the year of publica- 

uon, e.g. (Smith, 1971); or ‘Smith (197 D showed that...’ 


Symbols and Abbreviations Follow 'Units, Symbols and Abbreviations, a Guide for Biological and Medical 
Editors and Authors’ (1971, The Royal Society of Medicine, 1 Wimpole Street, London WIM 8AE). Terms or 
abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the text 
should be indicated (Table I here). Figures for reproduction in the paper must be drawn in black ink with reason- 
ably thick lines to stand the reduction in size in block-making and must be on a plain white background not on 
graph paper. One original drawing or good bromide print should be submitted together with one photocopy. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes required 
for conformity with Journal style. 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer's errors may be 
dis-allowed or charged to the authors. Reprints prepared at the same time as the Journal should be ordered for ail 
authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the journal, great importance is attached to concise- 
ness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published by the 
Royal Society (6 Carlton House Terrace, London SW1Y 5AG), 1974 edition. They should check the accuracy of all 
references in their manuscript and ensure that dates and spellings correspond in the text and reference list. 
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ln JOURNAL OF SOL OCTOBER 1981, 


GOVERNMENT OF DUBAI 
DEPARTMENT OF HEALTH 
AND MEDICAL SERVICES 


A pplications are invited for the undermentioned post 
with the Department of Health and Medical Services, Dubai. 


CHILD PSYCHIATRIST 





Qualifications: M.B., B.CH., D.P.M. and/or M.R.C.(Psychiatry). 
Experience: At least three years experience with the ability to speak Arabic fluently. 


Terms and Conditions: Tax-free salary according to qualification and experience, 
with free furnished accommodation and return air passages every year. The appoint- 
ment will be on the basis of two-year contract in the first instance renewable by mutual 


, agreement. 


Apply with curriculum vitae enclosing a recent photograph to the Senior Administrative 
Officer (Recruitment), Department of Health and Medical Services, P.O. Box 4545, 
Dubai, not later than two weeks from the date of publication. 


PSYCHIATRIST(S) 


PEEL MEMORIAL HOSPITAL, 
BRAMPTON, ONTARIO, 
a city of 150 thousand within 20 miles 
of Toronto, Ontario, 42 bed psychiatric 
unit, to be expanded to 60 beds, full: 
complement of supportive. disciplines. 
Additional staff is needed to supple- 
“ment present staff of 4 psychiatrists in a 
busy Community Hospital. The position 
combines an active consultation prac- 
. tice, admitting privileges to a 
psychiatric unit and. an active private 
practice in thé community. Brampton is 
a pleasant | community, with the 
advantages: of a large city nearby, com- 
bined with. the. conveniences of a 
smaller community. The demand for - 
Service is high so the incumbent should _ 
develop a successful private practice - 
. quickly. The applicant must be fully .. 
 qualifi ied, with specialists qualifications 
in psychiatry. ' 


Apply to: Director, Psychiatric Services, 


Peel Memorial Hospital, 
. 720 Lynch Street, — 
Brampton, Ontario Canada L6W 228 


F ELLOWSHIP IN 
. NEUROSCIENCE 


One Year Appointment | 


Full-time position available in the Department of 
Neuroscience of a large Medical Center affiliated with 
Northwestern University Medical School. Responsi- 
bilities include: Evoked. Potentials, ^ Electric - 
Encephalography and. 24-hour Holter E.E.G.'s. 


Three years of experience in neuroscience with 
emphasis on neurology and in-patient and out-patient 
procedures preferred. The selected appointee will be 
working with other professionals associated with 


Loyola University Stritch School of Medicine and.the 
_ University of Illinois Medical Center. | 


Cover letter and curriculum vitae. ef interested 
candidates should be sentto: — ^. Lr 


D. M. VUCKOV CH. 
Vice-President, Neu os cie 


Columbus- Cunco-Cabrini 
2520 North Lakevies 
Chicago, Hlino 60614 


Equal Opportunity Employer M/F : 
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Open to both 
men and women 


Opportunities for Psychiatrists 
in Canada . — c — 


inmates on acirnissión: prescribe and conduct treatments 
for individuals or groups of inmates; provide: professional 
precautionary advice; recommend areas of occupational 


pu Salary to $53,546 | : inmates on parole; act.as psychiatric consultants and 
| S assist in the Centres' Training Program. Directors could 
be either medical directors responsible for the complete 
ae operation of the Regional Psychiatric Centre ar clinical 
aS 5 DIR ECTORS directors responsible fot the planning, organization and 
po NACER direction of 8 treatment program, in the Regional 
Salary to $57,050 Psychiatric Centre in disciplines such as psychiatry, 





| S psychology, social work, occupational therapy and 
———— MEAT EIE education. All directors’ positions have supervisory - 


! responsibility for other psychiatrists and supporting 
Kingston, Ontario. medical and paramedical staff; All three centres are 


Saskatoon, Saskatchewan affiliated with the local universities. 
Abbotsford, British Columbia 


circa HET ESE QUANH BRI SUPI NEE O SSH RONPH GEL NNMERO, 


For additional information àn these positions or on 
licensing requirements in. Canada, please send your 
résumé to the address below; — 


for several director and clinical psychiatrist positions at | " 


AN How to apply 
hree Regional Psychiatric Cent: 
three Regional Psychiatric iis Send your application form. and/or résumé to: 


Francine Boisvenue 

Public Service Commission of Canada 
National Capital Region Staffing Offica 
L'Esplanade Laurier, West Tower, 16th floor 
Ottawa, Ontario. KITA OM7 Canada 


‘certain Alt PAAR RVR BYORI CH ER UR APT IE KAN ITAL IAM eA 


Opportunities in the field of forensic psychiatry are open 
to medical specialists accredited as trained psychiatrists 
and licensed to practice in Canada. Clinical psychiatrists 
positions will be filled by specialists with experience in 
the practice of psychiatry; director' positions require in 
addition experience in administering a treatment program | 
and related management functions. Please quote reference number 81-NCRSO-OC-CSC-10820 | 





Canada| 

















Therapy will be offering Workshops as detailed 


:-RAPY 
Learning takes place in large and s 


The following Courses will commence in 
October, 1981. Additionally during the Winter 
1981/Spring 1982 term the Institute of Family 
introductory course in family and marital therapy, 1981/82 
lectures, video tape illustration, ex 
subsequent group 
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iv 
agency settings. 
all groups using 


below: 
Therapy and will take particular. account of the 
m 
ercises and roie 





structure and function of members’ 


This one year multi-disciplinary course runs for 30 
sessions on Tuesday afternoons, and is open to all 
practitioners who wish to learn about families and 
family systems. The course examines in detail 
practical issues facing those beginning Family play skills rehearsal, 
Observation seminars of family work 
Members of this ongoing observation group observe have the opportunity for 
an experienced therapist working with families and discussion. 
Seminars for social workers and probation officers | 
A series of 10 by 2 hour discussion work- current practice. Participants will be expected 
shops for social workers and probation officers to bring case material after appropriate 
ng to develop their understanding of clearance with their agencies. P 
ADVANCED COURSES 
Continuation family-and marital course, 1981/82 


family systems and its relationship to their 
chosen ways of working. 


using video tape, role play and reading. Members 
settings. Members bring audio and video tape of 
their work and invite client families to the Work- 


are encouraged to develop their own personal style 
and to relate their own family experience to their 


wishi 
families . . 


This course runs for 30 two-hour weekly sessions 
and is intended for those who have done an appro- 
priate Introductory Course. it concentrates further 
on teaching different techniques of intervention, 
Clinical workshops 
shop for live consultation. 
Systemic family therapy, the Milan Model 
of 10 sessions in which the concepts developed in 
the first term are carried into live work with 
seen at the Institute will be available. 
e Institute will 


the concepts devioped in the first term are carried 





study in — 


These Workshops run for 20 weekly sessions of 24 
hours. The focus is on the development of clinical 
have been studying each other's work with families 
currently in treatment. In this two-day workshop 

«s ve s. 


skills, using current cases in the participants’ work 
teach the principles of 
Structural family therapy 
into live work with families seen at th 
be available. 







Circularity and Neutrality from a 


share in 







Hypothesizing, 


This. 10 session course will 
theoretical and technical viewpoint. A further term 
This 10 session course will teach the principles and 
skills of this approach in detail, including joining, 
boundary making, intensification, unbalancing and 
enactment. A further term of 10 sessions in which 
E F WORKSHOPS AUTUMN 1981/SPRING 1982 
| Two-day workshops 
Salvador Minuchin. will present a two-day work- 
st iy, 27th November and Saturday, 28th 
COMPARATIVE APPROACHES TO they invite participants to s 
APY. EL m which they will present a fi 
Cooklin—DIALOGUES.ON other, and will th 3rview the. far 
iyng-Hall and Alan Cooklin Lo. Cantimied on next page 





^ shop on Friday, 
|. November, 
. FAMILY THE 
John Byng-Hall and 
"riday 


January, 1982. Jo 
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INSTITUTE OF FAMILY THERAPY-—Contd. 
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Emir Am 


One-day/Evening workshops 


Dora Black—ADOLESCENT OVERDOSERS —Thurs- 
day, 22nd October, 1981 7.00-9,00 p.m. | 
Bryan Lask—FAMILY THERAPY IN. IN-PATIENT 
UNITS—THEORY, PRACTICE AND SNAGS, Friday, 
12th February, 1982. 


-. Chris Dare—THE FAMILY THERAPY OF ANOREXIA 


NERVOSA— Friday, 19th March, 1982. 
Peter Loader--THE DESCRIPTION OF FAMILY 
INTERACTION—Friday, 23rd April, 1982. 


Dates to be announced: 


A Workshop on DIVORCING FAMILIES AND RE- 
ce ee FAMILIES is planned for Spring 
Win  Roberts/Margaret Robinson — FAMILY 
THERAPY AND STATUTORY RESPONSIBILITIES. 
David | Campbell / Ros Draper -— INTERVIEWING 
TECHNIQUES based on: a systemic view of the 
family, circular questioning, and paradoxical inter- 
ventions (with reference to the Milan Method). 

Peter Bruggen-—DYING, DEATH AND MOURNING. 


Stuart Lieberman —TRANSGENERATIONAL FAMILY 
THERAPY 


Further details of all the above Courses/Workshops 
may be obtained from The Course Secretary, 
Institute of Family Therapy (London), 5 Tavistock 
Place, London W.C.1. Tel: 01-388 3872. Please 
enclose a large stamped addressed envelope with 
written enquiries. 


Teaching Tapes: 


be available from mid- 
Details from the Course 


Teaching Tapes will 
September, 1961, 


after You? 


Would your illness or incapacity lead to loss of earnings with still the 


Secretary as address above. 


€ overheads 


to be found? A common probiem for any practitioner and one which needs treatment, 


The Strover Dual Disability insurance is a scheme long established, und: itten at 


Lloyds, and widel 
against overheads 


£1.30 per quarter acc 


scheme are tax free and start after the first 14 days 


seribed to by many professions. H provides 
and loss of earnings, Each unit of 
per month when ill with up to 30 units available, Ez 
ding to age. All payments made under this 


surance provi 
h anit costs from 


of illness. 


we tell you more? Please use the coupon below or telephone 


for a brochure giving full details. 


“ssex House, Crouch Street, Colchester, Essex CO3 
Telephone: Colchester (0206) 64131 
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C hare Clinic 
JELLINEK UNIT | 
Forthe treatment of people with Drink problems 


This new Unit at Charter Clinic provides specialised programmes for 
problem drinkers as in-patients, out-patients or day patients. 
À comprehensive, multi-disciplinary approach is used including therapeutic 
community, group therapy, occupational therapy and fitness training 
techniques as well as aiding the development of social skills. 


The philosophy of the programme runs in parallel to the general aims of 
Alcoholics Anonymous. Admission to the Unit involves patientsin — 
detoxification, evaluation, assessment, rehabilitation and active participation 
in an aftercare programme. BUPA and PPP insurance schemes apply. 
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Notice to Readers 


At the beginning of this year the Journal appeared in a new typo- 
graphic style, with the print somewhat denser on the paper. This 
meant about 20% more could be put on a page, and the purpose was 
to expand the monthly contents without increasing the weight of the- 
issue, which can be critical in these days of high postal charges. 
Paper quality and binding have remained unchanged since 1977. 

After some teething troubles it is hoped henceforth to have as 
many pages as before (96—128 per month), and to maintain prompt 
publication on the first of each month. We have also been able to 
speed up publication so that the majority of contributions, once 
finally accepted, can appear within six months. | 

In spite of the ever increasing cost of paper and printing and 
rocketing mail charges subscription rates for non-members have 
been held substantially unchanged since 1977, whereas College. 
membership annual dues have been kept in line with inflation. 

We regret that the time has now come when we must increase non- 
member subscriptions. It is hoped to hold the new rates steady again 


for several years, in une of inflation and the vagaries of exchange 
rates. | 


For North Ámerican non- -members we have introduced a special. 


INDIVIDUAL low subscription rate, about ORE TAREE ^ er the 





E institutional rate. Look out for the special announcer ents. and 
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The Present Status of Electroconvulsive ipe 


R. E. KENDELL 


In 1975 the state of California enacted a bill which 
severely restricted the conditions under which 
psychiatrists could use ECT, and by 1977 seven other 
American states had adopted similar legislation. 
Although it was difficult for us in Britain to under- 


= „stand the emotional and political background to this 
: . legislative activity the implied threat. of similar 
. restrictions closer to home led to a resurgence of 
.. professional and scientific interest in ECT in Europe 
.. as well as in North America. Several controlled trials 
have been carried out since that time, interest in its 
"mode of action and side effects has blossomed, 
national associations have surveyed the opinions and 


practice of their members, and numerous reviews and 
editorials have been published. Indeed, so many good 
reviews have been published in the last six years that 
the need for another has to be justified. The justi- 
fication, if such there be, is that most of the research 
generated by this new wave of interest in ECT has 
now been completed, and although for the most part 
its results confirm those of earlier work they do have 
some important clinical implications as well as 
suggesting where future research priorities should lie. 


The Efficacy of ECT 


(a) Depressive illness 


The most fundamental question to be ached of any 
treatment is whether it works and in the case of ECT 


_ the issue has been given added importance by a series 


lely publicised assertions to the effect that it is 
nproven treatment’ ‘which, if it works at all, does 
so oy frightening or. punishing the patient or by 
damaging his memory. In fact, the evidence that ECT 
is an effective treatment for severe depression is strong 
and comes from many sources. When it first came into 
widespread use in the 1940s its effects were so dramatic 
that those who knew from personal experience what 
untreated melancholia had been like beforehand never 
doubted its efficacy. Slater. (1951) demonstrated that 
its introduction was associated with a major reduction 
in mortality, and Post (1978) recently recalled its 
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almost miraculous effect on melancholic patients who 
had previously had to be tube fed twice a day for 
years on end. To another psychiatrist with memories 
of that era, looking back on all the therapeutic 
innovations of the last forty years from insulin to 
phenothiazine and antidepressant drugs, ECT still 
remains ‘the most important advance in treatment 
in our time’ (Rollin, 1981). 

Partly because it was so. obviously effective and 
came into widespread use before the double blind trial 
was introduced «to ‘clinical medicine, and partly 
because of the practical and ethical difficulties of 
conducting a double blind trial of a treatment which 
involves repeatedly rendering the patient unconscious, 
the most important clinical trials of ECT were not 
conducted blind. They were, however, based on the 
more fundamental requirement of random allocation 
to alternative therapies. In the 1960s two large multi- 
centre trials of the treatment of depressive illness 
were carried out, one in America, the other in England. 
In both over two hundred inpatients were randomly 
allocated to treatment with ECT, imipramine, phenel- 
zine or placebo. In the former (Greenblatt et al, 1964) 
the proportion of patients showing ‘marked improve- 
ment' after eight weeks was significantly higher for 
ECT than for any of the other groups—76 per cent, 
compared with 50 per cent for phenelzine and 49 per 
cent for imipramine. In the latter (Medical Research 
Council Clinical Psychiatry Committee, 1965) ECT. 
was more effect then phenelzine and more effective 
than imipramine in women, though not in men. It also 
acted much faster than the drugs, so that at the end 
of five weeks the proportion of ECT patients who had 
been discharged from hospital: was twice as high e as s for 






comparing ECT and. ahi depressant drugs have ach 
carried out, usua ly because the authors wanted to use 
ECT as a -yardstick against which to measure the 
efficacy of a new drug. Again, ECT was almost 
invariably superior (e. g. Carroll et al, 1970; Pe 
ton et tal, 1974). | 
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Despite the practical and ethical difficulties of 
conducting conventional double blind trials of ECT 
several were carried out in the 1950s and 60s. Barton 
(1977) reviewed six published between 1956 and 1966. 
In each a control group received either the full ECT 
regime apart from the passage of the electric current or 
at least barbiturate anaesthesia. Outcome was better 
in the ECT group in all six, though in two the trial 
was based on too few patients for the difference to be 
statistically significant. Although several of these 
studies had methodological shortcomings—alter- 
native rather than random assignment to the ECT and 
control groups, the inclusion of schizophrenic as well 
as depressed patients, or simply having too few 
patients—their unanimity is impressive. By the mid 
1960s the evidence that ECT was an effective treatment 
for severe depression was quite strong enough to 
justify the phrase ‘substantial and incontrovertible’ 
used in the Royal College of Psychiatrists (1977) 
report, and under normal circumstances that would 
have been the end of the matter. However, a widely 
publicised (but probably fictitious) report in World 
Medicine of a hospital whose staff did not realise for 
two years that their new ECT machine was not 
working, and political developments in the United 
States, made it clear that circumstances were not 
normal. As a result in the last five years four further 
double blind trials of ECT have been mounted in 
Britain alone. 

In each of these patients with severe depressive 
illnesses were randomly allocated to treatment either 
with real or with ‘simulated’ ECT (i.e. the full ECT 
regime apart from the actual passage of an electric 
current across the head). The first was by Freeman 
et al (1978) in Edinburgh. These authors compared 
two groups of 20 patients, one of whom received 
bilateral ECT twice a week while the other received 
two simulated treatments in the first week and real 
treatments subsequently. At the end of the first week 
the patients receiving real ECT showed a significantly 
greater improvement on the observer rating and one of 
the two self-report ratings than those receiving 
simulated ECT. Thereafter, by which time both groups 
were receiving real ECT, there were no significant 
_ differences between them. However, the total number 
of treatments. was left to the discretion of the clinicians 
concerned. and, significantly, it transpired that the 
patients starting with two simulated treatments 
required more treatments than those receiving real 
ECT throughout (7.15 against 6.0, and P <.05). 

The second trial, by Lambourn and Gill (1978) in 
Southampton, produced a quite different result. Two 
groups of 16 patients received either six real (unilateral) 
or six simulated ECT, each being given over a fort- 
night at a rate of three/week. Although both groups 


improved on nearly all measures, and the overall 
improvement in Hamilton scale scores was somewhat 
greater in those receiving real ECT, the only sig- 
nificant advantage for real ECT lay in the relief of 
hypochondriacal symptoms and was probably for- 
tuitous. 

The third trial, by West (1981) at Sutton Hospital, 
indicated a clear-cut superiority of real over simulated 
ECT. Twenty-two severely depressed patients received 
one or other of these treatments twice a week for three 
weeks, The eleven receiving real ECT showed a striking 
improvement, apparent after one week, on self report, 
nurses’ and psychiatrists’ ratings (P <.001 for all 
three). Those receiving simulated ECT did not improve 
at all. The trial design allowed patients who had not 
responded to their first six treatments to be transferred 
to the other group in week four and when the code was 
broken at the end of the trial it emerged that this 
option had been used for ten of the eleven patients 
who had started on simulated ECT, but for none of 
the eleven receiving real ECT. Moreover those ten 
patients improved significantly, on self report, nurses' 
and psychiatrists' ratings, as soon as they did receive 
real ECT. 

The fourth trial, at Northwick Park, "dindicdied that 
real ECT was significantly more. effective than 
simulated ECT, but only moderately and temporarily 
(Johnstone et al, 1980). Seventy patients were randomly 
allocated to receive either.8 simulated or 8 real ECT 
at a rate of two/week. Both groups improved steadily 
during the course of treatment. At the end of the four 
week course the improvement in Hamilton scores was 
significantly greater (P <.01) in the real ECT than in 
the simulated ECT group but this advantage was 
modest and restricted to patients with delusions. It was 
also short-lived, for at one month and six month 
follow-up there were no significant differences between 
the two groups. 

There are a number of possible explanations for 
the very varied outcome of these four trials, though 
none is entirely convincing. The first is the type of 
ECT used. The Southampton trial, the only one of the 
four in which real ECT proved to be no more effective 
than simulated ECT, used a brief pulse stimulus and 
right unilateral electrodes. The other three all used a 
conventional sinusoidal wave form and bifrontal 
electrodes. Although other evidence does not support 
this it is possible that the brief pulse unilateral 
technique is relatively ineffective. It is also possible, 
in the absence of EEG or EMG monitoring, that the 
authors were mistaken in thinking that every patient 
had a bilateral convulsion on every occasion. The 
second possibility is that, despite all precautions, the 
preconceptions of those responsible for the conduct 
of the four trials somehow influenced their findings. 





result of ali four reflected the initial es Or pius : 
at. beforehand and with prognoses in the ‘middle third’ 





tations, of their architects. The third possibility i IS: 
there were important differences in the types 
patients entering the four trials, and in their suitab 
for ECT. Certainly it is surprising that only 
(21 per cent) of the 70 patients in the Northwick Pa 








trial had had ECT previously, compared with 55 per. 


cent, 59 per cent and 66 per cent in the Edinburgh, 
~~. Sutton and Southampton trials. The 70 patients in 
this trial also comprised 64 per cent of all patients 
_ "aged 30-69 years who required inpatient treatment 
... for depressive illness and were admitted to Northwick 
Park Hospital under the care of the participating 
psychiatrists”, an extremely high proportion when one 
considers that a further 18 per cent would have been 
included had they not refused or been poor. anaesthetic 
risks. These unusual proportions raise the possibility 
that many patients who would not normally have 
received ECT entered this otherwise well-designed trial 
. and perhaps explain why those who received only 
^ simulated ECT recovered so quickly. 

— ^ Because of their conflicting findings, and the lack of 
- "any wholly satisfactory explanation of this, these four 
_ trials corporately do not significantly strengthen or 
^ weaken the previous evidence for the efficacy of ECT 
- in depressive illness. However, that previous evidence 
was strong. 

The most important finding of the Northwick Park 
trial is the lack of any difference between the real and 
simulated ECT groups at one and- six months follow- 
up rather than the modest difference in outcome 
between the two at the end of treatment. Although it 
has long been accepted that its high relapse rate is one 
of the most serious limitations of ECT few other trials 
-apart from that of Taylor and Fleminger (1980) in 
schizophrenia, which produced exactly the same result 
—hhave involved a comparable follow-up period. Even 
though over-generous inclusion criteria and a failure 
to use tricyclic antidepressants routinely afterwards 
may have been responsible for the poor long-term 
response in this instance it is important that any 
future trials should involve a substantial follow-up 
period. The duration of benefit is, after all, just as 
important as its initial magnitude. 


(b) Schizophrenia | 


Although Meduna's convulsive therapy was origin- 
ally introduced as a treatment for schizophrenia, and 
Cerletti's electroconvulsive therapy was extensively 
used for that purpose in the 1940s and 1950s, the 
formal evidence that it is an effective treatment for 
this condtion has never been strong. Perhaps the best 
evidence is provided by an ambitious clinical trial 
conducted bv May (1968) at the Camarillo State 
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alin California. Two-hundred and twenty-eight 
gadults who had received no significant treatment 


he range were randomly allocated to one of the five 
ments—phenothiazines; analytically oriented 
ierapy; phenothiazines. and psychotherapy; 
d milieu therapy (i.e. no treatment other than 
eral ward programme). Men in the ECT group 


| received. an average of 18 and women an average of 


25 treatments. Unless the patient recovered beforehand 
treatment was continued for a minimum of six months 
and a maximum of twelve. Outcome was assessed by 
the discharge rate and length of hospital stay and 
independent ratings were made by nurses, residents 
and supervising psychiatrists. The results were not. as 
good in the ECT patients as in the two groups who 
received phenothiazines, but were significantly better 
than in those who received either analytically-oriented 
psychotherapy or milieu therapy. Assessments were 
not double blind but the many different estimates of 
outcome available agreed well with one another. 

Although this finding is of some theoretical interest 
it is not of great practical importance because almost 
all acute schizophrenics are currently treated with 
phenothiazines or: other antipsychotic drugs in the 
first instance. If ECT is to have a useful role in the 
treatment of schizophrenia, therefore, it can only be 
because it is a- more effective treatment than these 
drugs for some particular syndromes, such as cata- 
tonia; or because. it.is effective in some patients in 
whom phenothiazines have failed; or because a 
combination. of phenothiazines and ECT is more 
effective than phenothiazines alone. The first two of 
these possibilities have never been supported by 
convincing evidence, though both have had enthu- 
siastic advocates. in the past. Several studies have 
compared combined ECT and phenothiazines with 
phenothiazines alone and found the former to be 
superior, but most were rather poorly designed and 
also concerned. only with immediate response (e.g. 
Childers, 1964). Smith. et al (1967) compared 29 
patients who received twelve ECT as well as chlor- 
promazine with 25 patients ‘concurrently selected’, 
who received. larger doses of chlorpromazine but no 
ECT. Those receiving the combined treatment had 
significantly less psychopathology at one, three and six 
weeks after treatment but these differences had. gone 
by six months and twelve months. However, despite 
the loss of this early advantage those who received 
ECT were discharged sooner and also had a lower 
readmission rates —. 

Taylor and Fleminger (1980) have recently des- 
| t much better designed trial of the 

f EC combination with phenothiazines. 

Thirty-one patos with acute schizophrenic illnesses 
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eleven recovered during this time. The remaining 20 
were then randomly allocated to real or simulated 
ECT and received between 8 and 12 treatments at a 
rate of three/week while remaining on their original 
medication. Those receiving real ECT showed a 
significantly greater improvement at two, four and 
eight weeks, but this difference was completely lost by 
sixteen weeks. The trial suggests, therefore, that ECT 
has a significant beneficial effect in acute schizophrenia 
even in patients who are already receiving pheno- 
thiazines, but that this is too short-lived to be of much 
practical importance. It is possible, though, that a 
longer course of ECT might have longer lasting effects. 
Certainly, it used to be widely believed that schizo- 
phrenics usually needed between twelve and twenty 
treatments for maximum improvement, 

In chronic schizophrenia it is generally agreed that 
ECT is of little value and this view is reinforced by an 
early clinical trial by Miller et al (1953). These authors 
randomly allocated 30 chronic schizophrenics to one 
of three treatments—unmodified ECT; thiopentone 
anaesthesia; and non-convulsive electrical stimulation 
under thiopentone anaesthesia. The first (ECT) group 
received five treatments a week for three weeks and the 
others five treatments a week for four weeks. At the 
end of the trial there were no significant differences 
between the three. 


(c) Mania 

Although ECT was widely used for the treatment of 
mania before chlorpromazine became available in 
1953, and was generally regarded as highly effective, 
no clinical trial was ever carried out to demonstrate 
its efficacy. The best evidence we have is a retrospec- 
tive comparison by McCabe (1976) of 28 patients 
treated with ECT in the Iowa Psychopathic Hospital 
in 1945-49 and 28 other patients treated in the same 
hospital in 1935-41 before ECT was available. 
Although the case notes suggest that the two groups 
were comparable in severity and duration of illness 
those receiving ECT had a lower mortality and left 
hospital sooner, and were also more likely to be 
improved at the time they did so. Impressive as these 
differences are, retrospective comparisons of this kind 
are no substitute for controlled trials. And, as in the 
case of schizophrenia, the important question is not 
whether ECT is better than no treatment but whether 
it has any advantage over chlorpromazine, haloperidol 
or lithium. 


The Mode of Action of ECT 
As normally given ECT is a complex package 
involving the administration of three different drugs, 
all with profound physiological effects, the passage of 
an electric current across the head, a period of 


unconsciousness, and considerable medical and 
nursing attention. It may also have a highly charged 
emotional significance for the patient. In principle, 
therefore, the therapeutic effect could be a function 
of any one, or any combination, of these elements. 
There is, however, compelling evidence that the 
induction of generalized seizure activity in the brain 
is the crucial element. | 

When Meduna first introduced his convulsive 
therapy he gave his schizophrenic patients injections 
of camphor, and later of Cardiazol, with the explicit 
intention of producing grand mal seizures. Cerletti 
subsequently developed his electroconvulsive therapy 
with the equally explicit intention of inducing seizures 
in a more reliable and less distressing manner. So it 
was assumed from the beginning that the seizure itself 
was the therapeutic agent. For some years both 
treatments were widely used. and ECT eventually 
supplanted Cardiazol not because it was thought to be 
more effective but simply because it was easier to 
administer and more humane. The procedure became 
more complicated in the 1950s when it gradually 
became standard practice to modify the fit by abolish- 
ing the limb movements with suxamethonium, and to 
induce anaesthesia beforehand with an intravenous 
barbiturate. Formal experiments to determine which 
elements in the procedure were necessary for the 
therapeutic effect followed this innovation. 

The comparative efficacy of modified and unmodified 
ECT was studied by Havens (1958) and Seager (1959), 
In both trials substantial numbers of patients were 
randomly allocated to the two treatments and in 
neither was any significant difference found between 
them, which clearly indicates that limb movements and 
their metabolic sequelae are irrelevant to the thera- 
peutic effect. Ulett et a/ (1956) designed a more 
complicated trial. Eighty-four patients were. divided 
into four equal groups matched for age, sex, diagnosis 
and education. The first received ECT (unmodified); 
the second had convulsions induced by à combination 
of a subconvulsive dose of hexazol and -photic 
stimulation from a crater lamp stimulator: the third 
received subconvulsive photo stimulation (induced 
with smaller doses of hexazol and intermittent photo- 
stimulation) sufficient to produce generalized myo- 
clonus and paroxysmal brain activity but no fit; and 
the fourth acted as controls. So that patients as well 
as raters should be unaware of the differences between 
the regimes light seconal anaesthesia was induced in 
all four groups before entering the-treatment room. 
All patients had three treatments a week to a total 
of between twelve and fifteen and outcome was 
assessed three days after the last treatment. The two 
convulsive treatments (ECT and photostimulation) 
combined yielded significantly better results than the 





were treated with phenothiazines for two weeks and 


was no significant differences between ECT and 


.. photostimulation or between subconvulsive photo- — 


.* stimulation and the controls. The authors concluded 
^ that ‘the grand mal seizure itself’ is ‘the important 
." agent in bringing about remission from affective 
disorder', though it should be noted in passing that 20 
of their 84 patients were actually schizophrenics. 
. This conclusion is strengthened by the evidence of 
two double blind trials that convulsions induced by 
inhalation. of the convulsant ether flurothyl (‘Indo- 
klon’) have the same therapeutic effects as electrically 
induced convulsions. Laurell (1970) compared groups 
of 29 and.30 patients with endogenous depression 
randomly allocated to flurothyl convulsive therapy 
_ (FCT) and ECT and found no significant differences 
_ in outcome. In a similar study Small er al (1968) 
randomly allocated 100 diagnostically heterogeneous 
patients to ECT and FCT and likewise found no 
significant differences in outcome either in schizo- 
phrenics or in patients with affective disorders. 
©. Ottosson (1960) tackled the problem in an in- 
_ genious way, by giving three groups of patients with 
endogenous depression ECT under different. condi- 
|. tions. All three received a muscle relaxant and light 
_ thiopentone anaesthesia but the first group received a 
. supraliminal electrical stimulus (ie. considerably 
"greater than needed to produce a convulsion), the 
second a liminal stimulus and the third a liminal 
stimulus preceded by i.v. lidocaine (xylocaine), which 
has the effect of reducing the duration of convulsive 
activity in the brain without. raising the convulsive 
threshold. The therapeutic effects of the liminal and 
supraliminal stimuli were indistinguishable, though the 
latter produced considerably. greater memory dis- 
turbance. But the therapeutic effect was considerably 
reduced in the patients who received lidocaine, 
suggesting once more that it is the convulsive activity 
in the brain that is responsible for the therapeutic 
+ action. This conclusion is also supported, of course, 
= by the trials of Freeman et al (1978) and West (1981), 
described above, comparing ECT with simulated ECT. 
<The only important study in the. literature which 
^-does not support this conclusion, apart from the 
-. trial of Lambourn and Gill (1978) already described, 
was conducted by Brill et a/ (1959). These authors 
randomly allocated 97 male patients to one of five 
treatments: unmodified ECT, ECT and suxametho- 
nium, ECT and thiopentone, thiopentone alone, and 
nitrous oxide alone. All patients received three 
treatments a week, usually to a total of twenty. 

















Detailed precautions were taken to keep the trial 


double blind and all groups were assessed in a variety 
of ways before and one month after the end of 


| __ treatment. 
two non-convulsive procedures combined, but there. 
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No significant differences were found 
between any of the five treatments, though unmodified 
ECT and ECT with suxamethonium tended to give the 
best results. The explanation of this surprising result 
probably lies in the choice of patients. Sixty-seven of 
the 97 were schizophrenics and another 14 had 
schizoaffective disorders, so only 16 had uncompli- 
cated depressive illnesses. Moreover, the patients’ 
duration of illness ranged from less than one month to 
over ten years and the authors themselves admitted 
that their patients were “heavily loaded with chronic 
schizophrenics”. It was probably also a mistake to 
wait a month after the last treatment before rating 
outcome. 

The possibility that the crucial therapeutic in- 
gredient might be. the. temporary disturbance of 
memory produced by the treatment was seriously 
considered in the 1950s. but is difficult to reconcile 
with the results. of Ottosson's experiment. It is 
equally incompatible with the substantial evidence 
which has accumulated subsequently that the thera- 
peutic effects of unilateral and bilateral electrodes are 
equivalent, despite the fact that the former consistently 
produces much less memory impairment than the 
latter (D'Elia. and Raotma, 1975; Heshe et al, 1978). 

Most authors, reviewing the accumulated evidence 
of the last thirty years, have had no hesitation in 
agreeing with Ulett and Ottosson that the convulsion 
is the therapeutic agent. The. American Psychiatric 
Association's Task Force, for example, concluded 
that ‘the only. demonstrated absolutely necessary 
change is a generalized electrical seizure of the central 
nervous system" (American Psychiatric Association, 
1978). The only dissent is voiced by Crow (1979) who 
maintains that the role of the convulsion ‘has never 
been unequivocally established'. It is true, as Crow 
says, that many of the studies described here have 
defects in design. Ottosson's patients were not 
randomly allocated. to his three groups, Ulett's 
patients were diagnostically heterogeneous and several 
of the older studies used rather crude measures of 
outcome. But such shortcomings do not entitle us to 
disregard a dozen-studies of different kinds which all 
point to the same conclusion, particularly when there 
is no plausible alternative. 

There is also other evidence from animal studies. 
Dorworth and Overmier: (1977) induced a state of 
‘learned helplessness’ in 19 dogs by giving them a 
series of unavoidable electric shocks while confined in 
a harness. The ten dogs showing the most severe 
impairment of escape/avoidance learning were then 
divided into two. groups. The first was given a series 
of six electrically induced convulsions (ECS), without 
anaesthetic, over. a 72 hour period. The second 
received exactly. the same manipulations apart from 
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the six ECS. Four days later the escape/avoidance 
responses of both groups were retested. The ECS 
group showed marked improvement; the controls did 
not. Petty and Sherman (1980, personal communica- 
tion) have similarly demonstrated that learned 
helplessness in rats can be reversed by 10 ECS over 
five days but not by subconvulsive shocks. 

Modigh in Gotenberg and Green in Oxford have 
investigated the pharmacological effects of inducing 
repeated convulsions in experimental animals with an 
electric shock applied through ear-clip electrodes 
(ECS). Modigh (1975) found that, although a single 
ECS was ineffective, daily ECS for a week produced 
increased locomotor activity for several days after 
the last convulsion. Locomotor responses to apo- 
morphine and clonidine were also increased. after pre- 
treatment with reserpine, suggesting that repeated 
ECS enhances the postsynaptic sensitivity of dopa- 
minergic and noradrenergic receptor systems. Green 
and his colleagues gave ECS to rats daily for ten days 
and found that the animals subsequently showed 
greater hyperactivity than controls when given 
tranylcypromine with either I-tryptophan or 1 DOPA 
(Evans et al, 1976). 5-hydroxytryptamine synthesis 
and accumulation were not affected and brain con- 
centrations of noradrenalin and dopamine remained 
unchanged. Animals subjected to repeated ECS also 
showed enhanced hyperactivity after administration 
of the putative serotonin agonist 5 methoxy N,N- 
dimethyltryptamine, suggesting that ECS increases 
postsynpatic responses to stimulation of 5-hydroxy- 
tryptamine and dopamine receptors. Subsequent 
studies showed that repeated ECS enhanced the 
locomotor activity produced by methamphetamine, 
and the circling produced by methamphetamine and 
apomorphine in animals with unilateral nigrostriatal 
lesions, again suggesting an effect on postsynaptic 
sensitivity (Green et al, 1977) This series of 
behavioural changes could be produced by five ECS 
in ten days, or by eight in 17 days, but not by sub- 
convulsive shocks or by eight ECS in one day. It 
made no difference whether the convulsions were 
induced by a sinusoidal alternating current or a 
discharging condenser, whether they were produced 
electrically or by the convulsant ether flurothyl, 
whether the electrodes were applied unilaterally or 
bilaterally, or whether or not a neuromuscular 
blocking agent was used (Costain et al, 1979). 

The importance of this work is that it demon- 
strates a series of behavioural changes which are 
produced by repeated convulsions induced in similar 
ways and over a comparable time scale to human ECT, 
but not by single shocks, subconvulsive shocks or 
multiple shocks within 24 hours. Moreover, the 
pharmacological characteristics of these behavioural 


changes suggest that they are produced by changes in 
central neuronal transmission similar to those 
produced by antidepressant drugs. Although none of 
these effects lasts for longer than about six days, 
whereas the effects of clinical ECT are relatively 
permanent, it must be remembered that in. these 
experiments the functioning of a presumably normal 
mouse or rat brain is being temporarily disturbed, 
while in the clinical situation the function of a 
presumably abnormal brain is being restored to 
normal. A more serious problem is that so far no 
one has succeeded in demonstrating any comparable 
enhancement of monoaminergic transmission in 
human subjects after ECT. Slade and Checkley (1980), 
for example, failed to demonstrate any increase in the 
growth hormone response to either clonidine or 
methyl amphetamine after seven bilateral ECT and 
Modigh was likewise unable to demonstrate any 
increase in the growth hormone response to methyl- 
amphetamine. x 


Risks and Adverse Effects of ECT 


With or without a general anaesthetic ECT is a 
surprisingly safe procedure. Strensrud. (1958) studied 
the mortality and neurological morbidity of a series 
of 893 women trea:ed with ECT (or in some cases 
chemically induced convulsions) at Gaustad Hospital 
in Norway in 1938-56. Although this population 
received a total of 24,562 treatments there were no 
deaths during or immediately after treatment and no 
patients were left with neurological deficits. There 
were three deaths in which treatment may have played 
some part but all three had pre-existing brain disease— 
Pick's disease, general paralysis and epilepsy/mental 
deficiency. More recently Heshe and Roeder (1976) 
have studied the use of ECT in Denmark in the twelve 
month period from April 1972 to March 1973. 
Twenty-two thousand two hundred and ten ECT were 
given in 3,438 courses of treatment, an average of 6.5 
treatments to a course. Only one death was reported 
and the relationship of this to the treatment was 
doubtful. The incidence of other side effects was also 
extremely low, and no higher when the anaesthetic 
was given by a psychiatrist or a nurse than when it was 
given by an anaesthetist. In England and Wales 
between 1957 and 1966 there were an average of 3.6 
deaths/year associated with ECT but no estimate of 
the size of the population at risk is available (Granville- 
Grossman, 1971). Death when it does occur is usually 
due either to myocardial infarction or to the onset of a 
ventricular arrhythmia, probably. produced by vagal 
hyperactivity. The dangers of any treatment have, of 
course, to be set against those. of the untreated 
illness and of alternative therapies, and in fact the 
advent of ECT was associated witha steep fall in the 
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hospital mortality of depressive illness (Slater, 1951). 
. t has also been shown that the overall mortality of 

depressed patients over a three year period is lower in 
those tréated with ECT than in those treated with 


* psychotherapy or small doses of antidepressant UPS 


(Avery and Winokur, 1976). 

.]n the past fractures, mainly of mid-thoracic 
vertebrae, and dislocations, particularly of the jaw, 
. were a common complication, affecting up to 30 per 
.. cent of patients in some series. Since suxamethonium 


^' eame into routine use, however, complications of this 


^ kind have virtually ceased and even patients with 


- serious spinal or other orthopaedic disorders can be 





_ given ECT with relative impunity. 

© The occurrence of sporadic grand mal fits for the 
.- first time in the weeks or months after a course of 
ECT has been reported several times (e.g. Blumenthal, 
1955; Klotz, 1955; Stensrud, 1958). In many cases, 
though, the patients had either received other treat- 
ments like insulin coma therapy or tricyclic anti- 
depressants which may have been partly or wholly 
responsible, or were known or suspected to have 
organic brain disease. In most of the early reports the 
patients had also received far longer courses of ECT 
than are normally given now. The analogy of the 
kindling phenomenon has recently revived interest in 
the relationship between ECT and epilepsy but a 
survey of 166 patients, who between them had re- 
ceived at least 2,789 treatments, mostly in the previous 
two years, revealed only four people who had 
developed fits: for the first time after ECT and in only 
two of these was it the likely cause (Blackwood et al, 
1980). There is general agreement that fits provoked 
by ECT rarely if ever persist for longer than a year, 
and so rarely require treatment. 

A course of ECT almost invariably produces 
extensive EEG changes. If bilateral electrodes are 
used paroxysmal delta activity starts to appear in the 
frontal leads after the first two or three treatments and 
becomes steadily more prominent and extensive 
thereafter. A minority of patients also develop spike 
foci. This generalized delta activity wanes rapidly 
. after the end of the course and in most patients the 
=- EEG has returned to normal within three months 
(Klotz, 1955). In the past considerable interest 
was taken in the possibility that these. dramatic 
changes might be different in responders and non- 
responders. There have been claims, for example, that 
responders develop widespread delta activity at an 
earlier stage (Fink and Kahn, 1957), or show a greater 
increase in spectral energy in the 9-12 Hz range 
(Kurland et al; 1976), or that delta activity is more 
rapidly extinguished by thiopentone in those who 
subsequently relapse (Roth et a/, 1957) but none of 
these relationships has ever been confirmed. Whether 


ECT ever produces enduring EEG changes, and if so 
under what circumstances, remains an open question. 

The common immediate side effects of ECT are 
headache, confusion and memory disturbance, though 
the headache and confusion are usually mild and last 
only an hour or two. Impairment of memory is 
invariably present if appropriate testing is done, 
though many patients remain unaware of it. In a 
recent survey of a gróup of 166 patients the com- 
monest side effects recorded in medical or nursing 
notes were headache (16 per cent), confusion (9 per 
cent) and memory disturbance (7 per cent) (Freeman 
and Kendell, 1980). A rather different picture emerged, 
however, when these patients were asked a year later 
about the side effects they remembered. Twenty per 
cent could remember none, but 64 per cent reported 
some impairment of memory, and 48 per cent remem- 
bered having a headache and 27 per cent feeling 
confused on at least- one. occasion. Spencer (1977) 
asked 50 Australian patients to fill in a questionnaire 
about the things they disliked about ECT while they 
were half-way through a course. Loss of memory 
afterwards was their most frequent complaint (36 per 
cent) but after that came waiting for treatment, not 
understanding what was going on and fear of not 
losing consciousness. rather than complaints of side 
effects as such. 

The short term effect of ECT on memory has been 
studied many times. There is a retrograde component, 
most noticeable for recent events, and also difficulty 
in retaining. newly acquired. information. It is well 
established that this memory. impairment and the 
associated confusion are less severe and more short- 
lived when ECT is given unilaterally to the non- 
dominant hemisphere than when bilateral electrodes 
are used (Heshe et. a/, 1978). It is also well established 
that if the electrodes are placed over the non-dominant 
hemisphere there is a. selective impairment of non- 
verbal learning, and a selective impairment of verbal 
learning if they are placed over the dominant. hemi- 
sphere (Halliday et al, 1968; Squire and Slater, 1978). 
These disturbances wane’ rapidly after the end: of 
treatment in the same way as the EEG changes 
described above. =: -. 

Transient impairment of memory for a few weeks, 
or even for two or three months, is usually no more 
important or distressing than a dry mouth or many of 
the other common side effects of drug treatments. A 
lasting impairment restricted to events taking place 
at the time of treatment. would also be relatively 
unimportant; indeed many people might be glad. to 
have a rather hazy memory ofa painful and distressing 
illness. But a permanently impaired ability to recall 
more distant events or, worse still, to register new 
information: subsequently, would be much more 
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serious and a powerful objection to the treatment. 

Because temporary impairment of memory is almost 
universal, and complaints by former patients that 
their memories have been permanently affected by 
ECT are by no means rare, many attempts have been 
made to detect lasting effects. The great majority of 
these have failed to demonstrate any persistent 
impairment a few months after the end of a course. 
Many of the early studies had serious shortcomings 
which weakened their otherwise reassuring con- 
clusions. Some used single tests or a restricted range of 
tests which might have missed deficits in other areas. 
Others, like the oft quoted study of Cronholm and 
Molander (1964), demonstrated only that test per- 
formance was as good a few weeks after a course of 
ECT as it had been immediately beforehand, ignoring 
the fact that depression itself produces extensive 
cognitive impairment and that this finding might 
therefore be due to the substitution of impairment 
from ECT for impairment from depression. 

Recently, in response to popular concern, several 
carefully designed studies have been carried out using 
a wide range of cognitive tests and control groups of 
depressives treated in other ways. Most have still 
failed to elicit any evidence of persistent impairment, 
either of memory or of any other cognitive function. 
Squire and Chace (1975) tested 16 patients who had 
received bilateral and 10 who had received unilateral 
ECT six to nine months before, and 12 control 
patients who had never had ECT. All 38 were visited 
at home on three occasions and given six different 
tests of delayed retention. and remote memory, 
involving verbal, visual and casual learning. Although 
63 per cent of the bilateral ECT patients (compared 
with only 30 per cent of the unilateral patients and 
17 per cent of the controls) were convinced that their 
memories were worse than they had been previously 
no significant differences were found between the 
three groups on any of the six tests, and the test scores 
of those with memory complaints were no different 
from those without. 

Weeks et a/ (1980) gave a battery of 19 tests covering 
a wide range of cognitive functions to 51 depressives 
before they received ECT and again one week, three 
months and six months after the end of the course. 
The same tests were given to 51 other matched 
depressives who did not receive ECT. The ECT 
patients received an average of 7.2 treatments, 15 
with unilateral and 36 with bilateral electrodes, and 
by good fortune there were no significant differences 
in the medication received by the two groups. Partly 
because their initial performance was impaired by 
depression the ECT patients did not score worse on 
any of the 19 tests one week after their last treatment 
than they had done before starting. Three months 


later there were significant differences between the 
ECT and non-ECT groups on only two of the 19: the 
ECT patients were unable to remember the names of 
famous personalities of the 1970s as well as the 
controls, but performed significantly better on 
another test. At six months there was only one 
significant difference, the ECT group performing 
better than the controls on the Logical Memory Test. 

More recently, Johnstone et al (1980) have reported 
the main findings of the cognitive testing carried out 
in conjunction with the Northwick Park ECT trial. 
Although impairment was clearly demonstrable on 
several tests during and immediately after treatment 
in the real ECT group there were no significant 
differences on any test between the scores of the real 
and simulated ECT groups six months later. Although 
this study was based on fewer patients and employed a 
more restricted range of tests than that of Weeks ef al 
it was better designed in two important respects: 
allocation to the real and simulated ECT groups was 
random, and the analysis was confined to patients who 
had never received ECT before. Corporately, there- 
fore, these three studies appear to provide convincing 
evidence that ECT, at least as currently used, does not 
result in any lasting impairment of memory or of any 
other cognitive function. 

There is, however, some important evidence that 
under certain circumstances long-term impairment can 
occur. Thirty years ago Janis (1950) studied the effect 
of ECT on the minutiae of past personal memories. 
He interviewed 19 patients before starting ECT to 
obtain detailed information about events, important 
and trivial, in their past lives and then interviewed 
them again four weeks after their last treatment. He 
found that all 19 were unable to recall some of the 
memories they had described in the pretreatment 
interview, and in the five patients interviewed once 
more six to ten weeks later most of these deficits were 
still present. Eleven control patients, matched for age 
and education, were also interviewed on two occasions 
the same interval apart but in them memory lapses 
were almost non-existent. The majority of both 
groups were schizophrenics, however, and the ECT 
group received an average of 17 unmodified treatments 
at a rate of three/week, a larger number at a higher 
rate than is usual nowadays. 

Squire ef al (1981) have recently attempted to 
replicate these long neglected findings. They tested 
the detailed memory of a series of public and private 
events of 43 depressed patients who all received eight 
or nine bilateral ECT at a rate of three/week anda 
small control group of seven depressives treated: in. 
other ways. The tests were administered before. 
starting ECT, shortly after the fifth treatment and one 
week and seven months after the last treatment. Their 
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results, based partly on spontaneous recall and partly 


on recognition, indicated that one week after the end | 


of a course of ECT memory was disrupted even for 


events. which had occurred many years previously. At - 


seven months distant memory had recovered com- 
pletely but the patients' ability to recall the events of 
the day of their admission to hospital (2 to 36 days 
prior to starting ECT) was still impaired, and to some 
extent their memory. of public events (the Watergate 
scandal) that had taken place two to three years before 
had not recovered fully either. 

A study by Freeman er a/ (1980) of 26 former 
patients who were convinced that the ECT they had 
received in the past had permanently harmed them in 
some way is also relevant to this issue. Most of these 
people, who were mainly identified by a newspaper 
appeal, had complaints about their memory: either 
that they had gaps in their memory of events which 
had taken place months or years before they had 
ECT, or that since that time they had had more 
difficulty remembering names, phone numbers etc. On 
cognitive testing none of the 26 was severely impaired, 
but as a group their scores on 7 of the battery of 19 
tests were significantly worse than those of matched 
controls. The ECT complainers had more depressive 
symptoms than the controls, and more were currently 
taking psychotropic drugs, but analysis of variance/ 
covariance suggested that only part of their cognitive 
deficit was accounted for by these differences. 

Despite the lack of evidence it has long been 
suspected that ECT does have permanent effects on 
memory in some people. This has always been a 
widespread belief amongst those who have had the 
treatment themselves and many psychiatrists have 
shared this view. Forty-one per cent of the 3,000 
American psychiatrists who completed the American 
Psychiatric Association's questionnaire on ECT 
agreed with the statement that “It is likely that ECT 
produces slight or subtle brain damage". (American 
Psychiatric Association, 1978). Despite the negative 
results of other studies the findings of Janis, Squire 
and Freeman described above provide fairly convinc- 
ing evidence that past memory can be permanently 
disrupted under some circumstances. The losses are 
not very serious or extensive and are restricted for the 
most part to events shortly before the time of treat- 
ment. There is no evidence that the capacity to acquire 
new memories is impaired in any way. It is important 
to recognize, however, that the patients studied by 
Janis and Squire et al had had comparatively long 
courses of bilateral ECT given at a rate of three/week. 
It is well established that short-term memory impair- 
ment is greater with bilateral than with unilateral 
electrodes, and that its severity increases with the 
number and frequency of treatments. Complaints of 


/ permanent ill effects are also much more frequent 
_ after bilateral than after unilateral treatment (see E 
1975, for example) Whether |. 


Squire and Chace, 
unilateral treatment ever produces lasting sequelae is 
still uncertain, but there is no evidence that it does and 
the considerations referred. to above suggest that it is 
much less likely to-do so than bilateral treatment. 


Indeed there is no evidence at present that bilateral — 


treatment has lasting ill effects if it is only given twicea — 
week. Most of the patients studied by Weeks et al 
(1980) received bilateral ECT twice a week and they 
showed no impairment at either three or six months on 
a test of past personal memory based on 48 separate 
incidents from various stages in their past lives. 

Even if we accept, as we must, that some patients 
do suffer minor büt permanent memory losses for the 
period shortly before they had. ECT this impairment is 
hardly serious enough or common enough to explain 
the widespread conviction of former patients that 
their memories have been permanently affected. It is 
likely, as Squire and. Chace suggested, that the 
temporary impairment of memory produced by ECT, 
particularly bilateral ECT, focuses people's attention 
on lapses of memory they. would previously have 
ignored or not even noticed, and that this heightened 
awareness of normal failings is the main reason why 
complaints of poor memory are so common after- 
wards. It is well known in other contexts that there 
is little correlation between subjective complaint and 
objective impairment where memory is concerned. 
Indeed there may even be an inverse relationship 
between the two (see, for example, Kahn et al, 1975). 
And, of course, recurrent depression commonly 
produces complaints of failing memory as well. 

Despite early reports of cerebral oedema, neuronal 
degeneration, gliosis and petechial haemorrhages in 
the midbrain there is no evidence either from experi- 
mental ECS. in laboratory animals or histological 
studies of patients’ brains that electrically induced 
convulsions. produce cerebral damage of any kind 
unless very large numbers of shocks are given in a. 
short space of time. There is evidence, however, of a 
temporary breakdown. of the blood/brain barrier. 
Using horseradish peroxidase as marker substance 
Bolwig et al (1977b) showed that even a single ECS 
produced staining of brain tissue in some animals. 
This was abolished, however, by transection of the 
cervical cord, suggesting that this increased perme- 
ability is secondary to the rise in blood pressure 
accompanying the convulsion. Bolwig and Hertz also 
showed that the permeability of the blood brain 
barrier to small molecules increased temporarily in 
psychiatric patients receiving ECT (Bolwig et al, 
1977a). However, as similar changes in both perme- - 
ability and cerebral blood flow were produced simply 
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by breathing 3 per cent CO, they concluded that the 


T increased permeability was probably secondary to 
.— increased blood flow in both cases, due either to a 


stretching of endothelial cells in cerebral vessels or to 
the opening of new capillaries. 

Hamilton et al (1979) have recently claimed that the 

temporary impairment of cognitive function associated 
with ECT correlates highly with the magnitude of the 
associated rise in blood pressure. If confirmed this is 
potentially important, because it suggests that the 
cognitive impairment may also be secondary to 
increased permeability of the blood/brain barrier, and 
possibly preventable by drugs which abolish or reduce 
the rise in blood pressure. 


The Clinical Indications for ECT 


In the 1940s and early 1950s ECT and other 
convulsive therapies were the most effective treatment 
available for most acute psychoses-—schizophrenic, 
depressive, manic and organic—and were therefore 
very widely used. The introduction of chlorpromazine 
in 1953 and imipramine in 1957, and the wide range of 
phenothiazines, tricyclic antidepressants and butyro- 
phenones which followed them, provided effective 
drug therapies for many of these illnesses. More 
recently the widespread prophylactic use of lithium 
carbonate and long-acting phenothiazines and thio- 
xanthenes has prevented other psychoses from 
developing. As a result the clinical indications for ECT 
have been shrinking steadily for the last twenty years 
and its declining use is well documented throughout 
the world. Recent surveys suggest that in the United 
States and in Sweden between 3 per cent and 5 per cent 
of all psychiatric inpatients still receive ECT, though 
in North America and some European countries this 
percentage is being eroded further by legislative 
restrictions and unfavourable publicity. At the same 
time as overall use has fallen the range of patients 
treated has become more limited, and increasingly 
restricted to those with severe depressive illness. 


(a) Treatment of depression 

The tricyclic and tetracyclic antidepressants are 
now the mainstay of treatment for most depressive 
illnesses, preferably in combination with one of the 
forms of psychotherapy which have been shown to 
enhance or complement their effect (Weissman, 1979). 
However not all patients respond, even to full doses 
given for four to six weeks, and there is little evidence 


. hat those who have failed to respond to one tricyclic 


antidepressant, either an iminodibenzyl like imi- 
pramine or a dibenzocycloheptene like amitrip- 
tyline, are any more likely to respond to another given 
subsequently. It is possible that tetracyclic drugs like 
mianserin will prove to work in different ways or have 


a different sphere of application, but at present their 
main value seems to be for people who cannot tolerate 
adequate doses of tricyclic drugs because of their 
anticholinergic actions or should not be exposed to 
them because of their cardiac effects. The main role of 
ECT nowadays is therefore in the treatment of patients 
who have failed to respond to an adequate course of a 
tricyclic drug. 

This general statement needs qualifying in a number 
of respects. In the 1950s and 1960s, mainly before 
antidepressant drugs came into widespread use, 
several attempts were made to identify clinical features 
reliably associated with either a good or a bad 
response to ECT in order to enable the treatment to 
be given selectively to those most likely to respond 
(e.g. Hobson, 1953; Roberts, 1959; Nystróm, 1965; 
Carney et al, 1965). For understandable ethical 
reasons none of these involved an untreated control 
group, so they do not necessarily distinguish between 
items which predict a good response to ECT and those 
which merely predict early spontaneous recovery. 
Although the results of these studies were conflicting 
in many points of detail there was general agreement 
that the classical symptoms of so-called 'endogenous' 
depression (severe depression of acute onset, diurnal 
variation of mood, retardation, early morning waken- 
ing, loss of weight, appetite and libido etc.) predicted a 
good response while those of 'neurotic' depression did 
the reverse. Retardation in particular was consistently 
associated with a good response. Since this time it has 
been an almost unanimous view that ECT should 
not be given to patients lacking any psychotic or 
endogenous features, partly because of this evidence 
and partly also because of a widespread impression 
that the majority of patients complaining of severe 
side effects during or after ECT were people with 
neurotic symptoms and personality traits. For tricyclic 
non-responders with predominantly neurotic symp- 
toms, therefore, a monoamine oxidase inhibitor or 
some form of psychotherapy is a better second-line 
treatment than ECT. Certainly it is in patients of this 
type that the evidence for the antidepressant activity 
of these drugs is strongest (Robinson et al, 1973). For 
those with classical endogenous symptoms, or at least 
with more endogenous symptoms than neurotic ones, 
ECT remains the treatment of choice if tricyclic drugs 
are ineffective and this is probably its. main use in 
contemporary clinical practice. 

There are a number of circumstances, though, in 
which ECT is the most appropriate initial treatment. 
In some patients with recurrent episodes of depression 
it is clear from their history that they have rarely if 
ever responded to tricyclic or other drugs, but have 
generally responded to ECT subsequently. If this 
sequence of events has been observed two or three 
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times it is obviously sensible to give ECT straight 
away and not prolong the patient's illness for several. 
weeks administering a drug which is unlikely to help. 


Secondly, severe melancholic illnesses, particularly 
those with deep retardation, or accompanied by 
nihilistic or paranoid delusions, respond poorly to 
tricyclic drugs but often respond dramatically to ECT. 
The evidence that deluded depressives usually respond 
poorly to drugs comes from several sources. The fact 
has been noted in passing in two clinical trials of 
antidepressant. drugs (e.g. Hordern ef al, 1963; 
Glassman et al, 1975). It has also been found that 
depressives with a score of 9 or more.on the Newcastle 
Scale—-in effect those with the most severe psychotic 
illnesses— respond to amitriptyline less well than those 
with scores of four to eight (Rao and Coppen, 1979). 
And it has been found that patients with a mixture of 
depressive and either schizophrenic or paranoid 
symptoms respond poorly to amitriptyline, chlor- 
promazine or the two combined (Brockington ef al, 
1978). Although it has been claimed by Quitkin et al 
(1978) that deluded depressives will respond to very 
high doses of imipramine the claim is unconfirmed and 
in any case many patients, the elderly in particular, 
cannot tolerate such doses. It is often advisable, 
therefore, to give ECT straight away to patients with 
nihilistic or paranoid delusions, and also to patients 
with schizophrenic symptoms as well as depressive 
ones. Finally, there are some situations in which it is 
vital to remove the patient's symptoms as quickly as 
possible, either because they are ceasing to eat and 
drink, or because of the risk of suicide, or simply 
because they are suffering so much. There is good 
evidence that ECT acts considerably faster than 
tricyclic drugs (e.g. Medical Research Council, 1965; 
Coryell, 1978) and in situations such as these one 
should have no hestiation in giving it ul for 
that reason alone. 


(b) Treatment of mania 

Although in the past ECT was widely, and success- 
fully, used for the treatment of mania it is rarely used 
now because it has been supplanted by drugs of proven 
efficacy —phenothiazines, butyrophenones and lithium 
salts. Whether there are any circumstances in which it 
should still be used is uncertain because no adequate 
clinical trial comparing it with any of these drugs has 
ever been carried out. It is possible that there are 
situations in which ECT is still superior, and in the 
absence of formal evidence either way a reasonable 
case can be made for giving it to patients with severe 
manic illnesses who do not respond, or not quickly 
enough, to chlorpromazine, haloperidol or lithium. 


(c) Maintenance ECT 
In the 1950s ECT was frequently given as a main- 


tenance treatment to patients who had already 
recovered from a manic or depressive illness in the — 
belief that this reduced the likelihood of relapse. The - 
frequency of administration varied from once a week 
to once a month and as treatment was often continued 
for several years some patients received several 
hundred convulsions during this period. The efficacy 
of this practice was never established by a random 
allocation trial, though there were claims that psycho- 
tic patients who accepted maintenance ECT once a 
month had a much lower relapse rate subsequently 
than those who did not (e.g. Karliner and Wehrheim, 
1965). Once it was established that lithium salts were 
an effective prophylactic treatment for both bipolar 
and unipolar illnesses maintenance ECT was largely 
abandoned, and rightly so in view of the risks and 
inconvenience involved. There might, however, still 
be a case for it in rare patients who have frequent, 
disabling manic or depressive swings despite lithium. 


(d) Treatment of schizophrenia 


ECT is used much less often now than in the past, 
largely because it has been replaced by phenothiazines 
and other drugs inhibiting dopaminergic transmission. 
It is often said to be the most effective treatment for 
catatonia but there is little published evidence for this 
belief and in any case catatonia has become un- 
common in industrialized. countries. The question of 
using ECT arises mainly in the treatment of patients 
with acute schizophrenic ilinesses who have not 
responded to drug therapy and remain too ill to leave 
hospital. Although the studies of Smith et a/ (1967) 
and Taylor and Fleminger (1980) described above 
suggest that the benefits of giving it in addition to 
phenothiazines are fairly short-lived a trial of ECT isa 
reasonable expedient under these circumstances, 
particularly if the patient also has affective symptoms. 
How many treatments should be given is much harder 
to decide. It was a widespread clinical belief in the past 
that schizophrenics required longer courses than 
depressives and that the mode of action was different 
in the two conditions, but neither of these beliefs was 
ever based on anything more substantial than majority 
opinion. There is no case for giving ECT to chronic 
schizophrenics. Even when enthusiasm for the 
treatment was at its height it was widely accepted that 
results were poor in chronic illnesses, and this was 
confirmed by the trial of Miller ef al (1953). 


(e) Other conditions 
All potent and effective treatments, from steroids 
to antibiotics, are at risk of being used by uncritical 
enthusiasts in inappropriate circumstances. ECT is not 
exemp! from this hazard ang ibd. are still occasional 
jP P vosa, 
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Obsessional illnesses, organic confusional states, 
*psychogenic' pain and other conditions besides. Unless 
there are good grounds for believing that the patient 
is also depressed such use has neither theoretical 
justification nor empirical support and is therefore 
inappropriate. In particular, ECT should not be given 
to patients with organic psychoses, though mild 
cognitive impairment is not a contraindication to its 
use in elderly depressives. [The belief that it is an 
effective treatment for delirium is based largely on a 
misunderstanding of the Danish literature, for the 
Danish term delirium acutum refers to what Anglo- 
American psychiatrists would call florid acute 
schizophrenia.] Finally, ECT should never be used 
simply to control aggressive or violent behaviour. 
Its occasional use for this purpose in the past, or the 
belief that it is sometimes so used, is an important 
cause of public anxieties about the treatment. 


Contraindications 


ECT produces a considerable though shortlived 
increase in cerebral blood flow, and for this reason 
should not be given to anyone suspected of having 
raised intracranial pressure. Apart from this there are 
no absolute contraindications: in severe depression the 
risk of death may well be greater than any hazard the 
treatment might pose, As well as increasing cerebral 
blood flow ECT also produces a series of cardio- 
vascular changes similar to those occurring in the 
Valsalva manoeuvre, the most important being a 
shortlived but sudden tachycardia accompanied by 
a sharp rise in systolic blood pressure (Perrin, 1961). 
For this reason the treatment should be avoided or 
postponed in those who have recently had a myocar- 
dial infarction, and only given after careful con- 
sideration to anyone known to have a cerebral or 
aortic aneurysm, or with a history of cerebral haemor- 
rhage. And in view of the series of general anaesthetics 
involved ECT should generally be postponed in 
anyone with an acute respiratory infection. 

Spinal disease and recent limb fractures used to be 
contraindications but matter little now that limb and 
spinal movements can be reliably abolished by 
suxamethonium. Neither indwelling cardiac pace- 
makers nor pregnancy are contraindications. The 
passage of an electric current across the head does not 
interfere with pacemakers or precipitate labour, and 
in early pregnancy ECT may well be preferable to 
antidepressant or other drugs. Finally, old age is not a 
contraindication. Although the risks of ECT rise 
somewhat with increasing age they rise less steeply 
than the risks of either untreated depression or 
tricyclic antidepressants. Even frail people in their 80s 
usually tolerate the treatment well and its efficacy is at 


least as good, and possibly better, in old age than it is 
in earlier decades. | 


Administration of ECT 
(a) The anaesthetic l 

ECT normally involves the administration of 
atropine, a short-acting barbiturate anaesthetic and a 
muscle relaxant. Atropine is given partly to reduce 
bronchial secretions, and partly to inhibit the vagal 
discharge accompanying the convulsion, and so to 
minimize the incidence of arrhythmias. In healthy 
patients in whom the inhibition. of secretions is 
relatively unimportant the drug can be given i.v. 
immediately after the anaesthetic rather than sub- 
cutaneously 30-60 minutes beforehand and the 
subject thus spared the discomfort of a dry mouth and 
the attendant risk of surreptitious drinking. As 
atropine has cerebral as well as systemic effects the 
American Psychiatric Association's task force re- 
commended the use of quarternary anticholinergic 
drugs like methylscopolamine which do not cross the 
blood brain barrier, though in fact there is no evidence 
that atropine contributes significantly to post-ECT 
confusion. 

Either methohexitone or thiopentone is normally 
used as the anaesthetic agent, The former is probably 
preferable as it has been shown to produce fewer 
extrasystoles and other ECG abnormalities (Pitts, 
1972), but its very short duration of action may be a 
disadvantage if the patient wakes while still in a state 
of post-ictal confusion. A minimum dose should be 
used as barbiturates raise the seizure threshold and 
it is important not to give patients an inducing shock 
larger than necessary. On the other hand it is vital 
that patients are given enough to render them un- 
conscious. The experience of being paralysed with 
suxamethonium while still conscious is terrifying and 
patients to whom this has happened are under- 
standably reluctant to have ECT ever again. Except 
in rare patients with pseudocholinesterase deficiency 
suxamethonium or suxethonium are the best muscle. 
relaxants because of the profound relaxation they 
produce and their short duration of action. As soon as 
the anaesthetic and relaxant have been given 100 per 
cent oxygen should be administered by mask, but it is 
important not to hvperventilate the patient as the 
resulting hypocapnia may prolong seizure duration 
by several minutes and this is probably undesirable. 
Oxygen should be given again after the convulsion and 
continued until spontaneous respiration has returned. 
In Britain and most other countries it is now normal 
practice for anaesthesia to be given only by an 
anaesthetist. This is probably sensible, though it 
is worth noting that in Heshe and Roeder’s recent 
survey of ECT in Denmark neither the mortality nor 
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the morbidity was any higher when the anaesthetic . 
was given by a psychiatrist or by a nurse. It is vital, = 


however, for whoever gives the anaesthetic to be able 
to pass an endotracheal tube if the need arises. 


ECT is still given unmodified in some under- - 
developed countries which cannot afford the expense 
and lack the skilled manpower which an anaesthetic 
requires. Unmodified ECT is in most respects equally 


safe and, surprising as this may seem to the onlooker, 
usually no more frightening for the patient, except by 
repute, than the modified treatment (Havens, 1958; 
Huggins et al, 1964). It does, however, involve a 
considerable risk of spinal and other fractures, 
produces a greater rise in blood pressure and pulse 
rate than the modified treatment, and is more often 
followed by troublesome restlessness. There are 
therefore cogent medical reasons as well as overriding 
political ones for never giving ECT without anaesthetic 
and muscle relaxant except in the special circumstances 
referred to above. 


(b) Electrode placements 


When it was first introduced ECT was given with 
one electrode on either side of the head anterior to 
the pinna of the ear and this bilateral placement is 
still more widely used than any other. The idea of 
putting both electrodes on the same side, usually over 
the non-dominant hemisphere in order to minimize 
confusion and memory disturbance; was first mooted 
and tried out in the 1940s, but excited little interest 
until the 1960s, probably because of a lingering 
suspicion that temporary disturbance of memory 
might be necessary for the therapeutic effect. In the 
last twenty years, however, innumerable comparisons 
between bilateral and a variety of unilateral electrode 
placements have been carried out. Twenty-one of 
these were reviewed by Heshe ef al, (1978) as a 
prelude to their own. In four of these 21 bilateral 
electrodes were more effective, in one poorly designed 
study unilateral electrodes were more effective and in 
twelve there was no significant difference between 
the two, though in several of these patients receiving 
unilateral treatment required a slightly longer course 
before full recovery was achieved. Almost without 
exception, studies which have compared the effects of 
the two on cognitive function have found that, at 
least in right-handed patients, unilateral electrodes 
over the right (Le. non-dominant) hemisphere are 
associated with less post-ictal confusion and less 
memory disturbance in the following 24 hours than 
bilateral electrodes. 

Although most of those who have compared 
unilateral and bilateral placements have concluded 
that the former is to be preferred because of this 
reduction in confusion and memory disturbance, 





^ bilateral electrodes are still used by the majority of 


American (78 per cent of respondents to the American 


Psychiatric Association's recent questionnaire) and 


British, though not of Danish, psychiatrists. Although 


Vaid. is COANE and unilateral electrodes 






ii electrode slacings have been used by different 


workers and it remains unclear which is best, though 


the temporo-parietal positions advocated by Lan- 
caster ef al (1958) are probably the most widely used 
(ie. one electrode one and a half inches above the 
mid-point of a line from the lateral angle of the orbit 
to the external auditory meatus, and the other three 
inches higher at an angle of 70° to that line). If the 
electrodes are too close together, however, too little 
current will penetrate the skull and as a result no 
convulsion, or only a partial convulsion, will result. 
This is probably the explanation of the frequent find- 
ing that patients. receiving unilateral ECT often 
require one or two more treatments than matched 
groups receiving conventional bilateral treatment. For 
this reason it is particularly important when using 
unilateral electrodes to have an accurate means of 
ensuring that a bilateral convulsion has been induced. 
The best way of doing so is to have simultaneous EEG 
recording; failing that the dose of suxamethonium 
must be sufficiently small to allow some limb move- 
ments still to occur. The other important issue is that 
the patient’s handedness has to be carefully established 
beforehand as the effects of using unilateral electrodes 
over the dominant hemisphere may be worse than 
those of bilateral electrodes. Indeed in sinistrals, 
whose dominant hemisphere is less easily predicted 
than that of dextrals, it may be better to use bilateral 
electrodes. There is insufficient evidence on this point 
because most. studies of unilateral ECT have de- 
liberately been restricted to dextrals. 


(c) Number and frequency of treatments 

During the last twenty years there has been a steady 
reduction both in the frequency of administration of 
ECT and in the total number of treatments given in a 
course. This is partly due to an increasing recognition 
that memory disturbance and confusion are unrelated 
to the therapeutic effect, and therefore to be avoided, 
and partly to an increasing restriction of the treatment 
to depression, which has long been recognised 
usually to require a shorter course than schizophrenia. 
In most hospitals it is now customary for ECT to be 
given two or sometimes three times a week, with an 
interval of not less than 48 hours between successive 
treatments. However, as formal comparisons of 
different temporal sequences have rarely been carried 
out it is difficult to be confident that this practice is 
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preferable to, say, one or four treatments a week. 
Indeed, Strómgren (1975) recently claimed, on the 
basis of a comparison of two similar but unmatched 
groups of patients, that if unilateral ECT was given 
four times a week instead of twice the time needed for 
recovery was reduced by an average of eleven or 
twelve days without any increase in memory distur- 
bance. The attempt to hasten recovery by reducing the 
interval between successive seizures reached its logical 
conclusion in the practice of inducing several seizures 
in succession during a single period of anaesthesia, 
so-called multiple ECT (MECT). In fact, MECT is 
still given in one or two centres (e.g. Maletzky, 1978), 
though most psychiatrists will require convincing 
evidence that it does not produce increased confusion 
and memory impairment before they consider using it. 

The number of treatments needed to relieve 
depressive symptoms varies considerably from patient 
to patient. This means that it is misguided to give 
patients a standard course of six ECT, or any other 
set number, because some will need more and others 
less, In most patients between four and eight treat- 
ments are needed, but occasionally two or three will 
suffice and some people need ten or twelve. Improve- 
ment is usually apparent after the first three or four 
treatments and may be dramatic after the first. 
Conversely, if the patient has not started to improve 
after six or eight treatments there is probably little 
point in continuing further. In the past patients were 
often given one or two extra treatments after full 
recovery had been achieved in the hope that this 
would prevent relapse but a controlled trial by 
Barton et al (1973) failed to demonstrate any benefit. 
The practice should therefore be abandoned. 


(d) The electrical stimulus 


Although the passage of an electric current across 
the head is only one of several possible ways of 
inducing a convulsion the original alternatives have 
all been abandoned. The use of cardiazol and other 
intravenous convulsant drugs ceased within a few 
years of the introduction of Cerletti’s electrical 
treatment and photic stimulation was never used 
other than experimentally. The convulsant ether 
flurothyl, which is inhaled like an anaesthetic agent, 
was used in several countries in the 1960s but it fell 
out of favour because it was more expensive and less 
convenient than ECT, and it is no longer obtainable. 

Cerletti originally induced seizures with an alternat- 
ing current of 110 volts for half a second and most ECT 
machines have been based ever since on some modi- 
fication of mains alternating current (i.e. a biphasic 
sinusoidal waveform with a frequency of 30 or 60 
cycles/sec and a voltage of between 110 and 260 
volts), though some have used a discharging condenser. 


some machines deliver a fixed quantity of electricity, . 
or would do so if head resistance. were constant; 
in others the quantity can be varied either by increasing 
or decreasing the duration of stimulation or by 
altering the capacity of the condenser. 

Partly because they knew little about electricity, and 
probably also because authoritative figures like Hoch 
and Kalinowsky said that the type of electric current 
used was immaterial, most psychiatrists have taken 
little interest in either the quantity of electricity or the 
waveform they were administering to their patients. 
Indeed, many published studies of ECT provide no 
information at all on these matters. Since Ottosson's 
(1960) experiments were published, however, it has 
been widely accepted that a supraliminal stimulus 
increases post-ictal confusion and memory disturbance 
without any matching increase in therapeutic efficacy, 
and that the minimum stimulus capable of inducing a 
convulsion should therefore be used. 

Because the resistance of the skull is high only a 
small fraction of the total current passes through 
brain. Experiments with animals and cadavers suggest 
that it may be as low.as 6 per cent with standard 
bitemporal electrodes. Moreover the resistance of the 
skull varies considerably with its thickness, and is 
much lower at the site of emissary veins than else- 
where, which means that the quantity of electricity 
delivered by a 'standard' stimulus will also vary 
considerably even if the scalp is properly prepared. 
(Although most ECT machines assume a skull 
resistance of 300 ohms this may vary in practice from 
200 to 500 ohms even after adequate skin preparation). 
As most ECT machines are set so as to produce a 
convulsion in the great majority of patients without 
adjustment, it follows that many patients will be 
receiving à considerably larger current than they 
require. 

Most ECT machines, both those delivering a bi- 
phasic sinusoidal current and those based on a dis- 
charging condenser, normally deliver between 30 and 
45 joules over a duration of 0.5 to 1.5 seconds. How- 
ever, much of this current is incapable of contributing 
to the neuronal discharges provoking the seizure be- 
cause it is delivered while the neurones concerned are 
in their refractory period. Brief pulses lasting no 
longer than a millisecond at intervals of between 10 
and 40 milliseconds avoid this problem and enable a 
seizure to be produced with much smaller quantities of 
electrical energy spread over a longer period (about 5 
seconds). Although brief pulse ECT was first used in 
the 1940s it is only comparatively recently that com- 
mercial brief pulse machines have become widely 
available and a serious interest. taken in their possible 
advantages. Valentine et a/ (1968) compared brief 
bidirectional pulses and standard biphasic sinusoidal 
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current in two 


trodes in the other half. Recovery of consciousness was 
fastest and postictal confusion and memory impair- 
ment least in the group receiving unilateral brief pulse 
ECT, and recovery slowest and confusion and memory 
impairment most pronounced in the group receiving 
bilateral sinusoidal ECT. Unfortunately, the groups 
were not large enough for the authors to make any 
accurate estimate of the comparative therapeutic 
efficacy of the four techniques. More recently Weaver 
et al (1977) have compared 29 joules of conventional 
sinusoidal current with 15 joules of brief pulse current 
in a small random allocation trial.. The therapeutic 
effects and effects on cognitive function (measured by 
the Halsteád-Reitan battery) of the two were identical 
and the brief pulse technique was more reliable in 
producing bilateral convulsions. Clearly, more com- 
parative studies of this kind are needed, particularly 
in view of the failure of Lambourn and Gill's trial to 
demonstrate any superiority of brief pulse ECT over 
simulated ECT, but this technique does seem to hold 
out the promise of the same therapeutic action as 
conventiona! sinusoidal waveforms with significantly 
fewer side effects. 

Lambourn and Murrills (1978) recently examined 
the ECT machines used in the 14 treatment centres 
in a single health region in southern England. 
Although there was no evidence that any untoward 
reactions or deaths had ever resulted from faulty 
apparatus they found 50 faults in the 18 ECT machines 
in regular use, another 30 faults in the 16 reserve 
machines, and a serious lack of skilled maintenance 
generally. This may have been a purely local problem. 
It seems more likely, though, to be another aspect of 
the general lack of interest in the specifications and 
mode of action of ECT machines referred to pre- 
viously. 


Public Attitudes to ECT 

It is difficult for psychiatrists, particularly those who 
see the beneficial effects of ECT on severe depression 
every. week, to understand the widespread appre- 
hension and suspicion which the treatment sometimes 
arouses in other people. Unfortunately, most laymen 
have never heard of the diathermy needle or the 
cardiac defibrillator. Judicial execution and torture are 
the only other situations they know of in which large 
electric shocks are deliberately given to human beings, 
and these unhappy analogies readily colour their 
image of the treatment. Cerletti himself was well 
aware of this from the beginning. As he said some 
years later: "The idea of submitting man to convulsive 
electric discharges was considered utopian, barbaric 
and dangerous: in everyone's mind was the spectre of 


groups of patients, using bilateral ^ the ‘electric chair' " (Cerletti, 


electrodes in half of each group and unilateral elec- 


| 1956). The irony is 
that ECT was introduced as an alternative to other 
chemical means of inducing convulsions which did not 


evoke these unfortunate associations, and supplanted — 


them because for the patient himself it was. less 
frightening and unpleasant than they were. 

But we would be deceiving ourselves if we sought t to 
explain public anxieties purely in these tern : 
the reason for the restrictive legislation enacted he 
1970s. by several. American states was the con 
of responsible and: "well informed people- 
treatment was sometimes used as a convenient 







of subduing difficult. patients, and more frequently " 
administered without adequate regard for the wishes. T 


of the patients concerned, or their relatives. It is easy 
to say that such things do not happen here, but we 
have the scars of Ely and Whittingham to warn us 
that they may. H only requires one or two: well- 
publicised abuses-in a decade to maintain public - 





anxieties, particularly when well-financed organiza- = = 
tions like the scientologists are waiting to exploit any. 


hint of misuse. | 

There is no doubt that situations occasionally arise 
in which ECT needs to be given to patients without 
their consent. Some patients with severe depressive 
illnesses are pathologically fearful, others are paranoid 
and convinced people are trying to kill them. Some 
refuse all treatment because they do not recognize 
that they are ill, or because they do not believe they 
deserve treatment. Others are so indecisive they 
cannot bring themselves to consent to anything. But 
these. situations are all fairly uncommon. Most 
patients who initially refuse to have ECT, or cannot 
bring themselves to sign a consent form, are simply 
worried and frightened, and will change their mind if 
they are given time to talk to their relatives and other 
patients who -have had the treatment themselves. 
Although the Mental Health Acts give psychiatrists 
the power to treat patients against their wishes, and 
needs to do so, this is a power which, at least where 
ECT is concerned, should not often have to be used. 

Freeman and Kendell (1980) interviewed 166 
patients who had received ECT in a large Scottish 
mental hospital in 1971 or 1976. Although 40 per. cent 
remembered feeling. at. least mildly anxious and 
frightened before starting the treatment 62 per cent 
found it less distressing in practice than they had 
expected. And when asked how ECT compared with 
going to the dentist 49 per cent described it as "less 
upsetting’ and only I8 per cent as ‘more upsetting’. 
This suggests-that for the majority of patients ECT is 
no more unpleasant than many other minor medical 
procedures, though it is often viewed with appre- 
hension, beforehand. Forty-nine per cent of these 
patients were convinced, however, that they had never. 
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been given an adequate explanation of what the 
treatment involved, and only 21 per cent regarded 
the explanation they had been given as adequate. 
Although the authors of this study knew from 
personal experience that some of these 49 per cent had 
been given a detailed explanation, post-ECT amnesia 
is hardly a plausible explanation overall. It seems 
more likely that medical staff do often fail to explain 
what the treatment involves when asking patients for 
their consent. Very similar opinions have recently 
been obtained from a consecutive series of 80 patients 
receiving ECT in Southampton (Hughes et a/, 1981). 
Eighty-three per cent said the treatment had helped 
them, 81 per cent said they would have it again if need 
be, and 54 per cent described it as less frightening than 
a visit to the dentist, But once more 49 per cent said 
the treatment had not been properlv explained 
beforehand. 

Except in the aftermath of some quite unforseen 
tragedy there is little risk in this country of the kind of 
restrictive legislation that has been enacted in some 
American states. The evidence for the efficacy and 
safety of ECT is too strong, and Parliament has 
always been commendably reluctant to interfere in 
matters of clinical judgement. The greater risk is that 
unfavourable publicity—perhaps the deliberate ex- 
ploitation of a genuine but isolated incident —will 
make patients who need to have ECT reluctant to do 
so, and psychiatrists themselves reluctant to use the 
treatment as often as they should. 


Implications for Clinical Practice and 
Future Research 

ECT is a ‘surgical’ rather than a ‘medical’ treatment 
and for that reason alone it is likely that it will 
eventually be supplanted by some form of drug 
therapy. Indeed, one must assume that the convulsion 
is inducing changes in cerebral function which ought 
in principle to be reproducible by pharmacological 
means. Until drugs of comparable efficacy and safety 
are developed, however, it is essential that ECT 
should remain freely available on the same terms as 
any other treatment. Psychiatrists have too few 
effective therapies at their disposal to be able to 
afford the luxury of dispensing with what is still the 
most dramatically effective of them all. 

The unfavourable publicity that was at its height in 
1975-77 has had a number of beneficial as well as 
adverse effects. It has stimulated some important new 
research, and caused other important work carried out 
in the 1950s and 1960s to be rediscovered. It has also 
revealed a rather casual attitude to the treatment in 


mány hospitals. Although the recent College survey. ‘= 
will shed more light on the true state of affairs it seems — . wh 
both these conditions there is prima facie evidence that 


likely that there are too many places where ECT 
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machines are not properly inspected and maintained, 
where the treatment is administered by a constantly 
changing rota of junior staff who are not adequately 
trained or supervised, and where the nature and 
purpose of the treatment are inadequately explained 
to patients beforehand. The need for a comprehensive 
re-examination of existing procedures should not need 
emphasizing in the present climate of opinion and it is 
much to be hoped that the College's survey will serve 
as stimulus to such a review. 

The priorities for future research seem equally 
clear. It is fairly well established that the therapeutic 
effects of ECT are due to convulsive activity in the 
brain, and the work of Modigh in Gotenberg and 
Smith in Oxford has shown that series of convulsions 
induced over a similar time span to ECT produce 
changes in transmitter function in laboratory animals 
analogous to those produced by antidepressant drugs. 
Even if the particular changes in postsynaptic receptor 
sensitivity they identified prove to be unimportant 
this line of enquiry is obviously worth pursuing 
further, both in animals and humans. For it holds 
out the prospect of elucidating which of the many 
biochemical changes induced by the convulsions are 
responsible for the therapeutic effect, 1f this could be 
achieved it would not only be of great theoretical 
interest; it might also lead to the development of new 
drugs capable of producing the same effect without 
the need for either convulsion or anaesthetic. 

It is obviously important that the long-term effects 
of ECT on the fine detail of past memory should be 
studied further in the light of recent evidence that a 
course of 8 or 9 bilateral ECT given at a rate of 3/week 
may produce lasting deficits. It is unlikely that 
unilateral treatment does so but the matter needs 
investigating quickly, and so does the effect of bilateral 
ECT when given only twice a week. Further studies of 
the effects of ECT on the EEG would also be worth- 
while. It was never completely established that the 
extensive temporary changes that ECT produces were 
never followed by permanent changes when the matter 
was investigated in the 1950s, and even if it had been 
the advances in EEG technology that have taken 
place in the last twenty years make the issue worth 
reopening. 

The conflicting results of recent comparisons of the 
effect of real and simulated ECT in the treatment of 
depressive illness and "er E selina make it 
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ECT was an effective treatment in the days before it > 
was displaced by phenothiazine drugs. We know little, 
however, about its possible value in patients with > 


mania or schizophrenia who do not respond ade- 
quately to phenothiazine or other drugs, and this is the 


a one situation in which ECT might be of real value in 
.- contemporary practice. Appropriate. clinical trials 
=- would, therefore, be very welcome, though they would 


probably have to be multicentre trials in. view of the 
small numbers of patients likely to meet entry criteria. 
o Finally, there is a pressing need for systematic 
investigation of the relative therapeutic and adverse 
. effects of different types of electrical stimulus, and of 
increasing or decreasing the duration of convulsive 
activity in the brain. In the last fifteen years there 
have been a large number of rather repetitive studies of 
the relative merits of unilateral and bilateral electrodes. 
Much less interest has been taken in either the 
characteristics of the inducing stimulus or the duration 
of convulsive activity. The studies of Valentine et al 
(1968) and. Weaver et.al (1977) suggest that a brief 
pulse stimulus has important advantages over the 
conventional sinusoidal stimulus. On the other hand 
the anomalous clinical trial of Lambourn and Gill 
(1978) raises the possibility that convulsions induced 
by brief pulse stimuli máy be less effective. Similarly, 
Ottosson's classical study suggested twenty years ago 
brain reduced (heran i efficacy. Yet despite the 
general belief that convulsive activity in the brain ‘is 
the crucial ingredient, the availability of means of 
both shortening and lengthening its duration, and the 
flaws in Ottosson's design, experiments of this type 
have never been repeated. It seems clear, therefore, 
that a well-designed. investigation of either of these 
issues would be likely to yield results of both theo- 
retical and practical importance. 
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Lithium Continuation Therapy Following 


Electroconvulsive Therapy 


A. COPPEN, M. T. ABOU-SALEH, P. MILLN, J. BAILEY, M. METCALFE, 
B. H. BURNS and A. ARMOND 


Summary: Thirty-eight depressed patients who were treated with ECT were 
randomly assigned to receive lithium therapy or identical-looking placebo 
tablets for one year after clinical recovery in a double-blind trial. The patients. .- 
who received placebo tablets spent an average of 7.8 weeks with an episode of 
depression (either as in-patients or day-patients) during the year. In comparison, 
patients who received lithium spent on average 1.7 weeks with an episode 
(P «0.02). The trial confirms the high rate of relapses after ECT and suggests that 
lithium considerably reduces this morbidity. It is suggested that ECT without 
continuation therapy is not a satisfactory treatment of depressive illness. 


Electroconvulsive therapy has been shown to be an 
excellent treatment of severe depression (Crow et al, 
1979), and the electrically induced convulsion plays 
an important part in this therapy (Freeman et al, 
1978; Johnstone et al, 1980; West, 1981). 

Although the immediate response to ECT is good 
there is ample evidence that there is a high incidence 
of relapse in the months following treatment unless 
antidepressants are given as a continuation therapy 
(Seager and Bird, 1962; Imlah et al, 1965; Kay et al, 
1970; Perry and Tsuang, 1979). The necessity for 
continuation treatment following recovery with 
tricyclic drugs has also been demonstrated by Mind- 
ham et al (1973) and Coppen et al (1978). 

The place of lithium therapy has not been fully 
explored. Perry and Tsuang (1979) in a retrospective 
study found that lithium and tricyclics were equally 
effective in reducing subsequent relapses. In view of 
the strong evidence that now exists for the efficacy of 
lithium in the prophylaxis of unipolar depression 
(Peet and Coppen, 1980) we decided to explore the 
usefulness of continuation treatment with lithium 
carbonate by a double-blind prospective study for one 
year following recovery by ECT. 


Method 
. The study was carried out at the MRC Neuro- 
psychiatry Laboratory, West Park Hospital, Epsom, 
and at Hollymoor Hospital, Birmingham. 
Thirty-eight patients with ages ranging from 33 to 
73 were included in the study. They were all suffering 
from a major depressive disorder (Spitzer et a/, 1978), 


and had scores of [6 or more on the Hamilton Rating 
Scale for Depression. (HRS) (Hamilton, 1967). 
Patients were also classified on the Newcastle Scale 
(Carney et al, 1965), For 12 of the patients this was 
the first episode of depression. None of the patients 
had a history of mania (Table I). 

All patients were treated with ECT. during the 
episode in which the trial was started (index episode). 
While they were still being treated with ECT, the 
patients were randomly allocated to receive either 
lithium carbonate (Priadel, Delandale) or identical- 
looking placebo tablets, for one year. The trial was 
carried out in a double-blind fashion. Tablets were 
prescribed in a dose to be taken once daily in. the 
evening. The lithium plasma level was assessed 12 
hours after the last dosage. It was maintained through- 
out between 0.8 and 1.2 mmol/l by a research co- 
ordinator who did not participate in any of the ratings. 
In order to maintain blindness, in the few instances 
where he found it necessary to adjust the dose of a 
patient on lithium, he would also select a patient in 
the placebo group and make a similar adjustment. 

After discharge the patients were assessed in the out- 


patients clinic every six weeks; they were interviewed 
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and their psychiatric state was rated on the HRS; 
blood samples were taken and tablets adjusted for 
patients in both the lithium and the placebo groups. 
Any patient who showed increased affective morbidity 
during the study was treated; if symptoms of depres- 
sion were mild he was helped by supportive psycho- 
therapy; if more serious, the patient was admitted to 
ward or day-hospital. 








Initial 
Newcastle Hamilton 
M F Age w score | Rating Scale — 
8 12 54.042.8 ft 7,240.4 23.7+1.3 
Lithium 6 42 $6.2+3.0 1.6+0.4 6.8+0.5 oe 23,641.00  - 
a A relapse was defined as an increase in morbidity 10 
~~ severe enough to warrant admission to. ward or day- | : F 
hospital. Relapses were treated predominantly with = 9 T ^ 
ECT, and in a few cases with tricyclic or tetracyclic tad F | 
drugs. During the relapse, lithium or placebo was di 9 on recovery : | 
continued. Nitrazepam or triazolam: were the only 7 
other psychotropic drugs eames during the £g 
trial. $e ! 
Numerous differences between groups were analy- n 
sed by Student's t tests; the equality of the variances n" 

S -— p« 0.01 
was tested statistically and, where appropriate, a As | 
Satterthwaite's approximation was used. p " 

ey 
Results a 
As shown in Table Í, patients.in the lithium and E 4 
the placebo groups were similar in sex ratio, mean * 
age, number of previous episodes and mean score on c 3 
the Newcastle diagnostic scale. At the beginning of S in: 
the study the mean scores on the HRS were also E L 
similar. — E. 
Fig | shows the mean HRS scores of the two groups S Pm ! 
of patients at 6, 12, 26 and 52 weeks, following = ] X————9X Placebo group (N= 20) 
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recovery from the index episode. At six weeks there 
was a small increase in HRS scores for both groups. 
At twelve and twenty-six weeks, the lithium group 
had lower mean HRS depression scores than the 
placebo group. At fifty-two weeks, the difference had 
become statistically significant (P <0.01). 

Affective morbidity was also described by the 
number of weeks each patients had spent with an 
episode of depression. The lithium group had lower 
affective morbidity than the placebo group. Differ- 
ences were significant for the second six months and 
for the whole year on the trial (see Table II). 

Patients who relapsed had. a similar mean level of 
plasma lithium over the year than patients who did not 
relapse. Moreover, the length of time which had 
elapsed between the index episode and the previous 


3 episode of depression, and the Newcastle diagnostic 





^ mean scores showed no significant differences between 
osé patients who relapsed and those who did not, 

sither the lithium or the placebo group. 

. During the trial five patients in the placebo group 


General details of. patients so rial (Mean t S.E) 
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| eum and placebo treated patients in the. Ner following : 


initial PROVEN: 


and two patients: tein the lithium group segue further 
treatment with EC a rw 





- Discussion 

This. study TN shown the value of lithium con- 
tinuation treatment following ECT in the management 
of depression: depressed patients who recovered 
folowing ECT and. who were well maintained on 
lithium for one year experienced significantly less 
affective morbidity than patients on placebo... - 

The two groups of patients, after a mild increase 
in their morbidity at week 6, had distinctly different 
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TABLE H 
Number of weeks spent with an episode (Mean *. S.E.) 





Group No. 











Apta erri eter ed Str rm rn 





Second 6 months 





First 6 months One year 
Placebo — 20 2.41.1 5.61.7 (1.8124 
Lithium 18 1.50.8 0.2+0.2 1.7+0.8 
Placebo vs Lithium N.S. P «0.01 P «0.02 


(significance test) 


clinical courses: the prophylactic effect of lithium was 
clearly shown in the second six months on the trial. 

This trial indicates that lithium therapy takes time 
to reach its maximum efficacy. The lithium therapy 
was initiated during and sometimes towards the end 
of the period of ECT. Our results indicate that it is 
better to start lithium early in the episode. 

Affective morbidity as measured by the percentage 
time spent with an episode is similar to that observed 
by Coppen et al (1971) in their double-blind prospective 
study of lithium prophylaxis. Coppen et al also 
observed in 1971 that 43 per cent of the placebo 
group needed one or more courses of ECT, whereas 
none of the lithium-treated group needed such 
treatment. Coppen et al (1978) in their continuation 
study of amitriptyline for one year observed a relapse 
rate of 42 per cent in the placebo group. Most of the 
relapses in the latter study occurred within the first six 
months of the trial. 

The relapse rate of the placebo group in the present 
study and for the first six months is similar to that 
reported by Imlah et a/ (1965) and slightly lower 
than that observed by Seager and Bird (1962). 

Perry and Tsuang (1979) in a retrospective study 
compared relapse rates over six months of unipolar 
depressives who had received either lithium or 
tricyclics following ECT. Their results showed no 
difference between the two treatment groups. The 
present double-blind study has demonstrated the 
prophylactic effect of lithium over a whole year and 
shown a very significant difference in the rate of 
relapse between the two groups in favour of lithium, 
particularly in the second six months of the trial. In 
other continuation studies, imipramine (Covi et al, 
1974) and amitriptyline (Coppen et a/, 1978) were 
shown to have a prophylactic effect beyond the first 
six months. It seems from all these observations that 
the vulnerability phase of depression continues for 
many months after the onset of the illness. 

Studies by Prien et al (1974) and Coppen et al 
(1978) in which comparisons were made between 
long-term treatment have shown that lithium was as 


effective as imipramine and more effective than 
maprotiline or mianserin in the prophylaxis of 
unipolar depression. 

ECT is a very effective form of treatment of severe 
depression but must be accompanied by continuation 
therapy for its optimum effect; this continuation 
therapy should be maintained for up to a year after 
ECT. If the patient has had several attacks of de- 
pression, then long-term prophylaxis must be seriously 
considered. 
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Computed Tomography and the Outcome of Affective 
. Disorder: A Follow-up Study of Elderly Patients 


ROBIN J. JACOBY, RAYMOND LEVY and JONATHAN M. BIRD 


Summary: Forty-one subjects from an earlier study, who had undergone 
computed tomography (CT) during their in-patient care for affective disorder, 
were followed up clinically for a minimum of one year. Mortality at two years was 
also determined, and comparisons made with 50 age-matched controls. Those 
with affective disorder showed a higher mortality than controls, but the difference 
just failed to reach significance. Within the affective group, however, mortality 
was significantly higher in patients who had previously shown ventricular 
enlargement on CT, confirming our earlier suggestion that these patients might 
have constituted a distinct subgroup. Failure of the affective group to improve 
performance on a simple cognitive test at follow-up was related to persisting 
depression. These and other findings are discussed. 


In an earlier paper (Jacoby and Levy, 1980b) we 
stated that “the aetiological relationship of organic 
brain disease to affective disorder is an unresolved 
question". In the same paper, having reviewed some 
of the conflicting evidence relating cerebral disease to 
affective disorder, we sought to extend the discussion 
by presenting data on a series of 41 elderly depressed 
patients examined clinically and with computed 
tomography (CT). The results were compared with 
those in a group of 50 healthy controls (Jacoby et al, 
1980) and 40 patients with senile dementia of the 
Alzheimer type (Jacoby and Levy, 1980a). In com- 
parison to the demented group in respect of the CT 
findings the affective patients were essentially a second 
control group, showing significantly less cerebral 
atrophy, either in terms of ventricular enlargement or 
of sulcal widening. On a simple well-known test of 
cognitive function (vide infra) the affective patients, 
while substantially less impaired than the dements, 
scored significantly less than the controls (P —0.001). 
This was taken to be evidence of 'depressive pseudo- 
dementia', a conclusion supported by the failure to 
find a basis for it in cerebral atrophy on CT. A 
further finding of interest was the emergence of a 
sub-group of 9 affective patients with ventricular 
enlargement. All but one of these patients had suffered 
their first illness after the age of 60. They were 
significantly older and showed more 'endogenous' 
features and less anxiety than the remaining 32. 

The present paper is the report of a follow-up study 
on this series of depressed patients. The main aims 


of the study were: to determine whether the outcome 
of the group as a whole was related to clinical and 
CT variables at the index admission; to establish 
whether the fate of the 9 patients with ventricular 
enlargement differed from that of those without 
significant cerebral atrophy; to examine further the 
possibility that the relatively poor performance on the 
cognitive test had indicated pseudodementia; and to 
compare the outcome of the whole patient sample 
with that of groups reported by other authors. 


Method 
The original study 
Full details are already published (Jacoby et al, 
1980; Jacoby and Levy, 1980a and b). A relevant 
summary is as follows: | ui 
(i) Subjects These were 41 consecutive admissions 


. to the psychogeriatric ward of Bethlem Royal Hospital 


with a primary diagnosis of affective disorder (mean 
age 72.2 + 5.9). A control group of 50 healthy volun- 
teers was matched for age, sex and social class with the 


. affective patients (mean age 73.3 + 5.7). : 
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(iD Clinical data The following tests were adminis- 
tered in addition to the collection of catamnestic data: 
the Geriatric Mental State Schedule (Copeland et al, 


1976; Gurland et al, 1976); the Mental Test Score 


(MTS) a memory and orientation test (Hodkinson, 
1973): the Digit Copying (DCT) and Digit Symbol 
Substitution (DST) tests (Kendrick, 1965; Wechsler, 
1955); the Hamilton Rating Scale (HRS) for depres- 
sion (Hamilton, 1960); the Newcastle Depression 
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Index (Carney et al, ore a full neurological examin- us 


ation. 


(iti) CT scans CT scans were ‘blindly’ rated by a 
euirciadiolonist who made a global assessment. of : 


ventricular size, and gave a: cortical atrophy (s 
widening) score for 5 cortical areas (frontal, tempo 
insulae, parietal,: 


separate scores. The area of the ventricle on the slice 
with the maximum ventricular area was measured by 
planimetry. Evans' ratio was also measured. 


The follow-up study 


Gi) Patients All those patients who. were still alive 
. Awere traced and interviewed at a minimum of one year 
^ from the original assessment. One patient terminated 
the interview before completion. Details of the index 
admission and subsequent treatment were obtained 
from the patients themselves and from the case-notes 
at the time of interview. The following tests were 
re-administered: HRS, MTS, DCT, DST. Tests 
administered in the original study will carry the suffix 
1, and those administered in the follow-up study the 
suffix 2, e.g. HRSI, HRS2. 

(ii) Controls These subjects were similarly traced 
and interviewed as part.of a more detailed study 
which is to bc reported separately. Only those aspects 
which are relevant to comparison with the affective 
patients will be reported here. All subjects. were 
traced, but one declined to be interviewed. 

(iii) Mortality Because the length of follow-up" for 
clinical interview and testing was variable, the death 
rate in both controls and patients was determined for 
the fixed interval of two years from first assessment. 
This information. was. obtained on all subjects. The 
cause of death was ascertained in the affective group 
from death certificates, hospital records and autopsy 
reports where available. 


Results. 


(i) The mean length of index admission was 
22.8 + 17.3 weeks, range 5-94. 36.6 per cent of 
patients had been discharged from hospital within 
3 months, 70.7 per cent within 6 months, and 92.7 per 
cent within | year: 

(ii) The mean length of clinmiedt foliowais for the 
patients was 85.7 + 21.6 weeks, range 52-134; for the 
controls.137.7 + 45.9, range 75-196. LE 

(iii) At 2 years 3 controls and 9. patients had died. 
This. difference was almost significant, corrected chi- 
square 3.71, P «0.06. 

(iv) Table | shows the 2-year mortality of those 
patients considered by the radiologist in the original 
study to have ventricular enlargement compared with 
patients whose ventricles were normal. The difference 


occipital). on a .4-point scale a 


cumulative total being obtained by adding the " Ventricles enlarged: : - 4 5 
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"TABLE I 


h gist’ s rating of ventricular enlargement and 2-year 
j aere only) 





Alive ^ Dead 


enoma — 27 4. 


Corrected chi-square 5.04, P «0.03. 


between the sub-groups is significant, P  —0.03. 
There was no such relationship between ventricular 
enlargement and mortality in the controls. | 

(v) Of the 9 patients who were dead at 2 years 
6 died from non-cerebral causes: 2 carcinoma, 
| myocardial infarction, 2. pneumonia, | ruptured 
abdominal aneurysm. Of the remainder 2 patients who 
had .enlarged ventricles died of cerebrovascular 
accidents, and one patient with normal ventricles died 
of a.subdural haematoma following a fall in nnepito) 
during the index admission. 

(vi) The dead patients differed from the survivors in 
having had less impairment of insight on the Geriatric 
Mental State Schedule in the original study (0.3 x 0.7 


cf 1.24 1.2, P «0,.05). There were no other significant. s 


differences between the dead and surviving patients, 
although. as expected from the global rating by the 
radiologist (Table I) the measurements of ventricular 
size (planimetry and Evans' ratio) were greater in the 
dead group. 

(vii) In the patient group there was a non-significant 
improvement from MTSI to MTS2, while the score 
for the controls remained unchanged. The difference 
between the two groups at the original assessment 
remained significant at follow-up, and is shown in. 
Table II. 

(viii) In order to” test the hypothesis that the 
difference: between controls and patients on MTS2 
was. due to persisting depression, ie. depressive 
pseudodementia, the groups are compared on MTS2 
vis à vis HRS2. The 12 patients with HRS2 scores of 
2 or less had à mean MT S2 = 31.2£ 2.0, which did 
not differ significantly - from the controls’ mean 
(Table 1, whereas the 19 patients with HRS2 scores 


TABLE H 
Comparison. of M TS! with. M TS2 (Mean ESD) 


mtsent td HR itte piece mtem mn 


7 l .. Controls | H  Affectives P< 
MTS! 31. 941.8 28.1 45.2 0.001 
31.9-2.0 


29.6+3.5 





"9.000. ^ 57 


290 COMPUTED TOMOGRAPHY AND OUTCOME OF AFFECTIVE DISORDER 


TABLE HI 


Mean scores + SD on clinical variables at index assessment 
and follow-up, affectives only 


Inder assessment Follow-up P< 
HRS 23.04 6.4 8.8+ 9.1 0.001 
DCT 81.01 32.6 91.1: 30.8 0.02 
DST 17.1 t 8.7 19.5 113.0 NS 


greater than 2 had a mean MTS2 = 28.74 3.9, which 
differed from the controls at P. 0.002. 

(ix) Table HI shows the mean changes in the scores 
in the affective patients on the remaining clinical 
variables from index assessment to follow-up. 

(x) Status (inpatient/day-patient/outpatient/dis- 
charged from care) was determined at 12 months from 
the index assessment (all surviving patients) and at 
18 months (20 patients). At 12 and 18 months status 
was significantly related to HRS2 in the expected 
direction, inpatients showing the highest mean HRS2 
score, outpatients the lowest: P <0.03 at 12 months, 
P «0.02 at 18 months, analysis of variance. However, 
patients discharged from care by 18 months differed 
from expectation in having a higher mean HRS2 
score than the outpatients, 13.7 7.0 cf 3.56.2, 
P «0.001, T-test. This pattern was also found at 12 
months, but too few patients (3) had been discharged 
from care to allow statistical analysis. 


Discussion 


Length of admission. It is difficult to say how the 
mean length of admission compares with the current 
average length of admission in other units, as such 
data are not readily available. It is possible that our 
patients were in hospital for longer than usual because 
of the specialized nature of the unit. The number of 
our patients discharged at six months, 70.7 per cent, 
compares favourably with Roth's (1955) figures from 
a mental hospital survey of 33.3 per cent in 1934 and 
1936, and 57.8 per cent in 1948 and 1949. At Bethlem 
Royal in the mid 1950s the figure was 88 per cent 
(Post, 1965), which is of interest to us since our 
patients were from the same unit. However, the 17 per 
cent lower figure in our series probably reflects the 
fact that the earlier sample came from more favourable 
social backgrounds as Post himself pointed out, and 
included no formal patients, whereas the unit now 
functions as part of a district service for an inner 
London borough with formal and informal admis- 
sions. The lower six-month discharge rate may also 
support Post's (1972) contention that it is the more 
severely ill patients who are now being referred to 


hospital services because of the widespread use of 
antidepressants in general practice. ! 

Length of follow-up The difference in the mean 
length of clinical follow-up between controls and 
affectives occurred because the controls were mainly 
recruited en masse at the beginning of the study, 
whereas the affectives were necessarily a consecutive 
series collected over about two years. However, 
considering the remarkable stability of the controls’ 
mean MTS scores, the difference in follow-up serves 
only to enhance their suitability as a healthy com- 
parison group. 

Mortality The excess 2-year mortality in the 
affectives compared with the controls failed to reach 
significance by the narrowest margin. In fact beyond 
the 2-year limit imposed by this study 2 more patients 
and 1 control died, making a significant difference 
between the groups (corrected chi-square 4.51, 
P <0.05), but this can be regarded only as a pre- 
liminary finding since the period from first assessment 
to the determination of death or survival was not 
standardized. These findings are consistent with those 
of Stenstedt (1959) who found an excess mortality in 
'involutional melancholia’, and with those of Kay 
(1962) who in an extensive survey of Scandinavian 
records found a mortality twice normal expectation in 
those who had suffered their first depression in late 
life. This excess was due mainly to an increased 
number of deaths within two and a half years of 
admission. 

With regard to the cause of death Kay (1962) 
found a significantly raised rate due to disease of the 
cerebral vessels and non-significantly raised rates due 
to other non-cerebral causes. In an 8-year follow-up 
study of 100 patients Post (1962) found a death rate 
from extra-cerebral causes higher than expected in the 
age-matched general population. Numbers in our 
series are too small for statistical analysis, but the 
majority of our patients died of causes unrelated to 
cerebrovascular or indeed any intracranial disease. 

Of considerable interest in this study is the sig- 
nificantly greater mortality in the group of patients 
found to have enlarged ventricles on CT. There was no 
evidence that any patients were senile dements who 
had been misdiagnosed as depression, nor that 
ventricular enlargement itself was directly related to 
cause of death in this sub-group. Furthermore it 
cannot be said that the higher death rate was entirely 
an age effect, since the mean ages of the dead and the 
surviving patients were not significantly different 
(74.0 € 6.1 cf 71.7 £ 5.8.) If mortality was not due to 
age, could it have been due to ageing? Hemsi et al 
(1968), in a barbiturate sleep-threshold study, sug- 
gested that lowered arousal in elderly depressives 
might have been due to ageing of the central nervous 
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system (CNS), which itself might have predisposed 
to depression. Hendrickson et al (1979) asked if the 
same mechanism might have accounted for their 
finding of a delayed latency in the auditory evoked 
response in elderly depressives, which did not change 
to the level of the normal controls after recovery and 
treatment. The hypothesis that the ageing process 
facilitates the emergence of depression in late life 
(Post, 1968) is consistent with our findings, and we 
would suggest that ventricular enlargement could be a 
manifestation of this process. 

A further conclusion from our study is that ven- 
tricular enlargement is an adverse prognostic sign in 
depression in late life. Post (1962) found that poor 
concurrent physical health predicted a poor clinical 
course, and experience amply confirms this finding. 
We cannot say from our data that the clinical course 
was poorer in the group with enlarged ventricles 
because follow-up was relatively short; but the mean 
length of index admission did not differ significantly 
either between those with and without enlarged 
ventricles (21.4 + 17.0 cf 22.9 + 17.9 weeks) or between 
the dead and the survivors (20.3 + 17.2 cf 23.1 +17.5). 
However, although ventricular enlargement was not 
demonstrably associated with a worse clinical course 
it did predict a higher mortality. . 

Clinical indices The data in Tables Il and IH 
indicate an improvement in both the affective and 
cognitive states of the patients at. follow-up. The 
failure of the mean DST score to reach a significant 
improvement (Table III) can be explained by the fact 
that the original score of 17.1 £ 8.7 was within the 
age-corrected norm for our sample. Of more interest, 
however, is the failure of the mean MTS score either 
to improve significantly or to rise to the controls' level, 
Our hypothesis that this was due to persisting de- 
pression in some patients is supported by the inverse 
relationship between MTS2 and HRS2, which is also 
consistent with the conclusion in our earlier paper 
(Jacoby and Levy, 1980b) that the difference between 
controls and affectives on MTSI was a manifestation 
of pseudodementia. The phenomenon of depressive 
pseudodementia (Madden et al, 1952; Post, 1975) is of 
great clinical importance, for misdiagnosis has far- 
reaching consequences. That misdiagnosis does occur 
is indicated by Kendell's (1974) finding that 8 out of 98 
(8.2 per cent) of patients admitted first in 1964 and 
re-admitted at least once before 1970 had their 
diagnosis changed from dementia to depression. 


We are unable to offer an explanation of the 


finding that, compared with the survivors, the dead 


patients had shown less impairment of insight on the. 


Geriatric Mental State Schedule, especially as this 
was not one of the clinical indices (age, anxiety, 
Newcastle score) that had differentiated patients with 


and without ventricular enlargement in the original 


study. Although these indices did not significantly 
separate the dead from the survivors at follow-up, the 
dead patients were non-significantly older, less 
anxious, and more ‘endogenous’ on the Newcastle 
Depression Index. Therefore, our original suggestion 
(Jacoby and. Levy, 1980b) that the sub-group with 
enlarged ventricles. might also be clinically as well 
as radiologically distinct i is only weakly supported at 
follow-up. 

The finding that patients discharged from care 
were significantly more depressed on HRS2 than out- 
patients at 18 months is explained by the fact that the 
reasons for discharge were not clinical recovery in 6 
out of the 7 cases who survived to be interviewed. 
Defaulting from outpatient attendance and removal - 
away from the catchment area were the main reasons 
for discharge. The remaining patient deemed to have 
recovered had relapsed by the time she was followed 
up for this study, and was later re-admitted to 
hospital where she died. 


Conciusion 


This follow-up study of depressed patients who 
underwent CT on admission to hospital has supported 
our earlier suggestion that those with enlarged 
ventricles might have constituted a distinct sub-group. 
The excess mortality in these patients was not sig- 
nificantly related to any factor other than ventricular 
enlargement, and the mortality in the whole patient 
sample was greater than in the controls. Cause of 
death was predominantly extracerebral. Apart from 
those related to ventricular enlargement our findings 
confirm those of other authors who have studied 
elderly depressed patients. We consider that our 
data offer further support to the hypothesis that the 
emergence of depression in old age is facilitated by the 
biological process of ageing, and that ventricular 
enlargement reflects this process in the CNS. If our 
hypothesis is correct, computed tomography may 
prove to be very useful in the determination of 
prognosis in a common and serious disorder. 
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Physical RC of Depression 


ROY J. MATHEW, MAXINE L. WEINMAN and MOHSEN MIRABI 


Summary: The incidence of physical symptoms in depression was studied in 
51 drug-free patients and in an age and sex-matched control group. Mean 
symptom intensity and number of symptoms were CUBES higher in the 
patient than in the control group. The subjects’ personality structure and re- 
lationships between their symptoms and degrees of depression and anxiety were 
examined using the Eysenck Personality Inventory (EPI), the Beck Depression 
Inventory, and the Spielberger State-Trait Anxiety Inventory, respectively. Of the 
variables studied, only the N score of the EPI was shown to influence the symp- 
toms significantly. The effect of such non-specific factors as age, gender, use of 
alcohol, coffee, tea, and cigarettes was also evaluated and found to be minimal. 


Although occurrence of physical symptoms in 
- depressed patients is well documented (Kiloh and 
Garside, 1963; Kay et al, 1969; Paykel et al, 1971; 
Wittenborn and Buhler, 1979), hypochondriasis also 
is regarded as a characteristic of depression (Kiloh and 
Garside, 1963). Physiological studies of depressed 
patients have provided objective evidence of auto- 
nomic. imbalance and associated. physical symptoms 
(Lader, 1975; Lader and Noble, 1975); such somatic 


problems. as fatigue, headache, palpitations, and. 


diarrhoea are included in several depression rating 
scales (Hamilton, 1960; Beck er a/, 1961; Zung, 1965). 
The present study compared the incidence of physical 
complaints in a group of depressed patients and in age. 
and sex-matched controls, and evaluated the factors 
that influence their condition. 


Method 


Patient selection 


Fifty-one patients between ages 18 and 65 (mean age 


. 29.6 years t 8.5) who contacted the Texas Research 
institute of Mental Sciences with complaints of de- 
pression participated in the study. All of the patients 
were seen by a psychiatrist and a clinical diagnosis of 
depression was made. No attempt was made to sub- 
classify depression. Following a thorough history. and 
physical examination with routine laboratory tests, 
those who had a history of serious physical illness or 
were suffering concurrently from significant medical 
illness were excluded from this study. Other exclusion 
criteria were the presence of psychotic symptoms, 
other major psychiatric illnesses, alcoholism, and drug 
abuse. Subjects taking medications underwent a wash- 
out period of at least two weeks. No subject who had 


293 


taken monoamine oxidase inhibitors or long-acting 
neuroleptic drugs were included in the research. An: 


age and sex-matched control group of an equal nüm- ues 


ber of volunteers was selected, all of whom were 
physically and mentally healthy and had not taken any 
medications during the preceeding two weeks. There 
were no racial differences between groups, but the 
groups differed in marital status and education; the 
patient group had higher rates of marital separation 
and less education. 


Procedure | 


» After the drug wash-out. period, the following 
rating scales and questionnaires were. administered 
once: Eysenck Personality Inventory (EPI), -Beck 
Depression Inventory (BDI), State. Trait Anxiety 
Inventory (STAT), a questionnaire designed to evaluate 
the use of alcohol, cigarettes, coffee, tea, and chewing. 
gum, a physical-symptom questionnaire containing 27 
items with a severity score of 0 to 7 for each item, anda ~ 
background data sheet. | 

Eysenck Personality - Inventory is a short, self- 
administered questionnaire that yields scores: on two 
dimensions derived from factor analysis: extraversion- 
introversion (E score) and neuroticism (N score). High 
E scores indicate extraversion, while high N scores 
indicate emotional lability-and' over-reactivity, and 
predisposition to the development of neurotic dis- 
orders under stress, Persons with high E scores tend to 


be outgoing, impulsive, uninhibited, have many social 


contacts and frequently join group activities as 
and Eysenck, Oe 


items; each item bas ane aerias statements “with 
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TABLEI 
Rating scale scores for the patient and control groups 





"symptoms anda total severity score based on the 
accumulation of all symptom ratings were computed 
for each. individual. The two groups differed signi- 
. ficantly in mean symptom count (patients—12.33 + 
 $.43; controls—3.64 £2.79; t = 10.04, df = 100, 
P <.001) and in mean severity scores (patients— 
50.58 + 29.23; controls—6.52 + 5.55; t = 10.57, df = 
100, P <.001). 


Patients Controls | | 
Mean (SD) Mean (SD) t df P 
| EPEN 18.01 (3.99) 6.39 (4.61) 13.60 — 100 « .001 
Beck 16.50 (6.49) 1.56 (2.16) 15.59 100 « .001 
STAI state 63.86 (10.08) 31.76 (9.41) 16.62 100 < ,001 
STAI trait 61.94 (9.49) 32.50 (7.98) 16.78 100 < .001 
scores ranging from 0 to 3. The BDI score has been TABLE II 
found to correlate closely with clinical ratings of Presence of individual symptoms for patients and controls 
depression (Beck and Beck, 1972). aa E 
The State Trait Anxiety Inventory contains separate Patients Controls 
self-report scales for measuring two distinct anxiety (N - 51) (N = 51) 
concepts: state anxiety and trait anxiety. State Symptom CA) C 
anxiety is defined as a person's transitory emotional SOM Mh Pd as MEM OMNE M LE 
state or condition that is characterized by subjective, d t ne S i 
consciously perceived feelings of apprehension, ten- Aultntion 22. 4 373 
sion, and heightened autonomic nervous system Divine AE 7 " 5 51 f 0 
activity. Trait anxiety refers to individual differences Hoadachus. | 76. 5 39 2 
in anxiety proneness-—the varying intensity of state Ricca saon 70. 6 13, 4 
anxiety with which people respond to situations they Dizziness i 64.7 T g 
perceive as threatening (Spielberger, 1970). Dry niouth 6A 6 19 ' 6 
Rapid breathing 60.8 3.9 
Results anis beds) D ; Es 
Personality traits and mood eic dau ' ' 
á | . a Tinnitus 49.0 11.8 
The patient and control groups differed significantly Dry skin 47.1 39.2 
in personality traits (as measured by the N scores of Delayed ejaculation 46.7 6.2 
the EPI andthe Trait Anxiety scores ofthe STAD, and — Ejushing 45.1 9.8 
in mood (as rated by the Beck Depression Inventory —— slurred speech 43.1 40 
and the State Anxiety scores of STAI). The extra- Premature ejaculation 37.5 0.0 
version-introversion scale of the EPI did not differ- Chest pain 37.3 5.9 
entiate between the two groups. (Table D. Eycnee ve ealwation 4373 2.0 
| : Weight gain 37.3 23.5 
Physical symptoms | S d I 2 i 
The data were analysed by a Chi-square test of Du id ee : s " 
association between the groups and levels of distress bon ben 31 i 1 | " p“ 
for each symptom rated from 0 to 7. For ease of inter- EN d libido >i i E 0 i 0 
pretation, | the data are presented in Table II as Pob manare i ^ 4 5 9 
presence of each symptom, A simple count of all Difficulty Mic ae i3. a0 


* All measures were based on a 2x8 contingency table 
with 7 df with 0 being no problem to 7 being severe 
problem. With the exception of delayed ejaculation, - 
premature ejaculation, impotency, lack of orgasm, poly-° 
menorrhea and difficulty in urination, all symptoms were 
reported more frequently in patients than controls 
using a zt analysis with .001 x P< .05. 
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Personal habits 
There were no differences between patients and 


controls in consumption of alcohol, coffee, tea, and. 
gum chewing. Smoking, however, was found to be. 


higher in the patient group; 61 per cent of the patient 


(x? = 14.86, P <.01). 


Step-wise multiple regression analysis 


Total symptom count and severity scores and the 
rating scale scores (except the introversion-extra- 
version score of EPI) intercorrelated above the 0.01 
level of significance. Two separate step-wise multiple 
regressions were performed, the first with the rating 
scale scores as the dependent variables and symptoms 
as the independent variables, and the second with the 
total symptom count and severity scores as the de- 
pendent variables and the rating scale scores as 
independent variables. 

The first regression analysis did not yield an ade- 
quate multivariate model for the Beck Depression 
Inventory and the physical symptoms. Only one 
predictor, daytime drowsiness, accounted for any 
significant variance, and this was only 16 per cent. The 
STAI data yielded a somewhat better model. Three 
symptoms, impaired concentration, loss of libido, and 
excessive salivation, accounted for 35 per cent of the 


001). Impaired concentration, d AE excessive 
salivation, and daytime drowsiness together accounted 
for 44 per cent of the variance in trait anxiety (F = 
8.88, df = 4,46, P —.001). On the neuroticism scale of 
the EPI, the data showed that two symptoms, ex- 
cessive perspiration and impaired concentration, were 
significant predictors. Together they accounted for 31 
per cent of the variance (F — 11.03, df — 2,48, P 
— 001). These analyses indicated that distinct group- 
ings of several symptoms did not seem to be highly 
predictive of personality variables and mood scores. 

The second regression analysis identified neuro- 
ticism as the most relevant rating scale factor; it ex- 
plained 23 per cent of the symptom severity variance 
and 30 per cent of the variance in symptom count. 

As personality variables and mood scales were 
found to be relatively weak predictors of symptom 
severity and symptom count, the contributions made 
by personal habits and demographic data were 
examined, but these variables did not markedly 
increase the portion of variance explained. Neuro- 
ticism remained the best predictor of total symptom 
severity with coffee drinking contributing an addi- 
tional 6 per cent of the variance (F — 10.44, df — 
2,48, P <.001). The regression for symptom count 
showed no change from the original model. 





i Discussion 
The present findings substantiate previous reports 
that depressed patients have a high incidence of 


physical symptoms. Other investigators have demon- 
-»Strated significant correlations between the depth of 


were smokers compared to 27 per cent of the controls depression and somatic symptoms (Coppen ef al, 


1978). Our data show, however, that there is a signi- 
ficant relationship between a patient's physical and 
depressive symptoms as well as his or her state and 
trait anxiety and EPI neuroticism scores. It seems un- 
justifiable to conclude, therefore, that physical 
problems are directly related only to depth of de- 
pression. 

Neuroticism, according to the multiple regression 
analysis, is the sole factor associated with physical 
symptoms to à significant degree, which indicates the 
absence of a distinct relationship between depression 
and physical symptoms. A similar relationship 
between somatic complaints in depression and-high 
neuroticism scores has been reported by others (Gar- 
side et al, 1970). According to Eysenck and Eysenck 
(1963), the neuroticism score measures autonomic 
lability, which may explain a good number of physical 
symptoms. Persons who score high on this scale often 
have vague physical complaints, and they tend to 
develop neurotic symptoms under stress. The present 
study, failing to find a relationship between physical 
symptoms and severity of depression and identifying 
neuroticism as the only determinant among the 
variables analyzed, suggests that the physical com- 
plaints are non-specific, stress-induced symptoms. The 
incidence of such symptoms in human being and 
animals secondary to stress-related autonomic and 
hypothalamic dysfunctions is well. documented (Pat- 
kai, 1977; Antelman and Caggiula, 1980). Moreover, 
stressed populations, such as prison inmates, medical 
and corporate professional personnel, residents of 
nursing homes, and severely ill medical patients, have 
been found to suffer from a high incidence of similar 
symptoms (Green, 1964). 

Thus it seems that when they are depressed, persons 
with a high degree of neuroticism experience a great 
number of non-specific, stress-related physical symp- 
toms. 

The validity of the relationship between the EPI 
neuroticism score and physical symptoms is open to 
question because depression is known to influence that 
score (Coppen. and Metcalf, 1965). In addition, 
according to the present findings, the N score accoun- 
ted for only 30 per cent and 23 per cent of the variance 
in symptom count and symptom severity, respectively. 
Clinical experiénce and the research literature indicate 
that depressed and anxious patients tend to smoke 
more and consume more coffee and alcohol (Schnei- 
der and Houston, 1970; Winokur, 1972; Lutz, 1978), 
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substances capable of inducing several of the physica! 
symptoms associated with depression (Russell, 1976; 
Gilbert, 1976).. The present results indicate, however, 
that these compounds play an insignificant role in the 
causation of somatic symptoms in depressed patients. 

Several physical symptoms reported by unmedicated 
depressed persons resemble antidepressant drug side 
effects which may explain the discordance between 
plasma. levels of antidepressants and side effects 
(Asberg, 1974). Prescribing physicians must be aware 
of the possibility. of false side-effects in depressed 
patients taking their medications, as they must also 
avoid using what may be false side-effect symptoms as 
indicators of high antidepressant plasma levels. The 
low incidence of symptoms such as difficulty in 
urination, impotency, premature or delayed ejacu- 
lation, lack .of orgasm. and polymenorrhea in the 
experimental group, and the absence of significant 
differences between the. experimental and control 
groups in this respect, suggest that these symptoms are 
more likely to be true pharmacological side-effects in 
depressed patients being treated with drugs. 
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: idit o of he Cope 


Situational Depression 





ROBERT M. A. HIRSCH? FELD 


Summary: The validity of the concept of situational (i.e. reactive) depression 
as distinct from other major depressive subtypes is examined in terms of psycho- 
` social stressors, personality features, current symptomatology, and clinical course 
and follow-up. Thirty-eight patients with a recent onset of situational major 
depressive disorder (i.e. the disorder developed after an event or in a situation 
the diagnostician deemed likely to have contributed to the episode at that 
time) were compared with 68 non-situational major depressive patients. These 
patients were participants in the clinical studies of the NIMH-Clinical Research 
Branch Collaborative Program on the Psychobiology of Depression. No sig- 
nificant differences between the two groups were found in the total number, 
content areas, or other categorizations of life events, experienced prior to onset. 
some statistically significant differences in current symptomatology and in 
clinical course and follow-up measures were obtained, but there were none in 
personality traits. Implications of these results in relation to previously published 
reports are discussed and caution is recommended in the use of the term situ- 


ational depression until more definitive data Decone available. 


Clinicians have generally used the term reactive 
depression to refer to a depressive episode which 
appears to be a response to recent psychosocial stress. 
Such depressions are assumed to differ from other 
subtypes of depression in that they appear less likely to 
involve biological factors and are most likely to 
respond to psychotherapeutic or social interventions. 
The term reactive depression is also used interchange- 
ably with the term neurotic depression to denote 
depressions which occur in individuals with a history 
of interpersonal and/or ‘neurotic’ conflicts, de- 
pressions without psychotic symptomatology and 
depressions of lesser severity. Whether the inter- 
changeable use of these terms is justified is not at 
present clear (Klerman et al, 1979). 

The intention of this paper is to examine the concept 
of situational depression in terms of associated 
symptomatology, clinical course and outcome, per- 
sonality characteristics, life events and follow-up 
variables. The term situational depression is preferred 
to the term reactive depression and refers to a de- 
pressive episode judged to have developed after an 
event or in a situation that seems likely to have con- 
tributed to the disorder. As such, the term ‘situational’ 


* Presented at the World Psychiatric Association Symp- 
osium, “What is a Case ?", Institute of Ps yehiatry, London, 
May 15, 1980. 
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defines a stress-produced depression but, unlike the 
term ‘reactive depression’ does not imply the absence 
of symptomatology supposedly characteristic of 
endogenous depression. 

Several issues will be addressed in our examination 
of the implications of the concept of situational 
depression: (1) To what extent do psychosocial 
stressors occur in the period just prior to the onset of 
the disorder? (2) Are-any unique clinical features 
(e.g. severity, symptom pattern, or clinical course and 
outcome) associated with the disorder? (3) Are any 
specific personality attributes exhibited by patients 
suffering from the disorder ? 


Methods 


Subjects were selected from a group of 322 moder: 
ately to severely ill in-patients and out-patients with — 
affective disorders: who were seen at one of the five 
university hospital centres participating in the Clinical 
Studies of the NIMH- ‘Clinical, Research Branch 
Collaborative Program ‘on the Psychobiology of 
Depression. The background and goals of this pro- 
gramme have been described elsewhere (Katz- and. 
Klerman, 1979; Katz er al, 1979). 

All subjects received a comprehensive socio- 
demographic and personal background interview, the 
Personal History of Depressive Disorders (PHDD) -. 
(Larkin and Hirschfeld, 1977); the Schedule of 
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Affective Disorders and Schizophrenia (SADS), a 
semi-structured clinical interview (Spitzer and Endi- 
cott, 1979); the Research Diagnostic Criteria (RDC) 
(Spitzer et al, 1978); a Personality Battery consisting of 
436 items, including the Guilford-Zimmerman Tem- 
perament Survey (Guilford and Zimmerman, 1949); 
the Interpersonal Dependency Inventory (Hirschfeld, 
Klerman, Gough et al, 1977); the Lazare-Klerman- 
Armor Personality Inventory (Lazare et al, 1966); the 
Maudsley Personality Inventory (Eysenck, 1962); and 
the Minnesota Multiphasic Personality Inventory 
(Hathaway and McKinley, 1951). In addition to these 
the Longitudinal interval Follow-up Evaluation 
(LIFE) (Shapiro and Keller, 1979) was administered at 
six months and 12 months after admission to the 
study. 

Life events were assessed at the time of the patient's 
index evaluation by a trained interviewer using a 
modification of the life events section of the Psych- 
iatric Epidemiology Research Interview (PERI-M) 
(Hirschfeld, Klerman, Schless et a/, 1977). This inter- 
view recorded the occurrence of 110 life events in the 
year preceding admission to the study. In order to 
allow for comparability to previous research on life 
events, a derived SRRS score was calculated for the 
Social Readjustment Rating Scale developed by 
Holmes and Rahe (1967). 

A diagnosis of situational major depressive disorder 
was made for those patients whose current depressive 
episode: (1) met the criteria for definite major de- 
pressive disorder (see Appendix A); (2) had an 
onset of illness within nine months prior to admission 
(because reports about life events and circumstances 
occurring longer than one year ago are very unreli- 
able); and, (3) in whom the depressive disorder de- 
veloped after an event or in a situation that seemed 
likely to have contributed to the appearance of the 
episode at that time. To receive a diagnosis of de- 
finite situational major depressive disorder, the 
clinician must have considered that the episode would 
almost certainly not have developed at the time it did 
in the absence of the external event(s). In order to en- 
sure the accuracy of the diagnoses, all case summary 
narratives were reviewed by the author and any 
doubts were resolved by discussion with the clinical 
interviewer. It is important to note that the diagnoses 
of situational and non-situational depressive disorder 
were made by the clinical interviewer, while assess- 
ments of life events and psychosocial stressors were 
conducted independently by a different interviewer. 

A group of 38 patients were obtained from the total 
sample who met these selection criteria. Sixteen of 
these patients were male and 22 were female; their 
ages ranged from 19 to 71 with a mean of 34.7; 21 
suffered from ‘pure’ major depressive disorder while 17 


displayed mixed manic and depressive features or 
cycling; 20 were diagnosed as primary depressives and 
18 as secondary depressives. Since the focus of this 
study is on the situational distinction in diagnoses, no 
restrictions on other depressive subtypes were made. 
This permits the covariation of depressive subtypes to 
be examined. 

A comparison group of 68 patients were selected 
who also met the criteria for major depressive disorder 
and had an onset of illness within nine months prior to 
admission but whose diagnosis was considered by the 
clinical interviewer definitely not to be situational 
depressive disorder. For this group also, case sum- 
maries were reviewed by the author and any doubts 
about diagnosis were resolved by discussion. The mean 
age of this group was 38.4 with a range from 17 to 72, 
and there were 29 males and 39 females in the sample; 
40 suffered from ‘pure’ major depressive disorder and 
28 had mixed manic and depressive or cycling 
features; the ratio of primary to secondary depressives 
was 48:20. Neither for any of these variables nor for 
socio-economic class and marital status, were there 
any significant differences between the two groups. 
Further, the groups did not differ in the acuteness of 
onset of the current episode of depressive illness, in the 
duration of the current episode prior to admission, or 
in the chronicity of their illness. 

Of the 216 patients excluded from analysis on the 
basis of the selection criteria, 190 failed to meet the 
Definite Major Depressive Disorder requirement and/ 
or had an onset longer than nine months prior to 
admission; 26, although meeting the first two criteria, 
received a diagnosis of probable, not definite, situ- 
ational depressive disorder. 

Comparisons of psychosocial stress, background 
personality, symptomatology, and clinical course were 
made between situational and non-situational patients 
in order to examine the differential correlates of these 
diagnoses. Chi square analyses were performed on 
discrete data (e.g. the occurrence/non-occurrence of 
‘exit’ events, the joint occurrence of diagnostic 
classes); t-tests were performed on continuous data 
(e.g. life event scores on personality inventories). In 
the case of total event counts, the data tended to be 
distributed in a Poisson rather than a normal fashion 
due to the rarity of these events: square root trans- 
formations were performed on these data in order to 
stabilize within-cell variance and t-tests were carried 
out on the transformed data. 


Results 
There were no significant differences between the 
two groups as regards the three-month life events 
scores or the total events experienced (Table 1). When 
events were categorized according to content area such 
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as school, work, family, and exits, only one significant : 
difference emerged in life event scores tabulated for - 
the three-month and the six-month period prior to 


onset of the disorder: love-related events at 


months were higher in situationals than in non- ^ 
.. Situationals; however, given the large number of com- - 

.. parisons made in life events, at least one significant 
= finding such as this would be expected to occur merely 


by chance and not much emphasis should be placed on 
this isolated finding. No differences were obtained 
between the situational and non-situational groups on 
any of the personality variables (Table H). 

Diflerences between situationals and non-situ- 
ationals were obtained on measures of current 
symptomatology, as assessed by the clinical inter- 
viewer using the SADS (Table IH). Situational de- 
pressives had more depressed mood, showed more 
suicidal ideas and behaviour, had more manic 
features and had more current alcohol and drug 
abuse. In addition, situational depressives demon- 
strated more miscellaneous psychopathology than did 
non-situational depressives, showing significantly 
higher levels of both subjective and overt anger, and 
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-pity. Interestingly, there was no significant differ- 








"ence between the two groups on the Global Assess- 
^ ment of Severity (GAS), a rating of the patient's 
— average level of functioning and degree of psycho- 
-pathology during the worst period of his illness. 


When the sample was divided according to the 
primary/secondary and the situational/non-situational 
distinctions set forth in the RDC, the resulting chi 
square analysis, with Yates’ correction SEDRE almost 
attained significance (y? = 2.68; .06). This 
finding, presented in Table IV, ied a (trend toward 
an association between primary major depressive dis- 
order and non-situational major depressive disorder. 
The converse association between situational and 
secondary major depressive disorders was not found. 

The sample was also divided according to the endo- 
genous/non-endogenous and situational/non-situ- 
ational diagnostic categories. This division resulted in 
83 per cent of the non-situationals and 74 per cent of 
the situationals being classified as endogenous (Table 
IV). This difference was significant. 

Follow-up data at six and 12 months were available 
at the time of data analysis on 92 per cent and 80 per 


TABLE Í 
Life events 


Ia er rmn n reti rrt Ner terrre A h Lae m ri rar ere RY EMEA AU AAEM NP I PH rmm irn rri a TP TRAN n PT mis TUTTA EA re a e m y ri e i a ieri dad je A MAP eer tr rm Al Vr rr s rd Arras re dy A 


Number of events three months prior 








to onset to onset 
Situational Non-situational Situational Non-situational 
major depressives major depressives major depressives major depressives 
n = 38* n = 68* n = 33** n = 54** 
Mean (std. dev.) Mean (std. dev.) Mean (std. dev.) Mean (std. dev.) 
Event category 
School 0.18 (0.51) 0.19 (0.55) 0.15 (0.44) 0.28 (0.76) 
Work 0.63 (0.94) 0.50 (0.92) 1.18 (4.31) 0.81 (1.12) 
Love 0.53 (0.86) 0.26 (0.70) 0.76 (1.03; 0.33 (0.78); 
Health 0.82 (0.98) 1.00 (7.26) 1.15 (4.18) 1.41 (1.50) 
Crime and legal 0.08 (0.27) 0.09 (0.33) 0.09 (0.29) 0.13 (0.44) 
Money and financial 0.55 (0.69) 0.34 (0.54) 0.70 (0.68) 0.54 (0.66) 
Childbirth related 0.13 (0.47) 0.01 (0.12) 0.18 (0.53) 0.04 (0.27) 
Family and household 0.29 (0.77) 0.26 (0.51) 0.42 (0.83) 0.33 (0.64) 
Residence 0.16 (0.37) 0.22 (0.57) 0.42 (0.61) 0.22 (0.57) 
Personal 0.53 (0.89) 0.26 (0.54) 0.73 (0.98) 0.43 (0.63) 
Death 0.05 (0.23) 0.04 (0.21) 0.09 (0.38) 0.06 (0.23) 
Total 3.95 (2.79) 3.19 (2.74) 5.88 (3.57) 4.47 (3.26) 
Holmes-Rahe score 79.26 (68.51) 58.24 (58.12) 107.60 (81.32) 84.59 (62.54) 
Exit events yes/not yes/not yes/not yes/not 
8/30 12/56 10/23 14/40 


Number of events six months prior 


A eran nr meme EBARA PIPER HN HERES TENTI IHE PA rr P te LR, A OY A A AURORA E SPAM e tris Lee ri n ami tea ar iN m iia Ae ia mana nain varia vL) dnp Mar ABA AS AMARA AM rr T m T S n e M m I m er a arr a me 


* Patient selection criterion: Patients selected with onset within nine months prior to admission to study. 
** Patient selection criterion: Patients selected with onset within six months prior to admission to study. 
f Number of patients. 
$ P <.05, from t-test based upon square root transformation of the data. 
No other differences reached statistical significance, 
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TABLE I] 
Personality scales 


VALIDITY OF THE CONCEPT 











Gailfórd-Zimmerman Temperament Survey 


"General activity level energy 
-Restraint 
-Ascendance - 
.  Sociability | 
_- Emotional. stability 
+ Objectivity 
Thoughtfulness 


Interpersonal Dependency Inventory 


Emotional reliance 
Lack of social self-confidence 
Assertion of autonomy 


Lazare-Klerman-Armor Personality Inventory 


Obsessive 
Hysterical 
“Oral : 


Maudsley Personality Inventory 
Neuroticism 
Extroversion 


MMPI 
Ego control 
Ego resiliency 


"e aot einem ern eni et tit 





—————— P 


Situational 
major depressives 
n = 38 

Mean (std. dev.) - 


14.9 (7.5) 


16.7 (6.3) 


12.1 (6.1) 


13.1 ED 


10.2 (7.6) 
12.5 (6.6) 
16.9 (6.1) 


48.3 (15.0) 


35.7 (13.6) . 


25.9 (9.1) 


29.4 (14.1) 
19.4 01.8) 


14.8 (6.5) 


18.1 (7.8) 


TABLE IH 
SADS scales 


mnm"———^—————"———^—"—AA————————Á RE an aeaaaee CE AL ME DM MM ET — ht AAA PENNA SA TENTE inina rA R MEE 


Situational 


major depressives 


n = 38 


% of Maximum 
Mean (std. dev.) 


serere imiran enii aaaeeeaa nanne 


‘Depressive mood and ideation 
Endogenous features 
Depressive-associated features | 
Suicidal ideation and behavior 
Anxiety 

Manic syndrome 


— Impaired functioning 


Alcohol and drug abuse 
Behavioral disorganization 


. Miscellaneous psychopathology | 


GAS-worst period 
Extracted Hamilton | 


AA IH am tnam rrt rrr tne GAS ovr etd me enr normes Vien eto ptf eT P SP EAS B an n rer pm Ar e Ie la FAL rai UAM IR earn e r 


* P <0.05 
** p -001 


63.7 (14.2). 
50.6 (11.7) 


40.9 (8.9) 
23.7 (22.4) 
32.5 (23.5) 
24.9 (5.6) 
51.8 (8.1) 
15.5 (18.6) 

1.9 (3.0) 


21.7 (9.2) 


35.1 1.0) 
42.8 (11.0) 


Non-situational 
major depressives 
n = 68 t-value 
Mean (std. dev.) 
15.0 (7.2) 0.09. 
16.8 (5.60 -. 0.08 
12.1 (6.6) - 0.06 
14.6 (8.2) 0.93 
IEA (02.7) 0.61 
i4. 1. .(6.5) 1.17 
16.6. (6.0) —0.22 
44.6 (14.6) — 1.21 
34.0 (41.8) —0.62 
26.2 (9.6) 0.17 
1.1 (4.6) 0.10 
8.2 (4.2) -0.93 
7.5. (4.1) —0.77 
29.9 (13.0) .H7 
21.9 (11.5) 1.07 
15.6 (5.9) 0.60 
18.2 (7.3) 0.04 
Non-situational 
major depressives 
n = 68 t-value 
% of Maximum 
Mean (std. dev.) _ 
55.1 (19.0) edo 
49.6 (13.1). -—0.42. 
40.6 (12.2) —0.12. 
14.3 (7.2) -—-2. 24* 
32.6 (24.5) 0.02 
11.8 (20.7) 2 
54.9 (23.3) 0.74. 
7.9 (12.4) -2. 25* 
3,0 (4.2). 1.58. 
17.3 (10.9) -2.22* 
37.2(13.3) 0.86 
39.5(12.0) 0... | 144. 
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TABLE IV 


Breakdown of major depressives classified as situational 
: endogenous, and primary 


—————RRRPRRRPRRIERRIPPRRRRRRERE 





Situational situational Total 


Primary/secondary 20/18 48/20 406 — 
Endogenous/ | e 
43/9 g4 


_Non-endogenous* 26/6 


* Patients classified as Probable Endogenous were excluded 
from analysis. 


TABLE V 
Six- and twelve-month follow-up data 


A e A e on m nn Hiit Pre a Ir i e eA ore AR e e es ren ANNA I MA A i ey e n rts 


Six-month recovery Twelve-month 





rate* recovery rate** 
Non- Non- 
Recovered recovered Recovered recovered 
Situational 29 3 3l. : 2 
depressives | (85°) (15%) (94%) (6%) 
Non- 
situational 42 22 41 11 
depressives (66%) (349%) (7992) (2194) 


A! 





Mm 


yo 4.3 P. <.05 
= 3.55, N.S. 


cent of the original sample, respectively. On the basis 
of weekly psychiatric. status ratings of symptom- 
atology ranging from 1! (usual self/no residual of 
depressive disorder) to 6 (severe/extreme impairment 
in functioning), a dichotomous recovery index was 
created. Only those patients who demonstrated a mild 
degree of or no symptomatology for at least eight 
consecutive weeks were assigned to the 'recovered' 
category, with all others considered 'non-recovered'. 

The. results of analysis on follow-up data are 
presented in Table V. Comparison of the six-month 
recovery rates revealed that 85 per cent of the situ- 
ational depressives had recovered from the index 
episode at that time, while only 66 per cent of the 
non-situationals had recovered, a difference just 
reaching significance. Similarly, at 12 months, only 
two of the 31 situationals (6 per cent) had not re- 
covered from the index episode as compared to 11 of 
the 52 non-situationals (21 per cent). This difference in 
12-month recovery rate, however, failed to achieve 
statistical significance. 
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ie e Discussion 

“Several factor analytic studies of derese pheno- 
enology provide some validity for a reactive de- 
sion construct. Such studies have consistently 
fed a bipolar factor which appears to corres- 
to an endogenous-reactive dimension (Kiloh er 
- Hamilton and White, 1959; Mendels and 
ane, 1968; Rosenthal and Gudeman, 1967; 





Rosenthal and Klerman, 1966). One cluster of items - 


which loads positively on this factor is representative — 
of the classic endogenous pattern of symptoms: These. 


include: feelings of guilt and worthlessness, psychos | 


motor retardation, difficulty in concentrating, early - 
morning awakening, drive reduction, etc. The item ~~ 
‘presence of a precipitating factor’, as judged by a 
clinical interviewer, loads negatively on this factor and 
forms a cluster with such symptoms as self-pity,. 
neurotic premorbid personality pattern with hysterical 
and/or inadequate features, and reactivity to the en- 
vironment. In each of these studies, classifying 
individuals on the ‘precipitating event’ item reveals 
that persons with an absence of such events. have 
higher scores on ‘the endogenous factor than do 
persons for whom such an event can be identified: 
Rotation of the factors, however, results in the 
placement of 'presence of a precipitating factor' in a 
separate factor from endogenous symptomatology. 

Further support.for the validity of the concept of 
reactive depression is offered by life events research 
which demonstrates an association between the 
occurrence of stressful events and the onset of de- 
pression. 7 

Most investigations of the relationship between the 
occurrence of life events and. the clinical depressive 
syndrome report that the number of life events is 
greater for depressives in the six months prior to onset 
of the depressive episode than for the various control 
groups, including normals and schizophrenics (Jacobs 
et al, 1974; Paykel er al, 1969; Uhlenhuth and Paykel, 
1973). Furthermore, this difference is heightened when 
the degree of threat to the individual's well-being is 
taken into account (Brown et.al, 1973), as well as 
when the life events are categorized according to 
desirability, exits, and controllability (Jacobs et al, 
1974; Paykel et al, 1969). These studies, however, 
were almost exclusively conducted on mixed groups of 
unipolar depressives,. No attempts were made to 
separate out reactive depressives from other depressive 
subtypes within the unipolar group and, therefore, no 
conclusions can be drawn from these investigations 
regarding the validity of the concept of reactive 
depression as distinct from other depressive subtypes. 

Several community surveys report that both life 
events and psychosocial stress, particularly chronic. 
stress. such as marital, parenting, financial, and 
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occupational stress, are associated with increased 
psychiatric impairment, in general, and depressive 
symptomatology, in particular (Andrews et al, 1978; 
Grant et al, 1978; Ilfeld, 1977; Myers et al, 1971, 
1972, 1975; Uhlenhuth et al, 1974; Warheit, 1979). 
Unfortunately, the results of these community surveys 
and those of the clinical studies described above are 
not directly comparable, since the relationship between 
general psychiatric impairment and depressive 
symptomatology in community populations and the 
diagnosed depressive syndrome in clinical samples, 
including the diagnosis of reactive depression, is 
unclear. 

Our failure to find significant differences in psycho- 
social stress levels between situational and non- 
situational depressives came as a great surprise, 
particularly since stress is an essential element in the 
definition of situational depression. Our results do not 
indicate that the situational depressives do not 
experience stress, but rather that the non-situational 
depressives experience equally increased levels of 
psychosocial stress. This finding is consistent with life 
events investigations which report increases in life 
events prior to the onset of depression in general (e.g. 
Jacobs et al, 1974; Paykel et ai, 1969). 

If situational depressives do not experience a 
greater amount of stress than non-situational de- 
pressives, do they, perhaps experience more of a 
particular type, such as interpersonal or marital 
stress? Our data do not support this. Situational 
depressives do not report a larger number of events 
than the non-situationals in the categories of love, 
family and household, entrance, or exit events (see 
Table 1). Furthermore, no differences were found in 
the mean levels of desirability of the events, anti- 
cipation of the events, nor control over the events 
experienced by situational and non-situational de- 
pressives. 

Does situational depression reflect a depression in 
an individual with long-standing maladaptive, neurotic 
personality traits, as suggested by factor analytic 
studies? Inasmuch as situational depressives were 
found to be no more neurotic in personality than non- 
situationals, our data do not support this hypothesis 
either. Our results, which are consistent with previous 
personality research (e.g. Hirschfeld and Klerman, 
1979), indicate that major depressives generally have 
increased interpersonal dependency, neuroticism, 
introversion, sensitivity, and orality. They have also 
less energy, are less ambitious and are less social than 
normals. 

Is the presence of precipitating psychosocial stress 
negatively correlated with endogenous symptom- 
atology, as reported by several previous investi- 
gations? We did not find this. There was no difference 


on the SADS Endogenous Factor scores between the 
situational and non-situational groups. Furthermore 
the percentage of situational and non-situational, 
depressives who also met the diagnostic criteria for 
endogenous depression did not differ. In fact, there 
were no more unprecipitated endogenous depressions 
than precipitated endogenous depressions. These 
findings do not support the notion of polarity of 
endogenous and situational depression but are rather 
an indication of the independence of endogenous 
symptomatology and stress. | 

Are situational depressives less severely distur 
than non-situational depressives? We found that, on 
the contrary, situational depressives have somewhat 
more severe depressed mood than do non-situationals, 
although no significant differences in impairment in 
functioning or level of psychopathology appear 
between the two groups. 

Do situational depressives have a different symptom 
pattern from that of non-situationals? We find that 
situational depressives demonstrated strikingly more 
subjective anger than did non-situationals, in addition 
to more overt anger and more self-pity. Aside from 
this suggestion of a less intrapunitive orientation in 
situational depressives, the two groups did not differ 
with respect to other types of neurotic, (e.g. obsessions, 
compulsions, somatization) or histrionic (e.g. lability, 
demandingness) psychopathology. Situational de- 
pressives did report more current drug and. alcohol 
abuse than non-situationals. In this vein, it might be 
expected that alcoholics and drug abusers (i.e. 
secondary depressives in our sample) would experience 
more adverse life events, and therefore a higher 
frequency of situational depression. This relationship 
would be reflected in a higher proportion of secondary 
depressives in the situational group than in the non- 
situational. This expectation was not born out by the 
data; that is, a history of drug or alcohol abuse 
(justifying a diagnosis of secondary depression) did 
not increase the likelihood of being a situational 
depressive in our sample. 

Do situational depressives have a different clinical 
course ? Our data suggest that, although situational de- 
pressives do recover from their depressive episodes 
somewhat more quickly than do non-situationals, the 
two groups show similar overall recovery rates. More 
rapid recovery in situationals may reflect a change or 
resolution of the precipitating problem but the data of 
the present study did not enable this matter to be 
determined. | 

The evidence from this study does not support the 
validity of a distinct subtype of depression defined on 
the basis of clinical judgment of precipitating events. 
Although major depressives, generally, experience 
more stress than controls prior to oriset, the presence 
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or absence of a precipitant as rated by clinicians 


appears to be insufficient to define a subtype of 


depression. Situational depressives do not have. — 


different personalities than other depressives and their 


xe validity. of this subtype, a larger sample of ‘pure’ 

primary non-bipolar major depressives should be 
studied with regard to family history, personality, 
psychosocial stress, social supports, symptomatology, 
response to treatment, and extended clinical course 
and follow-up. Until such data become available 
caution is recommended in the use of the terms 
situational or reactive depression to denote a distinct 
subtype of depression. 


Acknowledgement 


From the National Institute of Mental Health — Clinical 
Research Branch Collaborative Program on the Psycho- 
biology of Depression: Clinical Studies. The above study 
was completed with the co-operation and participation of 
the Collaborative Program Investigations: Robert M. A. 
Hirschfeld, M. D. (Project Director and. Co-Chairman); 
Gerald L. Klerman, M. D. (Chairman), Martin B. Keller, 
M.D. and Robert W. Shapiro, M. D. (deceased) (Boston); 
Jan A. Fawcett, M. D. and William A. Scheftner, M.D. 
(Chicago); Nancy C. Andreason, M.D., William Coryell, 
M. D. and George Winokur, M.D. (lowa City); Jean 
Endicott, Ph.D. and Robert L. Spitzer, M.D. (New York); 
and Paula J. Clayton, M.D., Jack Croughan, M.D., 
Theodore Reich, M.D. and Eli Robins, M.D. (St Louis). 


References 

ANDREWS, G., TENNANT, C., Hewson, D. M. & VAILLANT, 
G. E. (1978) Life event stress, social support, coping 
style, and risk of psychological impairment. Journal 
of Nervous and Mental Disease, 166, 307-16. 

BROWN, G. W., SkLAiR, F., HARRIS, T. O, & BinLEY, J. L. T. 
(1973) Life events and psychiatric disorders. Part I: 
Some methodological issues. Psychological Medicine, 
3, 74-87. 

Eysenck, H. J. (1962) Manual of Maudsley Personality 
Inventory. San Diego: Educational and Industrial 
Testing Service. 

GRANT, L, SWEETWOOD, H. L., YAGER, J. & Gerst, M. S. 
(1978) Patterns in the relationship of life events and 
psychiatric symptoms over time. Journal of Psycho- 
somatic Research, 22, 183-91. 

GUILFORD, J. P. & Zimmerman, W. S. (1949) The Guilford- 
Zimmerman Temperament Survey: Manual. Beverly 
Hills, California: Sheridan Supply Co. 

HAMILTON, M. & Warte, J. M. (1959) Clinical syndromes 
in depressive states. Journal of Mental Science, 105, 
985-98. 

HaATHAWAY, S. R. & McCKINLEY, J. C. (1951) The Minnesota 
Multiphasic Personality Inventory, Revised. New York: 
Psychological Corporation. 





IRSCHFELD 303 


borers R. M. A., Kerman, G. L., Goucn, H. G., 


:BARRETT, J., KORCHIN, S.J. & CHoporr, P. (1977) 
-A measure of interpersonal dependency. Journal of 
Personalit y Assessment, 41, 610-18. 


symptomatology and clinical course, for the most part, EE p -— (1979) Personality attributes and affective 


are not strikingly dissimilar. In order to test the - 


disorders. American Journal of Psychiatry, 136, 67-70. 


— —  SCHLESS, A. P., ENDICOTT, J., LICHTENSTAEDTER, 


oS. & Crayton, P. J. (1977) The Modified Life Events 
Section of the Psychiatric Epidemiology Research 
Interview (PERI-M). Rockville, Maryland: National 
Institute of Mental Health, Clinical Research Branch. 

Homes, T. H. & Rate, R. H. (1967) The social readjust- 
ment rating scale. Journal of Psychosomatic Research, 
11, 213-18, 

ILFELD, F. W. (1977) Current social stressors and symptoms 
of depression. American Journal of Psychiatry, 134, 
161-6. 

JacosBs, S. C., PRusorr, B. A. & PaykeL, E. S. (1974) 
Recent life events. in schizophrenia and depression. 
Psychological Medicine, 4, 444—53. 

KATZ, M. M. & KLERMAN, G.. L. (1979) Introduction: 
Overview of the. Clinical Studies Program. of the 
National Institute of Mental Health-—Clinical Re- 
search Branch Collaborative Program on the Psycho- 
biology of Depression. American Journal of Psychiatry, 
136, 49-51. | 

—- SECUNDA, S. K, HIRSCHFELD, R. M. A. & Kosztow, 
S. H. (1979) National Institute of Mental Health-— 
Clinical Research Branch Collaborative Program on 
the Psychobiology of Depression. Archives of General 
Psychiatry, 36, 765-71. 

KiLOH, L. G., ANDREWS, G., NEILSON, M. & Bianchi, G. 
N. (1972) The relationship of the syndromes called 
endogenous and neurotic depression. British Journal of 
Psychiatry, 121, 183-96. 

KLERMAN, G. L., Enpicort, J., Sprrzer, R. L. & HIRSCH- 
FELD, R. M. A. (1979) Neurotic depressions: A 
systematic analysis of multiple criteria and meanings. 
American Journal of Psychiatry, 136, 57-61. 

LARKIN, B. H. & HiRscHFELD, R. M. A. (1977) The 
Personal History of Depressive Disorders (PHDDP). 
Rockville, Maryland: National Institute of Mental 
Health, Clinical Research Branch. 


LAZARE, A., KLERMAN, G. L. & Armor, D. J. (1966) 
Oral, obsessive, and hysterical personality patterns. 
Archives of General Psychiatry, 14, 624-30, 

MENDELS, J. & CocHRANE, C. (1968) The nosology of 
depression: theendogenous-reactive concept. American 
Journal of Psychiatry, 124, (Suppl.), 1-11. 

Myers, J. K., LiNpENTHAL, J. J. & Pepper, M. P. (1971) 
Life events and psychiatric impairment. Journal of 
Nervous and Mental Disease, 152, 149-57. 

—— m — — (1972) Life events and mental status: 
A longitudinal study. Journal of Health and Social 
Behaviour, 13, 398-406. | 

—— —— -—— (1975) Life events, social integration, and 
psychiatric symptomatology. Journal of Health and 
Social Behaviour, 16, 421-7. 





304 SITUATIONAL DEPRESSION: VALIDITY OF THE CONCEPT 


PAYKEL, E. S., Myers, J. K., DIENALT, M. N., KLERMAN, 
G. OL., LixNbENTHAL, J. J. & Pepper, M. P. (1969) 
Life events and depression: a controlled study. 
Archives of General Psychiatry, 21, 753-60. 

ROSENTHAL, S. H; & Gupbeman, J. E. (1967) The endogenous 
depressive pattern. Archives of General Psychiatry, 16, 
241-9. 

~~ & KLERMAN, G. L. (1966) Content and consistency in 
the endogenous depressive pattern. British Journal of 
Psychiatry, 112, 471-84. 

SHAPIRO, R. & KELLER, M. (1979) Longitudinal Interval 
Follow-up Evaluation (LIFE). Boston, Massachusetts: 
Lindemann Mental Health Center. 

SPITZER, R. L. & ENDiICOTT, J. (1979) Schedule for Affective 
Disorders and Schizophrenia (SADS), Third Edition. 
New York: Biometrics Research, New York State 
Psychiatric Institute. 

——- —— & ROBINS, E. (1978) Research diagnostic 
criteria: rationale and reliability. Archives of General 
Psychiatry, 38, 773-85. 

UHLENHUTH, E. H., Lipman, R. S., BALTER, M. B. & 

— STERN, M. (1974) Symptom intensity and life stress 
in the city. Archives of General Psychiatry, 31, 759-64. 


— — & PAYKEL, E. S. (1973) Symptom intensity and life 
events. Archives of General Psychiatry, 28, 473-7. 


WanzHEIT, G. J. (1979) Life events, coping, stress, and 
depressive symptomatology. American Journal of 
Psychiatry, 136, 502-7. 


APPENDIX 


Major depressive disorder 


This category is for eptsodes of illness in which a major 
feature of the clinical picture is dysphoric mood or per- 
vasive loss of interest or pleasure accompanied by the 
depressive syndrome. (Do not include bereavement 
following the loss of a loved one if all of the features are 
commonly seen in members of the subject’s subcultural 
group in similar circumstances unless the design of the 
study calls for their inclusion.) This category is distinguished 
from less severe disturbances of mood which are not 
accompanied by the full syndrome. This category should 
also be used for mixed states, in which the manic and 
depressive features occur together, or when a subject cycles 
from a period of mania to a period of depression, or the 
reverse, in which case the duration of the Major Depressive 
Disorder should refer to the depressive symptoms only 
(manic and hypomanic symptoms would be recorded 
elsewhere). If there has been cycling or a mixed state the 
entire affective episode should be characterized here. The 
cycles do not have to be of one week duration for each 
syndrome to be recorded here if the syndrome is clearly 
present. 

This category may be superimposed on or follow any 
other existing disorder with the exception of Schizo- 
phrenia: Residual Subtype, which should be recorded as 
previously noted. This category can be used for subjects 
who have had a complete recovery from a schizophrenic or 
schizo-affective episode. 


A through F are required for the episode of illness being 
considered. 

A. One or more distinct periods. with dysphoric 
mood or pervasive loss of interest or pleasure. The distur- 
bance is characterized by symptoms such as the following: 
depressed, sad, blue, hopeless, low, down in the dumps, 
"don't care any more", or irritable. The disturbance must 
be prominent and relatively persistent but not necessarily 
the most dominant symptom. It does not include momen- 
tary shifts from one dysphoric mood to another dysphoric 
mood, e.g., anxiety to depression to anger, such as are seen 
in states of acute psychotic turmoil. 

B. Atleast five of the following symptoms are required 
to have appeared as part of the episode for definite and 
four for probable (for past episodes, because of memory 
difficulty, one less symptom is required): (1) Poor appetite 
or weight loss or increased appetite or weight gain (change 
of one pound à week over several weeks or ten pounds a 
year when not dieting). (2) Sleep difficulty or sleeping too 
much. (3) Loss of energy, fatigability, or tiredness. (4) 
Psychomotor agitation or retardation. (but not mere 
subjective feeling of restlessness or being slowed down). 
(5) Loss of interest or pleasure in usual activities, including 
social contact or sex (do not include if limited to a period 
when deluded or hallucinated). (The loss may or may not be 
pervasive). (6) Feelings of self-reproach or excessive or 
inappropriate guilt (either may. be deluded). (7) Complaints 
or evidence of diminished ability to think or concentrate, 
such as slowed thinking, or indecisiveness (do not include 
if associated with marked formal thought disorder). 
(8) Recurrent thoughts of death or suicide, or any suicidal 
behavior. 

C. Duration of dysphoric features at least one week 
beginning with the first noticeable change in the subject's 
usual condition (definite if lasted more than two weeks, 
probable if one to two weeks). 

D. Sought or was referred for help from someone 
during the dysphoric period, took medication, or had 
impairment in functioning with family, at home, at school, 
at work, or socially. 

E. None of the following which suggests schizophrenia 
is present: 


(1) Delusions of being controlled (or influenced), or of 
thought broadcasting, insertion, or withdrawal (as 
defined in this manual). 


(2) Non-affective hallucinations of any type (as defined 
in this manual) throughout the day for several days 
or intermittently throughout a one week period. 


(3) Auditory hallucinations in which either a voice 
keeps up a running commentary on the subject’s 
behaviors or thought as they occur, or two or more 
voices converse with each other. 


(4) At some time during the period of illness had more 
than one month when he exhibited no prominent 
depressive symptoms but had delusions or hallu- 
cinations (although typical depressive delusions such 
delusions of guilt, sin, poverty, nihilism, or self- 
deprecation, or hallucinations with similar content 
are not included). 
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The Meaning of Attempted Suicide to Young Parasuicides: 
A Repertory Grid Study 


ADRIAN PARKER 


Summary: In an attempt to clarify the intentional aspect of parasuicide, con- 
structs in response to a supposed crisis were elicited from a group of overdose 
patients, using the standard method of contrasting el ements. In this case the 
elements were presented as a list of 11 alternative behaviours (including over- 
dose and suicide) possible in such a situation. Using 9 of the most common 
constructs obtained, a repertory grid was administered to a second group of 
overdose patients and by computer analysis consensus group grids were 
obtained for patients scoring high and low on the Beck suicidal intent scale. 
These consensus grids showed that the low intent group perceived an overdose 
(in comparison to other alternative behaviours) as similar to 'being alone and 
crying’ and ‘getting drunk’ and construed it almost exclusively as an escape from 
tension. In contrast, the high intent group perceived overdose and suicide in 
quite similar terms. The data indicated that an overdose may have a respite 


function for low suicidal intent patients. 


Although it is open to dispute to whether attempted 
suicide—or parasuicide (Kreitman, 1977) is a psych- 
ological problem rather than a psychiatric one, it is 
clear that a purely psychological approach can con- 
tribute much to the understanding of the processes 
involved. Indeed there are strong grounds for con- 
cluding that a substantial number if not the majority 
of overdose patients have no formal psychiatric illness 
and for these a psychological approach would be 
appropriate, This is supported by the situation in 
Edinburgh where, whether due to the vagaries of 
diagnosis or a change in clientele, there has been a 
steady decline in the number of patients diagnosed 
psychiatrically ill attending the Regional Poisoning 
Treatment Centre (RPTC), Edinburgh, (Dyer, Duffy, 
Kreitman, 1978). 

As an alternative to the diagnostic approach, the 
psychological study of parasuicide has focused almost 
exclusively on the personality traits specific to suicidal 
patients (McCulloch and Philip, 1972) and on the type 
of cognitive functioning which characterises those 
individuals (Levenson, 1974; Neuringer, 1976). From 
the latter work in particular we have learned a great 
deal concerning the dichotomous inflexible thinking, 
the narrow range of constructs, and the field dependent 
perceptual style of suicidal individuals, all of which 
culminates in their diminished problem solving and 
conflict resolving ability. One area that remains to be 
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studied however is the actual nature of the constructs 
themselves which suicidal individuals apply in conflict 
resolution. Work by Bancroft and his co-workers 
(1976) on the intent and motivational aspects. of 
suicidal behaviour consisted of using a checklist 
approach in which overdose patients were required to 
identify one or more of various categories of feelings 
and motives. Surprisingly a degree of consensus was 
achieved in the findings, ‘lonely and unwanted’ being 
chosen most often among the feelings and 'to obtain 
relief from their state of mind' among the motives 
most commonly chosen. However there were serious 
limitations to the findings. A large percentage of 
patients were unable to identify any of the motives 
given and the method of presentation may have 
evoked responses heavily laden with influences of social 
acceptability. Asked directly as to 'Why', most over- 
dose patients are likely to give a wish to die as an 
explanation, yet almost a third in one study (Ban- 
croft et al, 1979) denied suicidal intent. Certainly 
there seems to be a clear discrepancy between the types 
of motives assigned by psychiatrists and those given by 
the patients themselves. Psvchiatrists tend to choose 
the communication of hostility and the manipulation 
of others as key motives yet these are least often 
chosen by patients (Bancroft er al, 1979). It is pro- 
posed here that some of the constraints and diffi- 
culties inherent in the psychiatric interview may be 





avoided by the use of the repertory grid as a means 


eliciting explanations of behaviour. It has been argued . H 
for example that the Grid may to some extent circum- = 
vent the defensive denial that direct questioning and - 


forced choice responses involve (Ryle, 1976). In 
particular it may be instructive to understand in 
terms of construct theory how the parasuicidal indi- 
vidual views his choice of behaviour in a crisis as 
contrasted with other behaviours that were possi- 
bilities at the time. 

In traditional terms. of construct. theory (Kelly, 
1961) suicidal behaviour is seen as a response to un- 
predictability, chaos, and sudden loss of under- 
standing of one’s world. As such, it can be regarded 
either as an attempt to retain the basic structure of 
one’s construct system by avoiding further invalidation 
through the choice of death, or as an attempt to elicit 
new behaviour or ‘data’ from the key person relevant 
to the act. With suicidal behaviour there is said to be a 
constriction in construing, or narrowing of constructs, 
so that a simplified uniform way of thinking results. 
Much of this agrees with the results of the cognitive 
approach mentioned previously, and is supported by 
the less well known work of Landfield (1976). Using 
measures of interrelatedness of constructs Landfield 
was able to show that the construct systems used by 
suicidal and suicidal gesture groups could be dis- 
tinguished from those of controls, The high degree of 
interrelatedness of the constructs.of the former groups 
was taken as indicative of the cognitive disorgan- 
ization which accompanies suicidal behaviour. Even 
the suicidal and suicidal gesture groups could be 
distinguished from each other in terms of the ex- 
tremity of disorganization of construct systems. How- 
ever the possibility does remain that this may be to 
some extent a secondary effect of differing anxiety 
states. 

In contrast with this a neglected area of study con- 
cerns the content of the constructs, used by individuals 
who differ on suicidal intent, as distinct from their 
mode of application. Here the supposition is made 
that the construing of groups of individuals with high 
suicidal intent will differ from those of low intent with 
regard to the meaning their action has to them. Clearly 
it is of central interest to know how patients with 
relatively high and low suicidal intents perceive the 
behaviour of taking an overdose. In pursuit of this 
Objective the work of Beck and associates (1974) in 
developing the suicidal intent scale is relevant since the 
scale enables a differentiation between groups of high 
and low intent to be made. A further preliminary 
consideration is the vast heterogeneity of the type of 
problems associated with parasuicide. Patients pre- 
senting on an overdose treatment ward show an 
enormous diversity of precipitating and contributory 
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fe circumstances. In the present study it was decided 
to attempt to reduce some of this heterogeneity by 


-. limiting the subjects to young persons aged 15 to 34 
— "with interpersonal problems that could be conceived as 


relevant to the overdose. Indeed interpersonal prob- 
lems are reported as among the commonest precipi- 
tants of parasuicide and the restriction to a younger 
age group may well enable some further homo- 
geneity to be achieved. Thus Pallis (1977) in his review 
of the literature: estimated that marital disharmony 
together with. relationship conflicts occurred in two 
thirds of suicidal patients. Kreitman (1977) in com- 
paring. 15-34, 35-54, and 55 plus age groups reported 
that the youngest group had a lower incidence of 
psychiatric problems and previous psychiatric care as 
well asa lower risk of subsequent suicide. It may well 
be that from a psychological viewpoint young para- 
suicides represent a fairly distinctive group. It is worth 
noting for example that a number of studies have 
interpreted the meaning of suicidal behaviour among 
adolescents as an effort to re-establish a close de- 
pendent relationship with a loved one, or as an attempt 
to change that person's behaviour (Jacobziner, 1960; 
Jacobs and Teicher, 1967). 

Following these considerations it was decided to 
apply the repertory grid technique to young people 
between the ages of 15 to 34 with interpersonal prob- 
lems who presented at the regional poisoning treat- 
ment centre of the Edinburgh Royal Infirmary after an 
overdose. The only exclusion criterion that operated 
was the presence of undisputed psychotic or socio- 
pathic disorder. 


Method 


It is still considered an open issue whether elicited or 
provided constructs offer the most meaningful results 
with the repertory grid (Adams-Webber, 1970; 
Nystedt et a/, 1976). In the present context where we 
have the objective of understanding something of the 
phenomenology of parasuicide, it is clearly important 
to obtain constructs which are specific to para- 
suicidal individuals and yet at the same time retain: 
some common. basis for comparison of groups. In an 
attempt to satisfy both these requirements a prelimin- 
ary study was carried out in order to obtain a series of 
constructs which might be typical of parasuicides when 
viewing their behaviour in a crisis. 

Twenty patients. (mean age 21 years, including 8 
males and 12 females) who satisfied the above entry 
criteria were interviewed on the ward at the first 
opportunity and presented with a short vignette 
describing a standard conflict in which two partners 
engage in a serious quarrel. The patients were asked to 
make the conventional grid triad comparisons from a. 
list. of conflict resolution behaviours ('elements"), 
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extracting two which had some common meaning to 
them and which they could contrast with a third. The 
list of behaviours or elements supplied to the patients 
included: getting angry and expressing anger; making 
a threat of leaving the key person; going out and 
getting drunk; talking the problem over with the key 
person; choosing a sure means of killing oneself; 
attacking the key person physically; taking an over- 
dose; seeking professional help; expressing feelings by 
being alone and crying; talking the problem over with 
a friend; and doing nothing in the situation. By this 
method. a total of 104 contrasting statements—or 
constructs—were obtained (a mean of 5 per patient). 
These were then transcribed and presented to 4 judges 
(3 psychologists and a sociologist) with the task of 
allocating them to similar groups of constructs. The 
following list of nine constructs was obtained in 
which there was independent agreement by two or 
more judges: 


Something I find or regard as 
|l. useless and likely to fail . . . effective in solving my 


problems. 

2. sensible and thought out . . . impulsive and 
desperate. 

3. a way of hiding feelings . . . a way of expressing 
feelings. 

4. helpful and positive... harmful and destructive. 

5. a way of blaming the other person(s)... blaming 
myself. 

6. a way of changing my situation . . . results in me 
giving in. 

7. making me frustrated and worked up... allows me 
to escape from tension. 

8. enabling me to communicate my needs to others 

. . denying everything. 


9. hard for me personally . . . easy for me personally. 


A standard repertory grid was thus formed as a 
matrix of the 11 elements and 9 constructs. This was 
then administered to a further group of 29 patients. 
Patients were seen as soon as possible on the ward, 
usually following the psychiatric interview and in 
approximately half the cases before they had contact 
with the key person relevant to the overdose. The 
constructs were presented as extremes of a seven point 
rating scale and the individual was asked to indicate 
how he saw each possible behaviour (the elements) in 
his. own earlier crisis situation in terms of these con- 
structs, indicating their appropriateness by the rating 
given. Finally the Beck suicidal intent scale was admin- 
istered. This is a 15 item questionnaire completed by 
the clinician and contains information about the 
circumstances relating to the attempt and the patient's 
conception of the seriousness of it. Inter-scorer 
reliability is high (Beck ef al, 1974) and the scale has 


been found to correlate significantly with lethality 
(Goldberg, 1979). The data. were analysed with the 
objective of revealing how patients view parasuicide in 
the context. of their own personal strategy of conflict 
resolution. 


Results 

Fifteen grids of low suicidal intent patients and 14 
grids of moderate to high intent suicidal patients were 
obtained. The mean age of the total group was 20.54 
with a range of 15 to 34. The sample included 10 
males and 19 females. Scores on the Beck scale 
ranged from 0 to 23 with a mean score of 8.48. Since 
there are no standardized norms available for the Beck 
scale, it was decided to use the mean as an initial basis 
for division into low and moderate to high intent 
groups. A further refinement was later made for those 
with relatively high scores (of 12 or over) as used by 
other authors (e.g. Goldberg, 1979). Fifteen patients 
reported exclusively marital or ‘love’ problems, 8 had 
mixed. parental and partner conflicts, and a further 6 
had interpersonal conflicts with other figures. There 
were a total of 14 parasuicide repeaters (48.3 per cent) 
for which there was a record of one or more previous 
attempts, and a further 2 patients reported un- 
recorded incidents. The repetition rates were near 
equal for the low and moderate to high intent groups. 

Consensus grids were obtained representing average 
ratings for the low and the moderate to high intent 
groups and then subjected to INGRID computer 
analyses (Slater, 1972). The results of these are 
presented as Figs 1 and 2 which display the first two 
principal components (accounting for 64 per cent of 
the variance in the low group and 71 per cent in the 
moderate-high group) the elements in construct 
space, and the constructs themselves placed radially. 
It should be noted that since the display is only two 
dimensional using the first two factorial components, 
the positions of constructs and elements should be 
conceived as only approximate. Furthermore the two 
primary factors that emerge are different in the.two 
groups so that while it is legitimate to look at the 
relative positions of e.g. suicide and parasuicide 
within each group, it is not possible to compare: the 
diagrams directly. 

The INGRID analysis also gives ipso: nion 
ation about the graphical distances and relationships 
between elements, between: constructs, and the 
relationships between. constructs and elements. 
Tables I and H present the various cosines between 
constructs and. elements. According to Slater (1977) 
these can be treated as mathematically equivalent to 
correlation coefficients. 

Some clear. differences emerged between the two 
groups in the construing of the forms of crisis be- 
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haviour and in particular those of overdose and 
suicide. The following major features were apparent: 


(i) The construing of overdose and suicide . 


The low suicide intent group perceived an overdose 
as distanced and distinct in construct space from that 
of suicide itself. In fact an overdose is: perceived in 
these terms as much closer to 'being alone and 
crying’ and ‘getting drunk’ than to ‘killing myself" to 
which it is relatively unrelated, This group construes 
an overdose almost exclusively as a desperate escape 
from tension while suicide itself is seen as a harmful 
act involving denial of the personal problem and 


suppression of feelings. The low intent group placed 
‘an overdose’ as second only to ‘getting drunk’ in 


terms of ratings of perceived easiness of action. This 


contrasts with that of the moderate-high intent group 


who perceived. ‘overdose? as the closest element in 
construct space to suicide and not related. to. the. 
| crying and getting d drunk elements. For. this. group. an 
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sim arity in colistrüing for the low. intent aie 
group (r —,33) and their similarity for the. moderate- es 
high intent. group (r = .73) (Differences in corre- 
lation coefficients however failed to reach significanc 
on a Fisher's Z test.) A further refinement was cor 
ducted to produce a small group (N — 9) with: rela 
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Low suicidal intent group: relations between constructs and elements expressed as cosines 
| Elements 
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Kos: Cons tructs above are listed. 
Elements: 1 doing nothing in the situation 
2 talking the problem over with a friend 
3 expressing feelings by being alone and crying 
4 seeking professional help 
5. taking an overdose 
6 attacking the key person physically 
7 choosing a certain means of killing oneself 
8 talking the problem over with the key person 
9 going out and getting drunk 
IO. makinga threat of leaving the key person 
1! getting angry and expressing anger (verbally) 


tively high scores (12x ) on the Beck scale. A similar 
pattern was revealed but with more significant trends 
for both overdose and suicide on the constructs of 
communicating needs, espress feelings and escape 
from tension. | 


(ii) Relationship to the key person 

The low suicidal intent group is clearly more 
positive about the resolution of conflict through 
verbal means with the key person, this being seen as a 
sensible, helpful yet personally difficult solution. 
Expression of anger to the key person is perceived as 
harmful. The moderate-high intent group are more 
negatively inclined in their perception of these alter- 
natives and view interaction with the key person as 
resulting in tension and denial of the real problem. 


(i) Professional help 

Since the grid administration followed the psych- 
iatric interview it probably reflects to some extent the 
effects of this. Again the low suicidal intent group tend 
to construe this possibility of seeking professional help 


17 57-06 -43 -.56 -.H 
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4-79. —.3 62. —.5 48 
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3 .—7b . «Mie 65 28 27 
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favourably as "helpful and ‘sensible’ whilst. the 
moderate-high intent. group view it more. neutrally. 
(The selected high intent group tend to see it as 
resulting in “blaming the other’.) Both groups rated 
‘doing nothing’, ‘threatening to break off the relation- 
ship’, and ‘talking to the key person’ as hardest for 
them. Seeking professional help was rated a more 
difficult choice than suicide for the moderatę-high 
intent group: and slightly so for the low intent group., 


Discussion 


Parasuicide is an anomalous event in hid it is 
likely that a full understanding of the intent of the 
individual concerned. can only be gained from a 
complete knowledge of his life history. Nevertheless 
something can be learned by studying the meaning 
that the act has for homogenuous groups. In this 
study interest was focused on differences in the con- 
struct systems of relatively low and high suicidal. 
groups. Clear differences were obtained indicating 
that the two groups do perceive overdose in rather 
distinct ways. Some of these differences may merely 
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reflect a tautologous aspect to the study, namely that 
the application of the Beck scale could itself be con- 
ceived as selecting a group who carry out a serious 
overdose accompanied by planning and deliberation. 
Yet not all the differences could be related to planning 
and deliberation. Perhaps the most striking finding is 
the more or less exclusive escape or 'respite' function 
that an overdose has for the low intent group, and 
which for them places the element overdose in con- 
struct space close to ‘getting drunk’ and ‘crying 
alone’. It may be that for this group an overdose 
permits both an expression of feelings and an escape 
from tension and from their situation. Suicide on the 
other hand is viewed in quite different negatively 
loaded terms. This 'respite' aspect has received 
relatively little attention in the research literature 
although it is a finding present in the Bancroft et al 
(1976) data, 52 per cent of whose respondents wanted 
relief from an unpleasant state of mind. Moreover they 
were able to identify a cluster of feelings, motives, and 
effects concerned with withdrawal, failure, and relief 
from state of mind. Bancroft et al also found a nega- 
tive association between a ‘wish to die’ and the need 
‘escape from an impossible situation’, a finding which 
is consistent with the use of escape as a major construct 
by the low intention group. 

It must be stressed that the present application of 
the grid technique to suicidal behaviour is essentially 
at an exploratory level, but there would seem to be 
grounds for concluding that with further refinement, 
especially in terms of homogeneity of groups, the 
technique can be profitably applied to the study of 
crisis and anomalous behaviour. By definition con- 
structs are supposed to predict behaviour or important 
changes in the individual's world. For this reason as 
well as forming homogenous groups (e.g. peer 
relationship crisis, family crisis, lover conflict) it 
would seem important to also include in future 
research the temporal aspect. This may involve 
studying the changes in construing of the individual 
and key persons which are consequent to the para- 
suicidal act. In this way it should be possible to give a 
fuller account of the intentional aspect of this be- 
haviour. 
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Derealization Syndrome and ie Outcome of Schizophrenia: 
A Report from the International Pilot Study of Schizophrenia 


HAI- GWO HWU, CHU-CHANG CHEN, MING TSO TSUANG, 
and WEN-SHING TSENG 


Summary: 


Eighty-five schizophrenic patients were found to have worse 


two-year follow-up outcome (history of remission, clinical course, improvement 
in psychotic symptoms, general treatment result) than 39 non-schizophrenic 
psychotic patients. The outcome of 36 schizophrenic patients with derealization 
at initial evaluation, especially when nine hebephrenics were excluded, was 
better than that of 49 schizophrenic patients without derealization but similar 
to that of 39 non-schizophrenic patients. The hebephrenics with dereali- 
zation demonstrated similar outcomes to schizophrenic patients without 
derealization. In non-schizophrenic patients, derealization had no prognostic 


significance. 


In 1911, Bleuler broadened Kraepelin's concept of 
dementia praecox and defined schizophrenia as a 
constellation of fündamental symptoms. Since then, a 
crucial methodological problem has been imposed, in 
predicting the prognosis of schizophrenia. Many re- 
searchers, such as Holmboe and Astrup (1957), 
Eitinger et al (1958), Welner and Strömgren (1958), 
Langfeldt (1960, 1969), Simon ef al (1961, 1965), 
Vaillant (1962a, 1962b, 1964), Stephens et al (1963, 
1966, 1967), Bromet ef af (1974) and Huber ef al 
(1973) have been interested in finding clinical factors 
related to prognosis. They emphasized that clusters 


of premorbid and morbid factors could predict the — 


favourable and unfavourable prognostic groups 
respectively, though these clinical’ predictive factors 
varied among the different studies. However, this 


idea was challenged by Strauss and Carpenter (1972, | 


1974a, 1974b) and by Hawk and Carpenter (1975). 

The individual symptom approach has been used to 
separate - favourable and unfavourable prognostic 
groups. Chapman (1966) found that derealization was 
associated with an unfavourable outcome, but 
Varsamis and Adamson (1971) and McCabe et al 
(1972) found it associated with a favourable outcome. 
Carpenter et al (1978) and Bland and Orn (1980) 
reported that derealization had no predictive value. — 

The present study uses the sample collected at. the 
Taipei Field Research Centre of the International 
Pilot Study of Schizophrenia (IPSS) (WHO, 1973) 
by Chen et al (1975). It focuses on the prognostic 
implication of the clinical manifestation of de- 
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realization at initial evaluation in relation to outcome 
at two-year follow-up. 


Method | 
The International Pilot Study of Schizophrenia 
(IPSS) is à transcultural psychiatric investigation in 
nine field research centres: Aarhus, Denmark; Agra, 
India; Cali, Colombia; Ibadan, Nigeria; London, 


England; Moscow, USSR; Prague, Czechoslovakia; 


Taipei, R.O.C.; and Washington D.C, U.S.A. 
Criteria for inclusion in the study sample and research 
Schedules used in this study were described in the 
IPSS reports (WHO, 1973, 1979). 

The original sample of the Taipei Field Research 
Centre included 127 psychotic patients (87 schizo- 
phrenic and 40- non-schizophrenic patients) and 10 
depressive neurotic patients, as defined by the DSM IL 
Except for three dead and one missing cases, 133 were 
followed-up. The follow-up diagnostic groups, by 





DSM II, were composed of 124 psychotic patients 


(85 schizophrenic and 39 non-schizophrenic patients) - 
and nine depressive neurotic patients. These 85 
schizophrenic patients included 27 hebephrenic, | 38 
paranoid, niné schizo-affective and eleven others. 
These 39- non-schizophrenic patients included. ten 
affective, eleven paranoid | state and 18 reactive 
psychotic patients. | 

The indicators of outcome died in this study were 
as follow: 


(a) history of remission during the follow-up —Q R t 


(1) presence of remission: freedom from psych- 
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otic symptoms for at least three months; and 
(2) remission for less than three months or 
absence of remission. 

(b) clinical course: 
(1) steadily improved: steady improvement 
without relapse; (2) intermittent: alternation of 
psychotic episodes and remitted phases; and 
(3) deteriorated: no improvement in psychotic 
symptoms at all. The latter two groups were 
combined as the unsatisfactory course in some of 
the statistical analyses. 

(c) improvement of psychotic symptoms at the 
time of follow-up: 
(1) asymptomatic: neither neurotic nor psychotic 
symptoms; (2) neurotic: nervous, tense, de- 
pressed, or various non-delusional somatic 
complaints; (3) mildly psychotic: occasional 
occurrence of psychotic symptoms, either de- 
lusions or hallucinations or any disturbances in 
the flow of thought to a mild degree; and (4) 
severely psychotic: no significant change in 
psychotic symptoms, as compared with the 
condition at initial evaluation. In some analyses, 
the former two ratings were combined to form a 
non-psychotic group, and the latter two to form 
a psychotic group. 

(d) general treatment result: 
(1) improved: functioning satisfactorily in social 
situations, with or without medication for the 
two months prior to follow-up; and (2) not 
. improved: unable to function well in social 
situations, with or without medication for the 
two months prior to follow-up. 

The outcome ratings were agreed upon by two of 
the authors (H.G.H. and C.C.C.) after they reviewed 
the follow-up protocols. 

Personal-social and clinical variables used in this 
study included: sex, age, domicile, marital status, 
education. and occupation of the patient and the 
principal earner, social class, site and size of the 
household, most intimate person, sibling rank, 
duration of illness, mode of onset, precipitating 
factors, treatment facilities, family attitude and social 
stress, These data were from the initial evaluation, 
except for family attitude and social stress, which 
were revealed during the course of follow-up. 

The derealization syndrome included seven items 
in the PSE, which were classified as the ‘derealization’ 
group of units of analysis in the IPSS (WHO, 1973). 

To investigate how the derealization syndrome 
related to outcome, the following groups of patients 
were established from the total of 124 psychotic 
cases: 

(a) S group: 85 schizophrenic patients 
(1) S-A group: 36 schizophrenic patients with 


derealization at initial evaluation; 
(2) S-B group: 49 schizophrenic patients with- 
out derealization at initial evaluation. 
(b) N group: 39 non-schizophrenic psychotic patients 
(1) N-A group: 10 non-schizophrenic patients 
with derealization at initial evaluation; 
(2) N-B group: 29 non-schizophrenic patients 
without derealization at initial evaluation. 
The statistical analyses used Chi-Square test and 
Yates's continuity correction whenever it was appli- 
cable (Choi, 1978), The level of significance was 
defined at .05. 


Results 


Table | shows that the separation of schizophrenic 
patients into the S-A and S-B groups sharpens the 
degree of difference in the outcome between the N 
and S-B groups, even though the differences between 
the S and N groups have already been significant. The 
course of the S-B group shows a tendency to deterio- 
ration. The S-A group is found to be similar to the N 
group in measures of outcome, except that the S-A 
group has more patients with psychotic symptoms at 
follow-up. This difference disappears after nine 
hebephrenic patients are excluded from the S-A 
group. Both groups with favourable outcomes (N 
and S-A) report experiencing more social stress 
during the follow-up period. No predictive value of 
derealization was found in the N group. 

Table II shows that the age at initial evaluation is 
younger in the S group than in the N group, and in the 
S-A group than in the N and S-B groups. No differ- 
ence was found between the N and S-B groups in age. 
The duration of illness is not different among these 
study groups, and this reflects the proportional 
difference in the age of onset. No other demographic 
features are different between the S-A and S-B groups. 
More cases are married and steadily employed in the 
N group than the others. A smaller proportion of the 
patients in the S-B group received college education, 
while a larger proportion of the patients in the N 
group received only primary school education. 

The nine hebephrenic S-A patients, of whom four 
improved, are significantly worse in terms of follow-up 
outcome than the other 27 S-A patients, of whom 
24 cases improved (P <.025), and the former group of 
patients is similar to the S-B group in the outcome. 
We find no difference in the distribution of schizo- 
phrenic sub-types, defined by DSM-H, between the 
S-A and S-B groups. | io. 

In the derealization syndrome, only the item, 
‘feeling things around were unreal, as though in a 
dream', is more commonly found in the S-A (26 out 
of 36) than in the N-A (2 out of 10) group (P <.01). 
The prevalence of the derealization syndrome at 
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- Variables — Gok NT(%)! Sk 5 
3 No. of cases | 39 “85. E 
2 History of remissing: Yes 34 (87) 50 (59) 
No 5 (13) 35 (41) 
Clinical course: 
Steadily improved 23 (59) 32 (38) 
 Unsatisfactory. 16 (41) 53 (62) 
Intermittent 
Deteriorated 
e Improvement of psychotic 
symptoms | 
Non-psychotic 30 (77) 32 (38) 
Asymptomatic 9 (23) 7 (8) 
Neurotic 21 (54) 25 (30) 
Psychotic 9 (23) 53 (62) 
Mildly psychotic 
Severely psychotic 
General treatment result 
Improved 30 (77) 40 (47) 
Without medication 23 (59) 23 (27) 
With medication 7 (18) 17 (20) 
Not improved 9 (23) 45 (53) 
Social stress 
Yes 29 (74) 55 (65) 
No 10.(26) 30 (35) 
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49 
| a~b: 8.58*** 
26 (72) 24 (49) 1 c-d:4.63* 
| 1 a-c: NS 
10 (28) 25 (51) | a-d:12.45***** 
| a-b:4.93* 
17 (47) 15 (31) 2 c-d:6.55** 
19 (53) 34 (69) | a-c: NS 
16 (44) 19 (39) | a-d: 7.21*** 
3 (9) 15 (31) 
18 (50) 14 (29) 2 a-b:17.11***** 
2 c~d: 9. OQ**** 
~ 18 (50) AS (71) | a-c:4.78* 
11 G1) 9 (18) 
7 (19) 26 (53) | a-d: 18.42***** 
28 (78) 25 (51) 2 a-b:12.87**** 
1 c-d: 5.24** 
| a-~c: NS 
8 (22) 24 (49) 1.a-d:21.87***99 
| a-b: NS 
29 (81) 26 (53) | c-d: 5.72** 
| a-c: NS 
7 (19) 23 (47) 1 a-d:4.20* 
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*P oc 05; P < 025; "tp < 01; ****P «005, ***4*pP < 001 


TN: non-schizophrenic psychotic patients 
iS: c schizophrenic patients © 


$ S-A: schizophrenic patients with derealization at initial evaluation 
t S~B: '"EDUSODUISENC patients without derealization at initial evaluation :. 


initial evaluation is not different between the S and ilis 
N groups. 


Among these study groups, idis. obs cliical and. 
demographic variables showed no significant differ- 


ence in relation to the follow-up outcome. 


Discussion. 


In agreement with previous findings (Harrow et al 
1978; Tsuang et al, 1979), the patients in the S 
group had a less favourable outcome at follow-up 
than those in the N group. The S-A group had a more 
favourable. outcome than the S-B group, and was 
similar to the N group, especially after the nine 
hebephrenic patients were excluded from the S-A 
group. The outcome of these nine hebephrenic S-A 


patients was similar to the S-B group. Therefore, we 


can clearly define a favourable.prognostic group of — _ 
schizophrenia—the non-hebephrenic S-A patients. — . 
The S-B group and the hebephrenic S-A group might e 


represent so-called ‘process’ schizophrenia. 

The differential. prognostic meaning of the de- 
realization. syndrome in hebephrenic and non- 
hebephrenic.S-A. patients respectively might reflect 
the different ological hypotheses proposed by 
Chapman (1966) on the locally disturbed (temporal 
lobe) and by Varsamis and Adamson (1971) on the 
globally disturbed neurophysiological function of the 
brain. In Chapman's study, chronically. disturbed 
temporal lobe funct 
sible for both the derealization syndrome and the 








tion was considered to be respon- — BE 





316 < "DEREALIZATION SYNDROME AND THE OUTCOME OF SCHIZOPHRENIA © 


TABLE II 


Demographic variables at initial evaluation in four groups of patients: Nt, St, S-A§, S-B* 


Variables — Groups NK y pu f SHS 
No. of cases 39 85 
Age at IE 
1524 15 (38) 56 (66) 
256 24 (62) 29 (34) 
Marital status 
Unmarried 15 (38) 61 (72) 
Married 24 (62) 24 (28) 
Educational status 
Primary schoo! 18 (46) 19 (22) 
High school 12 (31) 50 (59) 
College 9 (23) 16 (19) 
Occupational status 
No occupation 0 (0) 14 (17) 
Student 8 (21) 29 (34) 
Housewife 14 (36) 19 (22) 
Steadily employed 17 (43) 23 (27) 
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S-A$ y? didi A df. aloes 
36 49 
| a—b: 8.21**** 
29 (81) 27 (55) t c-d: 5.24** 
| a-c: 8.71 **** 
7 (19) 22 (45) i a-d: NS 
| a-b: 12.50***** 
27 (75) 34 (69) t e-d: NS 
| à-c:8.,71]**** 
9 (25) IS D | a-d: 8,40**** 
2 a-b:9,52**** 
8 (22) ii (23) 2 €-d: NS 
18 (30) 32 (65) 2 a-c: NS 
10 (28) 6 (12) 2 a-d:10. y eet 
S (14) 9 (18) 3 a-b:12.18**** 
15 (42) 14 (29) 3 e-d: NS 
7 (19) 12 (24) 3 a-c: 11.20** 
9 (25) 14 (29) 3 a-d: 10.06** 





**p PA 025; Ca***p « 005: *****p « .001 
+N: “ non-schizophrenic psychotic patients 
+S: schizophrenic patients 
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$S-A* schizophrenic patients with derealization at initial evaluation 
$ S-B: schizophrenic patients without derealization at initial evaluation 


poor prognosis of schizophrenia. Varsamis and 
Adamson, however, considered that the derealization 
syndrome was due to acute, global disorganization of 
the whole brain function, and found a better prognosis 
for those schizophrenic patients with derealization 
syndrome. The sub-type approach could also be 
helpful in solving contradictory findings in other 
reports (Langfeldt, 1960, 1969; McCabe et al, 1972; 
Bland and Orn, 1980) about the prognostic significance 
of derealization syndrome in schizophrenia. 

Chapman and Varsamis and Adamson described 
the derealization syndrome as part of the early 
symptom complex of schizophrenia. However, we 
"found no significant difference in duration of illness 
between the S-A and S-B groups. Therefore, we 
cannot support the concept that the derealization 
syndrome is one of the early symptoms of schizo- 
phrenia; rather we found that younger age of onset 
| (Brauer et al; 1970) might play a more important 

role in the manifestation of this Sader in the 
illness. 

Contradictory to. Mother aes findings (Vaillant, 
1962a, 1962b; Stephens et al, 1963, 1966, 1967), we 
found that precipitating factors, mode of onset, and 


duration of illness bore no relation to the prognostic 
difference between the S-A and S-B groups. As 
pointed out by Langfeldt (1960) and by Vaillant 
(1964), the favourable prognostic group of schizo- 
phrenia is quite variable in- specific diagnostic cate- 
gories. This suggested that.the differences between the 
various prognostic predictors might be due to cultural 
factors (Raman and Murphy, 1972), sampling 
procedures, and methodological euler! in | different 
studies. 

The dereaibation adro was found. to: be non- 


specific between the different psychiatric disorders and 


could be found with similar prevalence in both the 
S and N groups. Only one of these items (feeling 
things around were unreal, as though in a dream) in 
the derealization syndróme, as defined. by the PSE, 
was more commonly found in the S group than in the 
N group. However, the clinical significance of the 
derealization syndrome. in predicting outcome was - 
different in the Sand N groups respectively. This 
seemed partially to confirm the finding of Bromet et al 
(1974) that the prognostic predictors of. schizophrenia 
could not be applied to non-schizophrenic patients. ` 
Some of the differences in marital, "oocupatatal 
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and educational status, and in the experience of social 
. Stress between the different groups in our study were 
considered to be related to age or ^to the disease .. 


. process. 


Vaillant (1962b). and Strauss and. Carpenter (1972) . 


< found that two-year follow-up had the same value as a 
- longer duration in research.on schizophrenic patients. 
"However, we consider that a longer duration of 
follow-up is important for our sample. A seven-year 
study has recently been completed (Tan and Chen, 
- 1979), and we plan another investigation, using the 
- same research strategy, to compare its results with 
_ the findings of this two-year follow-up. 
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The Syndrome of Capgras 


JOHN TODD, KENNETH DEWHURST and GEOFFREY WALLIS 


Summary: 


Three. new cases of the syndrome of Capgras are. presented. An 


unusual variant of the syndrome is recorded. It is contended that the definition of 
the syndrome should be widened to include impersonators who exhibit slight 
differences from the prototype, and that ambivalence and projection cannot 
explain all cases. The syndrome is critically reviewed. 


In 1923, Capgras and Reboul-Lachaux presented to 
the Société Clinique de Médecine Mentale the case of a 
woman suffering from a chronic paranoid psychosis 
who asserted that her husband, her children and a host 
of other people had: been replaced by impersonating 
doubles; The descriptive term used by Capgras and 
Reboul-Lachaux, namely (illusion des sosies, (the 
illusion of doubles) was subsequently adopted by 
other psychiatrists, until. in 1929 Lévy-Valensi sug- 
gested the title “The syndrome of Capgras" in ack- 
nowledgement of Capgras's outstanding contributions 
to our knowledge of this psychiatric entity. Although 
Capgras thoroughly deserved such. recognition, Mag- 
nan (1893) and Janet (1903) had anticipated him in 
describing typical cases of the syndrome. Moreover, 
Bessiére had in 1913 reported the case of a mentally 
disturbed woman who expressed the belief that 
another woman with an astonishing resemblance to 
her had taken advantage of this to perpetrate all kinds 
of misdeeds; and that. à second woman who closely 
resembled the patient's mother had likewise imper- 
sonated the latter; with the same motive. Cases of this 
nature are important variants of the classic Capgras’ 
syndrome. 

Capgras’ mdame has to be danane io 
other disorders of recognition. Vié{1930) distinguished 
between this syndrome, which involves the per- 
ception of non-existent differences, and the disorder of 
recognition whereby people are mistakenly recognized 
as a result of the perception of non-existent resem- 
blances. In rare cases, a mentally disturbed patient 
may affirm that a persecutor torments him or her by 
assuming the guise of persons the patient encounters in 
everyday life such as a postman, milkman, bus- 
conductor or doctor-—a disorder of recognition that 
Courbon and Fail (1927) named the "illusion of 
Frégoli” after the famous Italian actor and mimic, 
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Leopoldo Frégoli (Critchley, 1979). Another disorder 
of recognition from which Capgras’ syndrome needs 
to be distinguished is the very rare "illusion. of 
intermetamorphosis" (Courbon and Tusques, 1932) in 
which the patient believes that persons with whom he 
or she is acquainted have the power to change them- 
selves into one. another at will, 

The syndrome of Capgras is rare (Nilsson. and 
Perris, 1971; Christodoulou, 1977; Enoch and Tre- 
thowan,. 1979). Women are afflicted by it more often 
than men (Vogel, 1974; Christodoulou, 1977). 
Patients exhibiting it tend to have a clear sensorium 
(Vogel, 1974; Enoch and Trethowan, 1979). The 
associated psychosis is most frequently paranoid 
schizophrenia, and. less often a paraphrenic, schizo- 
affective, affective or organic psychosis (Merrin and 
Silberfarb, 1976). It is exceptional for there to be only 
one impostor or double; more often, the supposed 
substitutes are multiple, the number often increasing 
with the passage of time (Cenac-Thaly et al, 1962). The 
Capgras delusion may be short-lived, recurrent, or of 
long duration. |. 

Cargnello and Della Beffa (1955) discuss the use of 
the terms alter for the original and alius for the 
impersonating double of the original, and record the 
case of a schizophrenic woman, aged 32 years, who not 
only falsely affirmed that her mother was dead, but 
also that a woman, supposedly impersonating her dead 
mother, was a reincarnation of the latter. Capgras’ 
syndrome has been reported in combination with the 
illusion of Frégoli (Cenac-Thaly et al, 1962; Bland, 
1971) and also in association with a folie à deux 
psychosis (Bankier, 1966), with de Clérambault's syn- 
drome (Sims and White, 1973), with a schizophreni- 
form psychosis in an XY Y male (Faber and Abrams, 
1975), and with pseudohypoparathyroidism (Hay and 
Jolley, 1974). The syndrome has been reviewed in 
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detail by Cenac-Thaly et a/ (1962), Merrin and Silber- 
farb (1976), Arieti and Brody (1974) and Enoch and 
Trethowan (1979). 

It is hoped that the following three case reports will 
make a useful contribution to the literature. 


Case 1 

A married man, aged 56 years, was admitted as an 
informal patient to Hill End Hospital on 24th April 
1970 because he had developed symptoms of mental 
illness and had threatened to kill his wife. On ad- 
mission he was noted to be correctly orientated for 
time and place but there was evidence of some degree 
of memory impairment. He was truculent, markedly 
suspicious, and experiencing auditory hallucinations. 

An encapsulated epidermoid tumour had been 
removed from the left cerebello-pontine angle in 1943, 
but regeneration of residual tumour tissue had 
necessitated two further neurosurgical interventions, 
in 1960 and 1968. During the latter operation it was 
noted that the tumour had extended deeply backwards 
into the left cerebello-pontine angle and that it had 
also. extended into the medial aspect of the left 
temporal lobe. After the operation the patient con- 
versed normally, but failed to recognize his wife, and 
always referred to her as "that woman" when talking 
to his children or the Ward staff. Following a period of 
convalescence, he was discharged home in February, 
1970. His wife at once noticed a marked change in her 
husband's behaviour. Whereas before the last oper- 
ation he had been a quiet and polite man, he now 
shouted, sang and swore in a loud and uninhibited 
fashion. In addition, he had developed a mistrustful 
attitude towards her, accusing her of stealing his 
money and poisoning his food; and he had indicated to 
his children that he thought she was an impostor and 
had asked them to "get that woman out of the house”. 
He had supported his contention that she was an 
impostor: by affirming that the supposed substitute 
looked older and had more grey hairs than his wife 
and, unlike her, was cold and distant. Prior to his last 
neurosurgical operation, he had been happily married. 
He had six children. There was no family history of 
mental illness, or personal history of mental illness 
prior to 1968. 

On admission in April 1970 T was found to be 
unable to walk without help and to have a right-sided 
hemiplegia and a left-sided: nerve deafness: Proso- 
pagnosia was excluded, because he could recognize his 
own. mirror reflection, and the faces of famous 
people, as well as those of his children. Routine 
haematology, SIQUIS and syphilis serology were 
all negative, 

He at first remained in a disturbed state of mind. 
His memory was unreliable, he heard voices, and he 


frequently engaged in noisy and abusive outbursts. At 
other times he was sullen, suspicious, withdrawn and 
imbued with a feeling of unreality respecting himself 
and his environment. He continued to misidentify his 
wife and to complain bitterly that his real wife had 
deserted him because of his state of helplessness. 
With the passage of time, a gradual improvement in 
his physical and mental state occurred. He learnt to 
walk with the help of a Zimmer, his memory im- 
proved, he became more composed, and his auditory 
hallucinations were less troublesome. However, at the 
time of his discharge from hospital on 13th November 
1974, he still had doubts respecting his wife's true 
identity. Arrangements were made for him to attend 
the hospital’s industrial rehabilitation unit on main- 
tenance drug therapy of perphenazine 2 mg three 
times daily and (as a prophylactic against epilepsy) 
phenytoin 100 mg plus phenobarbitone 30 mg night 
and morning. His improvement continued and his 
doubts about his wife's identity slowly weakened 
until he was eventually able to accept that the woman 
he had judged to be an impostor was in truth his wife. 
He was diagnosed as suffering from a paranoid 
schizophreniform psychosis with Capgras delusion, 
associated with a regenerating brain tumour and 
necessary brain surgery. 

It is significant that the patient did not refer to his 
wife as being a double, but regarded her. as an 
impostor with certain traits distinguishing her from 
his real wife. The strong organic background. in this 
case is noteworthy. At one time, his wife's life might 
well have been endangered by his delusional idea that 
she was an impostor. 


Case 2 | 

A married woman, aged. 68 years, who lived alone, 
was seen in her flat on Sth November 1977 in the 
presence of her brother and daughter. Her first hus- 
band had died and her second husband was in an. old 
people's home. She accused the visiting psychiatrist of 
attempting to deceive her by impersonating. the real 
Dr T. whom she knew well. Moreover, she stated that 
a man who had called earlier.had pretended to be her 
family doctor but was an impostor. She adopted an 
intensely hostile attitude to her daughter, whom she 
clearly regarded as yet another dissembler, who had 
taken the place of her real daughter. She was deeply 
mistrustful of her visitors and expressed. delusions of 
persecution, including the assertions that: “‘refriger- 
ating gas" had been pumped into her flat and poison 
placed in her bath. It was noticed that food which her 
daughter had brought had.been thrown untouched 
into the refuse bin. The warden of the flats stated that 
this tenant had been annoying her neighbours by 
outbursts of shouting during the night. Her psychotic 
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symptoms were judged to be sufficiently severe- to 
justify her compulsory admission to a psychiatric 
hospital on 9th November 1977. On admission, re- 
assessment of her mental condition was impeded by 
her animosity and extremely suspicious attitude. 


However, she was keenly aware of her surroundings 
and showed no evidence of clouding of consciousness, 
hallucinosis or obvious depression. 

When she became more communicative it was found 
that she was unable to give the current month or year 
correctly. It was also noted that her delusions about 
trickery and impostors had become more florid and 
more clearly defined. Eleven days after admission, she 
expressed her conviction to Dr T's registrar that 
*there are four Dr T's, the voice is the same but three 
of them are wearing a mask"; The next day, she 
addressed the registrar as follows: “I know you are 
not a doctor. Lam not exposing my body to anyone", 
and "there are four Dr T's and they all meet on the 
quiet; three of them have false faces-—I can see a little 
further than you can". She repeated her previous 
assertion that a man posing as her family doctor had 
called, but said she had detected the deception, as he 
was "dressed less smartly than my own.doctor". She 
conceded that the woman who had visited her at home 
cried like her daughter and wore the same clothes, but 
she still believed that she was an impostor wearing a 
mask, because "the false one's teeth are funny and I 
could spot it". She admitted that she had thrown away 
food brought by her daughter because she suspected 
that she was an impostor and it had been poisoned. 
She insisted that the ward sister, whom she knew well 
from previous admissions, was not the original Sister 
C. but another, who had replaced her. 

She had had five previous psychiatric admissions, 
the first being in 1963. Her earlier illnesses had usually 
taken the form of delusions of persecution accom- 
panied by depression of varying intensity. Once she 
had accused her neighbours of introducing mustard 
gas bombs into her home. Prior to another admission 
she had suddenly announced that her granddaughter 
had been murdered and that the body would be found 
lying beside a railway line. There was no family history 
of psychiatric disorder. 

On clinical examination, a pan-systolic bruit was 
heard, with evidence of aortic sclerosis, mitral in- 
competence and enlargement of the heart. Blood 
pressure was 160/90. Retinal examination showed mild 
degenerative changes. There was a Parkinsonian 
tremor of the peri-oral and limb musculature. Routine 
haematology, biochemistry, electrolytes, liver and 
thyroid function tests showed no significant abnor- 
mality. Chest X-ray showed an enlarged heart. 

ECG report: Left axis deviation, PISE QRS 
and T wave inversion. 
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EEG. report: Abnormal, with the general back- 
ground fhythms disrupted by sporadic, diffuse, slow 

of mixed theta and delta frequency. The latter. 
e was symmetrical but, nevertheless, 
ins of 10: Hz alpha rhythms were recorded 
he occipital areas. No evidence of sub-clinical 
seizure discharge was seen. These findings were 
considered to be compatible with an organic origin of 
symptoms. |. . 

CAT scan report: The ventriculi system. was 
normal in size and. position but there were widened 
sulci in the frontal- lobes, suggesting some frontal 
cerebral atrophy. 

During the next six monis the. patient's florid 
delusions of persecution were suppressed, her 
Parkinsonism. was partially controlled, and her 
Capgras delusions eliminated by. appropriate medi- 
cation. However, she remained disorientated for.time, 
suspicious and somewhat unsociable. She was diag- 
nosed as suffering from paranoid schizophrenia and 
organic brain disease; with Capgras's syndrome. 

This case is significant, as the patient was con- 
vinced that impostors purporting to be her daughter 
and her psychiatrist used masks when attempting to 
deceive her, although she detected differences in the 
appearance of her daughter's double (“her teeth are 
funny") and the family doctor's double (dressed less 
smartly than the real doctor). It is noteworthy that she 
was always able to recognize her brother. The. abnor- 
mal EEG, the suggestion of frontal cerebral atrophy 
in the brain scan, and the Parkinsonism are of 
obvious significance, in view of recent case reports 
linking the Capgras syndrome with organic brain 
disease. | 


Case 3 


A married woman, aged 41 years, was first admitted 
to High Royds Hospital on. 16th August, 1978, and 
readmitted twice subsequently. She was finally dis- 
charged to out-patient care on 2nd October 1979, her 
psychosis having been stabilized. 

While being observed.and treated in jíospital she 
expressed numerous delusions of persecution, the 
nature of which varied from time to time, She stated 
that men resembling and dressed like her husband had 
come to their house pretending to be him. She sub- 
sequently stated that the bodies of her husband and. 
two of her step-sons were in the attic at home, her 
family having been replaced by substitutes of similar 
appearance. Moreover, she repeatedly asserted that 
her parents in London had been replaced by imper- 
sonators, and hence she no longer telephoned them. 
Her delusions were not confined to impostors, as she 
had complained at various times that her neighbours 
had “bugged” her house and monitored her move- 
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ments, that her food had been drugged and poisoned, 
and that her thoughts had been influenced. She had 
doubtless had hallucinatory experiences, as she com- 
plained of having heard banging noises whenever she 
went out of doors, noises which she appeared to believe 
had been produced in an effort to hound her out of 
Leeds. It is noteworthy that during her second period 
of in-patient treatment she was found to have con- 
trived to hoard a quantity of drugs, and admitted she 
had been planning to take her life. 

A home visit and interview with the patient's 
husband, undertaken by a social worker on 30th 
August 1979, furnished additional information re- 
garding the patient's suspicion that attempts had been 
made to deceive her by means of impersonators: “She 
felt that her husband was a substitute when he came 
home at lunchtime and that he was the real one when 
he came home in the evening. She even went round on 
one occasion to his ex-wife’s residence asking her to 
confirm that it was in fact her husband in some family 
photographs and not a substitute. She had similar 
feelings about her step-sons and, needless to say, all 
these substitutes were evil and undesirable in their 
nature". The patient was a woman of average intelli- 
gence, whose sensorium had remained clear through- 
out her illness. 

She had had previous periods of in-patient treat- 
ment at a psychiatric unit in St James's Hospital, 
Leeds, from 25th April to 22nd May 1978 and from 
13th June to 25th July 1978. A few days before the 
first of her two admissions to hospital she had 
lacerated her wrists in a suicidal attempt. While she 
was at St James's Hospital her symptoms had been 
less florid and less protean than at the time of her 
subsequent admissions to High Royds Hospital, but 
she had complained of feeling depressed and said her 
husband had been replaced by a man of similar 
appearance. She had also complained that she herself 
had been impersonated by another woman, her step- 
sons having taken photographs of her to help the 
other woman in the impersonation. 

She had married twice, a daughter by her first 
husband having remained in his custody following 
their divorce. The first marriage had broken up be- 
cause she had accused her husband of infidelity and of 
having conspired with others against her. In 1976 she 
had married her second husband, who had two sons 
remaining with him, his other five children having left 
home. She appeared to be devoted to him, for she 
announced her intention of killing herself should he 
decide to leave her. Her affection for her second hus- 
band was fully reciprocated, and he visited his wife 
frequently while she was in hospital. 

Physical examination revealed no abnormality. 
Routine haematology and biochemistry were normal, 


and serological tests for syphilis were negative. She 
was given a course of electroplexy and supportive drug 
therapy, from which she derived only temporary bene- 
fit. However, during the last few weeks of her sojourn 
in hospital she responded well to haloperidol 5 mg 
three times daily, slow-release amitriptyline 50 mg 
nightly, and intramuscular injections of fluphenazine 
decanoate mg 50 fortnightly. She was noted to be 
cheerful and free from psychiatric symptoms when 
discharged. She was diagnosed as suffering from para- 
noid schizophrenia with a depressive flavouring of 
variable intensity. 

It is of interest that this patient never used the word 
"double" when referring to the supposed impostors, 
but indicated that thev resembled the originals in their 
outward appearance and that they had evil intentions. 
The alternation of impersonator and prototype in the 
course of the day is an unusual feature. It is of interest 
that she suspected that there was another woman 
masquerading as herself. 

Although it is not included in our list of Capgras 
cases, we feel that we should place on record a 
variant of the classic syndrome. One of us (G.W.) 
has interviewed an elderly woman suffering from a 
paraphrenic illness associated with numerous de- 
lusions of persecution of various kinds. These delu- 
sions included the idea that her husband was trying to 
poison her and the conviction that her much loved 
Siamese cat had been replaced by an identical one. 


Discussion 

The essence of Capgras' syndrome is the delusion 
held by an individual that one or more persons have 
been replaced by impostors with a close resemblance 
to the originals. It is no longer tenable to limit the 
Capgras delusion to instances in which a prototype 
has been replaced by an exact double, as favoured by 
Enoch and Trethowan (1979), for the patient often 
uses the terms “impostor” or “impersonator” rather 
than double (Vogel, 1974) and often discerns minor 
physical differences distinguishing the prototype from 
the impostor (Derombies, 1935; Brochado, 1936; 
Todd, 1957; Merrin and Silberfarb, 1976). The 
differences perceived by the patient between the 
prototype and impostor are sometimes of a surprising 
nature. Davidson's patient (1941, Case 1) claimed 
that the woman posing as his wife had differently 
formed sexual organs from the original. Even if the 
patient perceives no physical difference between 
original and substitute, he or she may complain of 
significant differences of personality distinguishing the 
two (Derombies, 1935). 

The perceptual aspect of Capgras’ syndrome merits 
attention, in that the patient who perceives the 
supposed imposter in the guise of an exact double of 
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the original can be presumed to: have a delusional 
perception, whereas the patient who perceives non- 
existent physical differences between the original and 
the impostor can be presumed to have an illusory 
perception. Since the patient's belief that the original 
has been replaced by a substitute is maintained even 
when the prototype (the object-stimulus) is no longer 
present, the belief is in the nature of a delusion and not 
merely a delusiona! perception or illusion. An inter- 
esting variant of Capgras' syndrome is the case of the 
patient who, in addition to'expressing the typical 
Capgras delusion respecting other people, ‘insists that 
she herself has been impersonated by a double (Cap- 
gras and Reboul-Lachaux, 1923; Depouy and Montas- 
sut, 1924; Bouvier, 1926, Case 1; Larrivé and Jasien- 
ski, 1931; and Case 3 of this paper). In such a case, the 
impersonator of the patient is, of course, never 
actually perceived. 

The state of mind which is probably a prerequisite 
for the advent of the Capgras delusion is one of 
intense suspiciousness, the importance of which was 
initially stressed by Capgras and Reboul-Lachaux 
(1923) who referred to their patient's "paranoiac dis- 
position". This factor has been subsequently stressed 
by Bankier (1966), Enoch and Trethowan (1979) and 
others. For instance, Merrin and Silberfarb (1976) have 
referred to "a setting of increased vigilance and 
suspicion" as being a hindrance to the patient's 
ability to recognize a familiar person, and Christo- 
doulou (1977) has referred, in his study of 11 cases 
displaying Capgras's syndrome, to the fact that 
". . . the clinical picture of almost all patients was 
dominated by a marked paranoid component". Such 
a mood doubtless paves the way for the emergence of 
the Capgras delusion and of certain paranoid de- 
lusions often associated with it, namely that attempts 
have been made, or will be made, to poison the 
patient (Lévy-Valensi, 1929; MacCallum, 1973, Case 
2; Vogel, 1974, Case 2; Cases 1, 2 and 3 of this paper, 
and others) and that the missing originals have been 
kidnapped, imprisoned or murdered (Capgras and 
Reboul-Lachaux, 1923; Bouvier, 1926, Cases 3, 7 and 
8; Ball and Kidson, 1968; Vogel, 1974, Case 1; and 
others). 

Another state of mind that has been closely linked 
with the Capgras delusion is depersonalization- 
derealization (Capgras and Reboul-Lachaux, 1923; 
Frey et al, 1956; Todd, 1957; Nilsson and Perris, 1971; 
Christodoulou, 1977). A feeling of unreality can be 
expected to facilitate the advent of the Capgras de- 
lusion, as the following statements by depersonalized- 
derealized patients will show: “Friends and relatives 
are like strangers, just names to me” and “Everything 
looks strange, like painted, not natural . . ." (Mayer- 
Gross, 1935). This latter quotation is of particular 


interest because patients affected by the Capgras 
delusion sometimes assert that the impostors are 
wearing wigs (Todd, 1957, Case 2), are wearing 
masks (Case 2 of this paper), resemble wax models 
(MacCallum, 1973, Case 1), or have been changed by 
plastic surgery (Bland, 1971). It seems likely that in all 
these cases the patient’s impression of artificiality 
stems from a state of derealization. The symptom 
known as Jamais vu is probably a variant of dereal- 
ization, and in some cases its presence in mild form 
may facilitate the development of the Capgras de- 
lusion. Derealization would appear to be the basis of 
the suggestion made by Capgras and Reboul Lachaux 
(1923) that the :dea of an impersonating double arises 
in the patient's mind as the result of incomplete 
recognition of objects engendered by simulatneous 
feelings of familiarity and of strangeness. Merrin and 
Silberfarb (1976) in their paper on "The Capgras 
Phenomenon” saw a connection between depersonal- 
ization-derealization and Capgras’ syndrome, for 
they wrote: “.. . a number of.cases began with diffuse 
feelings of unreality or depersonalization, followed by 
indiscriminate misidentification and- finally by the 
establishment of the Capgras delusion”. Furthermore, 
it may be significant that both Capgras’s syndrome and 
depersonalization-derealization occur more often in 
women: 46 out of 66 depersonalized patients in the 
group collected by Shorvon (1946) were female. 
However, depersonalization-derealization cannot by 
itself explain the development of Capgras’ syndrome 
because patients afflicted by feelings of depersonal- 
ization or derealization have insight and appreciate the 
illusory nature of the phenomenon (Shorvon, 1946), 
whereas patients with the Capgras delusion are with- 
out such insight. 

There are grounds for believing that certain other 
psychological factors may have a part to play in the 
aetiology of Capgras’s syndrome. Derombies (1935) 
attached great importance to the affective state of the 
patient and expressed the opinion that Capgras' 
syndrome resulted from a simultaneous intellectual 
recognition and affectively engendered non-recog- 
nition. In some cases patients may gain relief from the 
disturbing effect on their minds of ambivalent emo- 
tions through the medium of the Capgras delusion 
(Karkalas and Nicotra, 1969). Usually, such ambi- 
valent emotions are dealt with by saddling the im- 
postor with the faults (often magnified) of the original, 
and deifying the original by an exaggeration of his 
good qualities. In this way, a Hyde impostor and a 
Jekyll original are created (Davidson, 1941, Case 2; 
Stern and MacNaughton, 1945, Case 1). Much less 
frequently, the impostor or double is cast as a person 
superior to the original (Larrivé and Jasienski, 1931; 
Todd, 1957, Case 7). The case of Larrivé and Jasienski 
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is of particular interest, in that their patient appeared 
to make use of her Capgras delusions to satisfy the 
needs of wish-fulfilment and also to give expression to 
her ideas of grandeur. She claimed that her poorly 
endowed, sexually inadequate, splay-handed lover had 
a rich and virile rival with a close resemblance to her 
lover in appearance except that he had the small hands 
and feet of the aristocrat. Moreover, she herself had a 
double whom she suspected was a grand lady of some 
kind such as an Italian princess. In the case of those 
patients who exhibit Capgras’ syndrome, but who 
also complain that they themselves are being im- 
personated by impostors or doubles, the general rule is 
usually followed in that their impersonators tend to be 
morally inferior to themselves (Bouvier, 1926, Case 1; 
Depouy and Montassut, 1924).' Derombies (1935) 
drew attention to the psychological advantage of such 
a mechanism: “When the patients, as we shall see can 
be the case, create a double of themselves, the latter 
give expression to their repressed desires”. Depouy 
and Montassut (1924) published the details of a case 
which appeared to illustrate the defensive use of the 
Capgras delusion as well as being a means of vicar- 
iously airing repressed desires. They argued that their 
hallucinating patient’s claim that it was the doubles of 
her neighbours and friends, not the originals, who 
were denigrating and insulting her gave the Capgras 
delusion a protective rôle. Her delusional conviction 
of having been impersonated by a double leading a 
voluptuous life also had an exonerating and pro- 
tective rôle as she could console herself with the 
thought that it was not she, but her double; who. was 
being criticised. 

Although the Capgras delusion can be used as a 
mental mechanism to afford the subject a respite from 
distressing ambivalent feelings, to argue that ambiva- 
lency is the basis of the psychopathology of the con- 
dition (Enoch and Trethowan, 1979) is perhaps to 
over-emphasise its rôle. It is not difficult to accept that 
a person can have ambivalent feelings about someone 
to whom he or she is linked by close emotional bonds, 
such as a husband or daughter, but it is not easy to 
accept.that ambivalent feelings: of any strength can 
exist in respect of mere acquaintances or inanimate 
objects, of little significance to the patient. Examples of 
persons towards whom Capgras delusion patients 
were unlikely to have had strong emotional links, but 
whom the patient claimed to have been replaced by 
doubles, include the commissioner and the prefect of 
police (Capgras and Reboul-Lachaux, 1923), a maid; 
servant (Halberstadt, 1923) and a group of neighbours 
(Minns, 1970). ‘MacCallum (1973, Case 4) cited the 
case of a woman who, prior to claiming that he was 
impersonating the real Dr MacCallum, had insisted 
that the hospital and the staff were exact replicas of 


what she had known them to be. The patient of Delay 
et al (1952) was convinced that she had been trans- 
ferred from one room to another while she was 
asleep, the second room being a reproduction of the 
first. Bouvier (1926, Case 1), Brochado (1936, Case 1) 
and Christodoulou (1977, Case 10) likewise reported 
patients who displayed Capgras's syndrome respecting 
persons and also expressed the delusion that inanimate 
objects had been replaced by replicas. Brochado (1936) 
and Frey et al (1956) were sufficiently impressed with 
the involvement of inanimate objects in Capgras's 
syndrome to refer respectively to “an illusion of 
doubles of things" and “doubles of objects". It is 
therefore evident that some of these Capgras patients 
become obsessed with ideas of doubles and replicas 
and that inanimate objects and persons, not intimately 
connected with the patient, may figure in the Capgras 
delusion. 

The minor differences between prototype and im- 
personator so often perceived by Capgras's syndrome 
patients are doubtless produced by the.process known 
as secondary rationalization. 

An interesting complication stemming: from the 
Capgras delusion that a husband or paramour has 
been replaced by a double is that the wife or mistress 
may come to the.conclusion that she has committed 
innocent adultery, as Alemene did with Jupiter, im- 
personator of Amphitryon (Alcmene’s husband), in 
the Greek myth. The term "Alcmene Complex” 
(Disertori and Piazza, 1967) 1s perhaps best used 
broadly to cover all the sexual difficulties which can 
face a woman troubled by the Capgras delusion 
respecting her sexual partner (Vogel, 1974, Case 5; 
Christodoulou, 1977, Case 10). Derombies (1935, Case 
12) and Cenac-Thaly et al (1962, Case 2) cited in- 
stances in which patients affirmed that they had had a 
child sired by a man posing as their husband. Not 
surprisingly, a woman may avoid the embraces of the 
impostor (Vogel, 1974, Case 5; Christodoulou, 1977, 
Case 10). Difficulties may also arise in respect of the 
male partner. Lansky (1974) described a case in which 
a husband developed feelings of guilt in regard to his 
wife, because he had "committed adultery with the 
doubles, and would be found out”. 

The notion that a reversion to primitive modes of 
thought (ure mentalité prélogique) may have a part to 
play in Capgras’ syndrome was first advanced by 
Halberstadt (1923). Stern and MacNaughton (1945), 
in giving some support to Halberstadt's ideas, quote 
the anthropologist Lévy-Brühl as follows. “...in the 
conception of the primitive mentality, objects, persons, 
phenomena can be themselves, and at the same time 
something else". There 1s an abundance of evidence 
that man has been preoccupied with the idea of 
doubles since time immemorial. According to Crawley 
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(1908-1926) the Nágas, Andamanese, East Indian 
islanders, Karo -Bataks and many other primitive 
tribes believe that their souls or ghosts take the form of 
a material replica of the person as he was in life, The 
religious philosophy of the archaic but advanced cul- 
ture of the. ancient Egyptians was much concerned 
with the notion of a soul-double. Mackenzie (1913) 
furnished a wealth of information about the ka or 
spirit (invisible double) envisaged by the Egyptians. 
He refers to the ka as follows: “During life the human 
ka existed in the human body. It was sustained by the 
doubles of everything its owner ate or drank, and it 
continued to require sustenance after the death of its 
host”. In regard to the idea of impersonation, Crawley 
(1908-1926) states that “In the Dutch East Indies it is 
commonly believed that male and female spirits, nita, 
can assume the form and personality of lovers and 
friends. A man or woman keeping an assignation in 
the forest is liable to be duped in this way. A person 
who has intercourse with a nita dies in a few days". 
Crawley further points out that the Bahar Islanders 
believe that a rhale suwanggi is able to take the shape of 
a young woman's husband and cause her to conceive. 
Tymms (1949) examined the mythological origins of 
the double theme. He refers to myths and legends 
whose central motif is impersonation by: doubles, 
such . as the . Amphitryon-Jupiter-Alcmene myth 
(Greek), the Nala and Damayanti myth (Indian) and 
the monkish anthology of the Emperor -Jovinian 
(British). European folk-lore is richly endowed with 
accounts of the hallucinatory double, doppelganger or 
wraith, it being a tenet of such folk-lore that to see 
one’s own wraith is an omen of impending death 
(Todd and Dewhurst, 1962). In modern times, thé 
idea of doubles and impersonators is doubtless kept 
alive by the natural occurrence. of identical twins, by 
romantic fiction such as Stevenson’s “Dr Jekyll and 
Mr Hyde and Dostoevsky's The Double and by the 
doubling of actors ,by, for instance, acrobats or 
virtuoso pianists. , 

The possible rôle of organic disease of the brain in 
producing a state of mind favourable to the develop- 
ment of the Capgras delusion has been much discussed 
during the last decade (MacCallum, 1973; Merrin and 
Silberfarb, 1976; Enoch and Trethowan, 1979; and 
others). Weston and Whitlock (1971) and Hayman and 
Abrams (1977) have considered the relationship of 
prosopagnosia to Capgras’ syridrome. However, 
prosopagnosia must be shown to be present by satis- 
factory tests before a cause and. effect relationship 
between the two conditions can be Seriously con- 
sidered. Weston and Whitlock conceded that in the 
case of their Capgras syndrome patient, they were 
unable to elicit satisfactory evidence of prosopag- 
nosia. In the two cases cited by Hayman and Abrams 


no specific tests to demonstrate the presence of proso- 
pagnosia were, performed. Moreover, neither case 
showed the presence of a visual field defect, which was 
present in 38 out of 42 cases of prosopagnosia studied 
by Meadows (1974). Prosopagnosia is not a severe 
impediment to recognition of members of the family, 
because the patient recognizes them on hearing their 
voices. 

In regard to the rôle of organie factors in Capgras’ 
syndrome, there would appear to be no reason to 
disagree with the observation of Christodoulou (1977) 
that, "In certain cases it is doubtful whether the syn- 
drome would have become manifest if this organic 
component had not existed". It is noteworthy that 
organic cerebral disease was present.in two of the 
three cases recorded in this paper. The "dissolution of 
the nervous system: produced by organic cerebral 
disease" (Jackson, 1884) may well bring about a 
reduction of cognitive efficiency, an impairment of 
judgment and a phylogenetic regression to less 
sophisticated modes of thought, features which could 
be expected to favour the development of the Capgras 
delusion. Nevertheless, such a dissolution of the 
nervous system must evidently not be severe to be 
compatible with Capgras' syndrome because a clear 
sensorium is the rule in patients displaying it. Further- 
more, Derombies (1935) has. pointed out that a fair 
degree of intellectual integrity would appear to be 
necessary for the syndrome's appearance. However, 
the rdle of organic disease in the production of the 
Capgras delusion should not be over-estimated as in 
the majority of the published cases the patients have 
not shown evidence of organic cerebral disease and 
have presented as functional psychoses (Enoch and 
Trethowan, 1979). 

Merrin and Silberfarb (1976) drew attention to the 
possibility that patients displaying Capgras' syndrome 
may in some cases have failed to make allowance for 
changes which occur in the appearance of relatives and 
acquaintances as the result of the passage of time and 
the ageing process. Leonhard (cited by Hamilton, 
1974) took a similar view, suggesting that a factor in 
the psychopathology of the Capgras syndrome is 
"excessive concretization of memory images” and the 
patient's consequent tendency to fasten on to minor 
discrepancies between the memory image and the 
current perception. This -phenomenon does seem to 
have had a part to play, as an initiating factor, in cases 
in which the patient and her relative or relatives have 
Hn after a period of separation (Bouvier, 1926, Case 

; Stern and MacNaughton, 1945, Case 1; Christo- 
pana 1977, Case 9). Moreover, patients with 
Capgras’ syndrome sometimes produce “then” and 
"now" photographs, in an attempt ,to justify their 
contention that an impostor has taken the place of the 
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originals (Bland, 1971; Lansky, 1974; and Merrin and 
Silberfarb, 1976). Haslam (1973) recorded a case in 
which “concrete thinking" had appeared to play a 
significant part in the causation of the patient's 
Capgras delusion. She had failed to appreciate the 
true nature of the changes exhibited by her fiancé 
(which were due to his having developed schizo- 
phrenia), and this doubtless initiated her delusional 
idea that he had been replaced by an impostor. 

The factor precipitating the Capgras delusion may 
be subtle, a point well illustrated by a patient of 
Minns (1970), whose delusion that her mother was an 
impostor was inaugurated by an incident in which the 
mother had: hesitated a little before answering 
“Yes” when asked by a caller if she were "Mrs W.” 


Treatment 


It is generally agreed that in cases of Capgras" 
syndrome it is the related psychosis which needs to be 
treated. However, interestingly, the Capgras de- 
lusions of the patient of Delay et al (1952) were 
selectively removed by a lobotomy, her other psych- 
iatric symptoms showing only modest improvement. 


Conclusion 

All the factors discussed in this paper may well play 
an important part in the aetiology of Capgras': syn- 
drome. However, the essential precursor of Capgras' 
syndrome, in our view, is a mind impregnated with 
morbid suspiciousness. A paranoid interpretation by 
the patient of the strange appearance of a relative— 
which in fact is due to a derealized state, or to a period 
of separation—inay well subsequently result in the 
advent of the Capgras delusion. 
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The Interaction between Physical Illness and N eurotic 
Morbidity in the Community | 


J. L. VAZQUEZ BARQUERO, P. E. MUNOZ and V. MADOZ JAUREGUI 


Summary: As part of an epidemiological survey of a rural community in the 
North of Spain we analysed the interaction between physical iliness and 
neurotic morbidity using,a two-phase cross-sectional analysis of a representative 
sample of the population over 15b years old. There was a very high prevalence 
of neurosis in the somatically ill (males—15.6 per cent, females—33.1 per cent) 
and much physical pathology in the group of neurotics (males—42.4 per cent, 
females—39 per cent). The personal characteristics of the sample, as well as 
some sociological factors like rural-urban way of life, educational level and 
social class, appear to influence the relationship between both types of illness. 
The neurotic morbidity of the somatic group comprised depressive, anxiety and E 


hypochondriac types. 


From the early studies of Hinckle (1961), which 
pointed out the interaction between physical’ and 
mental illness, many authors have testified ‘to this 
relationship, in the general practitioner clinic (Shep- 
herd ef al, 1966; Eastwood, 1970), medical out- 
patient units (Shepherd et a/, 1960; Davies, 1964), 
psychiatric outpatient and inpatient services (Davies, 
1965; Maguire and Granville-Grossman, 1968) and in 
the community (Bremer, 1950; Downes and Simon, 
1954; Essen Moller, 1956; Rawnsley and Loudon, 
1964; Gillis et al, 1968). 

In particular, a relationship between physical 
illness and neurosis has been demonstrated (Essen 
Moller, 1956; Hare and Shaw, 1965; Shepherd et al, 
1966), but its nature has not been entirely clarified in 
the literature. This may be due to the fact that it can 
be interpreted in many different ways, One could say, 
for example, that as a consequence of consulting their 
doctors frequently, patients will tend to be diagnosed 
as neurotic; or conversely one could postulate that 
neurotic patients have a lower tolerance to physical 
suffering, or even say that verbalizations of physical 
or psychological symptoms by the patient depend to a 
great extent on a selective process in which the 
doctor's attitudes play an important role. In any case, 
as authors like Eastwood (1970) have shown, whatever 
the nature of this relationship may be, it cannot be 
accounted for exclusively by patients' self-perception 
of illness or demands for medical care. 

We must remember that the interaction between 
physical and neurotic illness has been substantiated 
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mainly in surveys carried out on populations under 
treatment where results are to a' great extent influenced 
by the different factors which determine the process by 
which sick persons establish contact with medical 
agencies (Vázquez Barquero, 1979). It remains to be 
seen wbether such an interaction appears also in 
community surveys. 

We analyse here in a rural community of the 
North of Spain the existing interaction between 
physical illness and neurosis. This study is part of a 
broader psychiatric epidemiological survey of the 
Baztán valley. 


Method 


The method was based on a two-phase (screening 
and psychiatric interview) cross-sectional analysis of a 
representative sample of the community of the Baztán 
valley (Navarra, Spain). The advantages of this 
design in such a community have been discussed in 
previous papers (Vázquez Barquero, 1979; Vázquez 
Barquero, 1980) We were able to identify the 
following groups in the population: 

Neurosis: 'This group was made up of members of 
the sample who were labelled neurotic because they 
had received a rating of two or more in section Il 
(manifest abnormalities) of the Clinical Interview 
Schedule (CIS) (Goldberg et a/, 1970). For establishing 
this diagnosis, the research psychiatrist who adminis- 
tered the CIS followed the Glossary of Mental 
Disorders, 8th edition (1968). 
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TABLE I Non psychiatric pathology: These were individuals 
Distribution of somatic pathology according to the different rated Oor 1 in section IL of the CIS. 

- body systems Somatic pathology: All who at the time of the field 
nen nnn . survey were considered by their general practitioner 
Types of pathology Male Female Total to have a physical iliness of a non-transient nature 

. US Map ELEC C EEUU LE were included here: i.e. all who in the past month on a 
Cardiovascular. = 31 n2 regular basis maintained contact with a doctor or 
Respiratory 17 12 29 received a somatic treatment because of a supposed 

: a 7g somatic ailment. We did not make diagnostic evalu- 
Digestive ations of the complaints described by the patient. 
Kidney 5 4 9 The area under study was the Baztán valley, which 
Endocrine 6 15 21 
Rheumatic 27 31 58 
Neurologic 10 14 24 S 
Other 0 1 1 » 
Total somatic 117 125 242 
Total in sample 573 583 1156 
24 
TABLE II 
Distribution of the different types of neurosis x 
Types of neurosis Male Female Total ; 
a E a a iD eee rp t 16 
Depressive 11 36 47 = 
Anxiety | 12 28 | 40 S " 
Hypochondriac 6 12 18 | 
Phobic 1 11 12 3 
Obsessive T" 4 
Hysteric as 4 4 d 
Neurasthenic , 2. 2 i 
Non specific — | 3 "70 
Total neurosis: 33 100 133 Fia 1 -— Prevalence of neurosis according to the presence or 
m_e absence of somatic pathology. 


TABLE HI 
Distribution of physical Illness in neurotic and normal ines. 


Neurosis : ` ‘ Normal Total 
^ . Male ` Female Total Male Female Total Male Female Total 
Nó physical illness “19 6l 80 387 339 726 406 400 806 
Physical illness - 14 39 53 76 79 155 90 118 208 


Total 5 33 100 133 463 418 " 881 496 518 1014 
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FiG 2. —Prevalence of neurosis in the different social classes 
according to the presence or absence of somatic pathology. 


with an approximate area of 374 km? has a population 
of 8,754 inhabitants. This community is in the N.W. 
of the province of Navarra and borders France, to 
which it forms a natural pass. Although the Baztán is 
predominantly rural we could distinguish three 
socio-geographic areas (urban, rural, isolated), clearly 
differentiated by their levels of urbanization and 
modernity. 

Using the 1970 census we extracted a random 
sample aged 15 years or more, stratified by sex and 
age, of all the inhabitants of this community. The 
sample finally studied was composed of 1,156 persons 
of which 573 (49,6 per cent) were male and 583 
(50.4 per cent) female. À detailed description of the 
community and of the personal and sociological 
characteristics of the sample can be seen in other 


publications (Vázquez Barquero, 1979; Mufioz et al,’ 


1981). 

All members of the sample were screened by one of 
three teams of suitably trained social workers in a 
domiciliary interview. They completed a social 
questionnaire as well as the GHQ. As this has only 
limited screening capacity for alcoholic pathology, 
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Fic 3.—Prevalence of neurosis in the different educational 
levels according to the presence or absence of somatic 
pathology. 


this was separately detected (Vázquez Barquero, 
1979; Mufioz et al, 1981). 

All individuals of the sample classified by the 
screening instruments as potential positives with 
psychopathology, and half that number of potential 
negatives selected randomly, were then interviewed in 
their homes by a team of psychiatrists suitably 
trained and with high levels of interrater reliability 
(Mufioz et al, 1981). The instrument used in this 
phase was the Clinical Interview Schedule (CIS). 


Results 


Of the 1,156 persons in the random sample, 275 
(110 men, 165 women) were diagnosed as psychiatric 
cases and 242 (117 men, 125 women) were classified as 
physically ill. The distribution of physical illness 
across bodily systems is shown in Table I. Of the 275 
psychiatric cases, 133 were diagnosed as neurotic. The 
distribution of different neurotic types is shown in 
Table I]. The relationship between physical illness 
and neurosis is shown in Table III and Fig 1. The 
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Fia 4.—Prevalence of neurosis in the different places of 
residence according to the presence or absence of somatic 
pathology 


incidence of neurosis is significantly higher in those 
with physical illness (males: y ala, P <0.001; 
females: x3—19, P <0.001). 

The effect of various factors on the incidence of 
neurosis in those with physical illness (somatic 
pathology) was first studied. The’ association was 
significant for all socíal classes (Fig 2). It was sig- 
nificant for all educational leveis (Fig 3). It was 
significant for all types of community studied (Fig 4). 
The association was significant for depressive, anxiety 
and Aypochondriacal neuroses in women (Fig 5) and 
the same trend was apparent for men (Fig 6). The 
association was significant only for certain age groups: 
men aged 25—34 or 45-54, women aged 45-64. The 
association was significant in single and married but 
not widowed people. 

If one examines the association from the opposite 
point of view, the incidence of physical illness (somatic 
pathology) in those with neurosis, the same set of 
influences can be studied. The sex distribution is 
shown in Fig 7. The effect of social class is shown in 
Fig 8: this was not significant. The effect of edu- 
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Fig 5.— Prevalence of the different types of neurosis in the 
female according to the presence or absence of somatic 
pathology. 


cational level is shown in Fig 9: superior level is 
associated with low levels whilst illiteracy is associated 
with high levels of physical illness. The effect of the 
type of community is shown in Fig 10; rural and 
isolated communities show a stronger association 
between physical illness and neurosis than do urban 
communities. The presence of physical illness in the 
neurotic . group was significantly less frequent in 
either sex between the ages of 15 and 34. It was 
significantly more frequent in men over 35 and women 
over 55 years. Single women had a significantly lower 
incidence of physical illness, married and widowed a 
higher incidence. (This trend was apparent in men). 


Discussion 


In previous papers we analysed the way in which 
personal and sociocultural factors influenced the 
prevalence of psychiatric illness (Muñoz et al, 1981) 
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Fra 6.—Prevalence of the different types of neurosis in the 
male according to the presence or absence of somatic 
| pathology 


and neurosis (Vázquez Barquero, 1979; Vazquez 
Barquero et al, 1981a, 1981b). The morbidity found 
by us 1s similar to the median rates of eight com- 
munity surveys carried out in Europe after 1960 
(overall psychiatric pathology: male—18.1 per cent; 
female— 23.7 per cent; neurosis: male—4.6 per cent; 
female—9.9 per cent). 

The relationship which other authors have found 
between psychiatric illness and somatic pathology 
(Bremer, 1950; Downes and Simon, 1954; Essen 
Moller, 1956; Hare and Shaw, 1965; Shepherd et al, 
1966; Gillis et a/, 1968; Eastwood, 1970) has been 
confirmed in our community. This relationship is 
analysed in our study in two different ways: (1) by 
comparing neurotic morbidity in groups with and 
without physical illness, and (2) by measuring the 
frequency of physical ness in neurotic and normal 
individuals. In both cases the relationship reaches a 
level of statistical significance. 





45 
Ferme 
C] rex 
40 
35 
30 
25 


X Percentage 
c3 


Un 


10 





Me Pach Path. 


Fra 7.—Percentage of diagnosis of physical illness found 
in the groups of neurosis and non-psychiatric pathology. 


The analysis of the frequency of physical illness in 
the neurotic group 1s important in a community with 
limited psychiatric facilities, as it could give inform- 
ation about the way in which neurotic patients obtain 
medical attention for their problems. We have to 
consider however, the concept of somatic pathology 
that we have used. We see that although the definition 
is based on a general practitioner's opinion its very 
nature 1s controversial. This is so because it is possible 
that we have included a significant number of persons 
who presented themselves to their doctor with somatic 
complaints and were erroneously labelled as organic 
instead of functional. 

This tendency of the psychiatric patient to visit the 
general practitioner with somatic complaints is not 
only the consequence of dynamic mechanisms by 
which psychiatric pathology is felt and expressed 
through somatic complaints, but also because 
psychiatric patients have almost three times more 
organic illness than the general population. 

We have therefore to assume that the high asso- 
ciation found in our study between both types of 
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Fic 8. ~~Percentage of diagnosis of physical illness found 
in the neurosis and non-psychiatric pathology groups 
according to the social class of the individual. 


pathology could be due to the confluence of different 
types of population. One comprises organic patients 
who develop neurotic symptoms as a reaction to their 
pathology; another comprises those who because of 
their neurotic illness present themselves to their 
doctor with somatic complaints; yet another is made 
up of patients in which both types of pathology appear 
jointly without direct causal relation. Lastly we have 
to consider the possibility that neurotic complaints 
may predispose as to physical illness (Murphy and 
Brown, 1980). D 

Although we found that the presence of physical 
illness in the female was more likely to be associated 
with neurosis than in the case of males, in the neurotic 
group both males and females had a similar percentage 
of physical illness. This means that even in a 
community with an absence of psychiatric facilities 
neurotic women will not obtain, under the label of 
somatic illness, more medical help than men. 

Whether a person was single, married or widowed 
was.-relevant. In the widowed state and in old age 
somatic illness did not necessarily produce a neurotic 
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Fic 9,—Percentage of diagnosis of physical illness found 
in the neurosis and non-psychiatric pathology groups 
according to the educational level of the individual. 


reaction but neurosis tended to be associated with 
high levels of physical illness. 

Our results indicated that high neurotic morbidity 
among the physically ill is independent of social class 
or educational level. There was an d 
however, with type of community. Neurosis was, i 
general, higher in urban groups but here it was 
relatively independent of physical illness. In rural 
areas neurosis and pe illness were more closely 
linked. 

Our — shed. a certain light on the relation 
between physical illness and neurosis, but they are 
insufficient to. clarify this issue in a definite way. Our 
feeling is that any further progress in this area should 
come about through specific analytical methodology 
designed to test relevant hypotheses in each of the 
different areas which have been left open. 
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The Middlesex Hospital — A. Validity Study with 
American Psychiatric Patients 


MATIG MAVISSAKALIAN and LARRY MICHELSON 


Summary: The Middlesex Hospital Questionnaire (MHQ) was used as a 
screening test for psychiatric disorder in 169 new outpatients. The profile 
obtained on the six subscales of the MHQ was strikingly similar in this American 4 
sample compared to four previous British reports. The MHQ significantly 
differentiated between diagnostic groups, most particularly between neuroses 

and personality disorders. Moreover, 75 per cent of the patients could be correctly 
classified as either neurosis or personality disorder on the basis of their MHQ 

total and subscale scores. The MHQ appears to be particularly useful in identifying 

phobic disorders, and the phobia subscale consistently discriminated between 
anxiety-phobic states and other diagnostic groups. 


The Middlesex Hospital Questionnaire (MHQ) is a 
self-rating instrument introduced by Crown and Crisp 
(1966) with the purpose of quantifying neurotic 
symptomatology. The MHQ yields measures on six 
subscales of neurotic symptoms and traits: (1) free- 
floating anxiety (A); (2) phobic anxiety (P); (3) 
obsessive-compulsive traits and symptoms (O); 
(4) somatic symptoms of anxiety or psychosomatic 
complaints (S); (5) depression (D); and (6) hysteria 
(H). 
The general validity of the MHQ has been estab- 
lished and the first five subscales of the questionnaire 
have been shown to discriminate between normal 
subjects and psychiatric populations as well as 
between several diagnostic categories (Crown and 
Crisp, 1966; Cockett, 1969; Crisp and Priest, 1971; 
Olley and McAllister, 1974; Gadd and Merskey, 
1975; Ryle and Lunghi, 1969; Crown ef al, 1970; 
Crisp ef al, 1978). There is also evidence that the 
MHQ reflects severity of condition since inpatients 
with neurotic and personality disorders consistently 
obtain higher scores on total and subscale measures 
than their outpatient counterparts (Crisp and Priest, 
1971). 

The MHQ, in addition, has been found useful as a 
measure of outcome and in the assessment of changing 
patterns of symptomatology during treatment (Ryle 
and Lunghi, 1969; Hafner and Marks, 1976; Hafner, 
1976; Stonehill and Crisp, 1977). Furthermore, at 
least one study has applied the MHQ as an instrument 
measuring the inheritance of neurotic traits in a twin 
study (Young ef a/, 1971). Yet despite this rather 
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extensive application, the MHQ has not found its way 
into American psychiatry. One of our major aims in 
this study was to evaluate the MHQ in an American 
population of psychiatric outpatients. 

Our second objective was to analyse in greater 
detail the capacity of the MHQ to discriminate 
between the two major psychiatric diagnoses which 
it is purported to measure, namely, neuroses and 
personality disorders. An additional aim was to 
validate the individual subscales of the MHQ in 
relation to the discrete diagnostic categories of the 
neuroses, i.e. anxiety neurosis, phobic neurosis, 


Obsessive-compulsive neurosis and depressive neurosis. 


Method 

During the period 1977-1979, 169 new: outpatients 
were evaluated in the teaching outpatient screening 
clinic of a private psychiatric hospital in southern 
New England. Patients who during the preliminary 
telephone screening were thought to be psychotic, 
acutely suicidal or in a crisis HANE urgent attention 
were excluded. 

While waiting to De seen. stdbelr Grab visite he 
clinic, the patients completed. the MHQ. Each patient 
was then interviewed by a third or fourth year medical 
student under the direct supervision of a senior 
psychiatric resident for approximately fifty minutes. 
Each case was then presented to the first author in a 
teaching conference which devoted approximately 
thirty minutes to each case and determined a flnal 
diagnosis in accordance with DSM II (1968) and 
where applicable (e.g. neuroses, depression) meeting 
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© the diagnostic criteria proposed by Feighner et al li 
(1972). In all cases the diagnosis was determined. - 


MATIG MAVISSAKALIAN: AND LARRY MICHELSON 
-. depression (8.20 vs 6.92, P 


without knowledge of individual MHQ scores. 
The data were submitted to a multivariate statistical 


D analysis utilizing the Statistical Package for the 
^. Social Sciences (SPSS) at the University of Pittsburgh 


Computer Science Center which operates a DEC 10 
computer. Due to the absence of data for particular 
subjects on different measures, there were varying 
sample sizes across analyses. Thus, every table in the 
results’ section reflects the sample sizes for that 
particular analysis. 


E Results 
The total sample of patients had a mean age of 30.5 


4 (SD = 11) years and was composed of 107 females 


and 62 males. Diagnostically, there were 58 neuroses, 


...36 personality disorders, 22 transient situational 
disturbances, 


8 social maladjustments, 5 sexual 
deviations, 5 alcoholism, 1 drug dependence, 2 special 
symptoms, 5 psychotic diagnoses and in 3. cases 
diagnosis was deferred. 

Table I shows the MHQ profile of the total sample 
and contrasts our results with profiles obtained in 
four different psychiatric out-patient samples. As can 
be seen, the profile of the American sample parallels 
the MHO profiles of the British samples. 

To study the effects of.age and sex on MHQ scores, 
two independent discriminant function analyses were 
performed. The comparison between males and females 
yielded significant differences with females having 
higher scores on total (44.67 vs 39.74, P <.05), 
anxiety do. 24 vs 8.93, P <.05) and phobia (6.28 vs 
4.48, P <.01) subscales. The comparison between 
patients aged 34 or under and 35 or over yielded 
significant differences with the older patients having 
higher scores on ee (7.34 vs. oe 10, P < me and 
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< 05) subscales. However, - 
the older group scores significantly lower than the 
younger group on ihe fiyeterm subscale (5.03 vs 6.45, 
P «.05). EL 

| om iriions were performed between 
males and females and again between younger and 
older patients whi showed that the mean age of the 
| jups were 29.9 (SD = 11.3) and 
3 respectively. Similarly the. sexual 
representation of. the young and old groups. were 
63.6 per cent and. 64 per cent female, respectively. 
Furthermore, no important diagnostic differences 
were found between young and old groups or male 
and female groups with the exception that all five 
patients with sexual. deviations were male. The preced- 
ing findings strongly suggest that age and sex are 
important factors influencing MHQ scores, indepen- 
dent of each other and of diagnosis. 

The results. of. discriminant function | analysis 
between patients with a diagnosis of neurosis and all 
other diagnosti¢ groups combined showed that 
neurotics were significantly. differentiated from other 
outpatients by higher total, phobia and somatic 
scores and lower hysteria scores (overall P <.0001). 

A similar analysis was performed between the 58 
patients with neuroses and the 36. patients with | 
personality disorders. Table lI reveals that higher 
phobia and somatic scores and lower hysteria scores . 
significantly differentiate the neuroses from personality 
disorders (P. <.001). 

After obtaining statistically. significant differences 
between neuroses versus all other diagnoses, and 
neuroses versus personality disorders, a classification - 
analysis was performed using the discriminant 
function coefficients produced from the previous 
analyses. This classification procedure attempts to 
predict group membership based on coefficients 
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MH Q profiles of outpatients in different studies: Means anü standard deviations 





hs tale ERROR TIRE ac ae tangent tas 


- Present study 





MHQ (1975) 

Total score 42.91 14.2 44.60 (—) 
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THE MIDDLESEX HOSPITAL QUESTIONNAIRE | 


| | TABLE II HE ] : 
Discriminant function analysis between neuroses and personality disorders on the Middlesex hospital questionnaire. ^: 














MHQ Neuroses Personality disorders Wilks' Lambda | F-ratio a 
X SD X SD 

Total score 46.4] 13.46 43.00 . 12.33 .984 1.52 
A Score 10.39 3.47 9.69 3.52 .989 .965 
P Score 7.50 3.91 5.41 3.48 .931 6.85* 
O Score 7.36 3.27 6.81 2.96 .992 . 689 
S Score. 8.33 3.50 6.31 3.05 .919 8.16** 
D Score 2 7.26 3,33 7.22 3.02 .999 .003 
H.Score TS 5.36 3.33 7.56 3.52 909 9.20** 
N = 94 | (Wilks' Lambda = .77; Chi-square = 23.59; Overall P. « 001; a= = 1,92) 

* P < 01 
** P < 05 


| TABLE HI | 
Discriminant function analysis between different neurotic subgroups on the Middlesex Hospital. Questionnaire 























Wilks' 


Anxiety Phobic Obsessive-compulsive Depressive 

MHQ neurosis neurosis neurosis neurosis Lambda  F-ratio 

X SD X SD X SD X SD 
Total 
Score 45.9 13.9 46.9 15.5 47.2 6.6 46.5 14.1 .99 .012 
AScore 10.8 2.5 10.7 3.6 10.8 1.3 10.1 3.9 .99 . 144 
P Score 9.2 3.5 9.2 3:7 5.0 3.1 5.9 3.6 .78 4.39** 
O Score BS 4.0 7.3 3.0 9.4 2.5 6.5 3.1 .94 1.10 
S Score 7.8 4.3 7.7 3.1 8.2 355 9.4 3.2 .95 .85 
D Score 7.2 3.9 1.2 3.1 5.8 3.3 8.2 3.4 .95 .83 
H Score 3.6 2.2 4.5 2.6 8.0 3.7 5.8 3.4 84 3.22* 
N == 58 (Wilks’ Lambda = .46; Chi-square = 36.38; Overall P <.01; df = 3.54) 
*P <,05 
** P < Ol 


obtained via the discriminant function program. It 
was found that.73 per cent of the patients could be 
correctly classified as neuroses or other diagnoses on 
the basis of their MHQ total and subscale scores. 
© Similarly, 75 per cent of the patients could be correctly 
classified as either neurosis or personality disorder. 
Table IH shows the results of the discriminant 


function analysis performed among the discrete 


diagnostic subgroups of the neuroses. 
Thus, anxiety neurosis, phobic neurosis, obsessive- 


compulsive heurosis and depressive neurosis were 


compared with one another using the MHQ total 
and subscale scores. The findings reveal a statistically 
: significant difference between the neurotic Subgroups 
on the phobia and hysteria scales (P —.01). The 
phobia scale differentiated to a highly pero 
degree anxiety and phobic neuroses from obsessive- 
compulsive and depressive neuroses (P —.01). The 
depression scale failed to differentiate between 


depressive, anxiety and phobic neuroses and, similarly, 
the anxiety and somatic subscales failed to differentiate 
between the various neurotic subgroups. Obsessive- 
compulsive neurosis, on the other hand, was sig- 
nificantly differentiated on the hysteria scale from all 
other subgroups (P <.05), a puzzling finding which 
will be discussed in the next section. 


Discussion 

The profile obtained on the Middlesex Hospital 
Questionnaire in our total sample indicates that an 
American population of psychiatric outpatients is 
quite comparable to British samples. Our findings are 
especially close to the Crisp et a/ (1978) sample of 
780 outpatients. These findings strongly suggest 
MHOQ"'s utility in regard to cross-cultural investigations 
and in allowing direct comparisons in regard to both 
normative and treatment outcome data. 

This study revealed higher scores for women on the 
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total, anxiety and phobia scales of the MHQ, and, 
therefore, supports earlier findings by Crown ef al 
(1970), Crisp and Priest (1971) and Crisp et al (1978). 
Previous studies have also reported significant age- 
related differences with the MHQ (Crown et al, 1970; 
Crisp and Priest, 1971). Although these two studies 
deal with non-psychiatric populations, and one of 
them specifically targets persons aged 40-65, their 
finding that depression scores correlated positively 
with age, the older groups scoring higher on this 
subscale, is supported by our results, That the phobia 
scale would differentiate between the two age groups 
in our study is surprising. We, therefore, checked to 
see whether female sex and/or diagnosis of phobic 
neurosis were over-represented in the above 35 years 
of age group, but found no evidence for such pre- 
sumed confounding factors. 

Our findings show that MHQ can significantly 
discriminate between neuroses and other miscellaneous 
diagnostic groups as well as a group of patients with 
only personality disorders. The same three subscales 
are responsible for these diflerences suggesting that 
these differences were mainly due to the personality 
disorders. The neuroses had significantly greater scores 
on phobia and somatic scales and significantly lower 
hysteria scores when compared to the personality 
disorders. 

Our results revealed virtually identical MHQ 
profiles of both anxiety neurosis and phobic neurosis, 
In addition, the phobia subscale significantly differ- 
entiated anxiety and phobic neuroses from obsessive- 
compulsive and depressive neuroses, These findings 
concur with the Crisp et a/ (1978) data in that the 
anxiety and depression scales did not differentiate 
between diagnostic groups including anxiety and 
depressive neuroses. However, contary to their 
findings, in this study the phobic scale did not differ- 
entiate between anxiety neurosis and phobic neurosis. 
Moreover, the obsessional scale was not effective in 
picking out obsessive-compulsive neurosis, although 
this discrepancy might be due to the underrepresen- 
tation of obsessive-compulsive neurosis in our 
sample. 

A brief discussion of the hysteria scale seems 
appropriate since its validity has not yet been deter- 


mined and, indeed, there is considerable confusion 


as to what it actually measures. In the original 
validation study (Crown and Crisp, 1966) normals 
had higher scores on the hysteria scale than psychiatric 
outpatients. Cockett (1969) suggested that the 
hysteria scale might be a measure of extraversion. 
Crown et al (1970) speculated that age (youth), sex 
(female) and social class (higher) might be all working 
in the same direction to produce a relatively high score 
on the hysteria scale. In 1975, Gadd and Merskey 
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“found that the hysteria scale was not specifically 
raised in patients with hysterical conversion symp- 


toms. Finally, Crisp et a/ (1978) commented that the 
relatively high hysteria scale scores they uniformly 
obtained in their large sample of outpatients ‘ ‘suggest 
that a nonspecific morbid factor is contributing to 
them”, 

Our study shows ‘that the hysteria scale is not 
influenced by- sex, but supports the notion that 
younger patients have higher scores. Also, the hysteria 
scale is unique in that scores are significantly higher in 
non-neurotic outpatients, and specifically in per- 
sonality disorders, which lends some support to the 
notion that it might measure interpersonal mal- 
adjustment more accurately than ‘hysterical’ symp- 
toms. 
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 Neuroendo rine Mechanis ns and | the Aetiology of Male and 


- Female Homosexuality - 


MALCOLM J. MacCULLOCH and JOHN Ladlwison 


Summary: Theories on the classification and aetiology of male homosexuality 
are reviewed, particularly recent hypotheses on the role of prenatal hormonal 
influences on brain sexual differentiation and subsequent sexual object chioce in 
the male. Female as well as male brain sexual differentiation may be hormonally 
determined, and so primary homosexuality in both sexes may be due to abnorm- 
alities in foetal exposure to hormones, leading first to physical mis-differentiation 
and later to homosexual behaviour in genetically and 1. phenotypically normal 


men and women. 


In spite of much effort, both psychoanalytically 
orientated workers and behaviourists have found 
great difficulty in creating a model which accounts 
acceptably for people whose sexual orientation is 
wholly homosexual (Money ef al, 1957; McGuire 
et al, 1965; Money and Ehrhardt, 1972). Endocrine 
studies have in the main failed to establish a physio- 
logical basis for sexual behaviour and in particular 
they have failed to shed light on “homosexuality and 
choice of sexual object in humans (Dewhurst, 1969; 
Bermant and Davidson, 1974). Similarly, trans- 
mission studies in single families have failed to 
indicate a clear genetic basis for homosexual prefer- 
ence (Ellis, 1963; Heston and Shields, 1968). The 


existence of monozygotic twins, reared together, 


completely discordant for sexual preference and 
behaviour (Feldman and MacCulloch, 1971; Zuger, 
1976) suggests that the discordance in some cases at 
least must be explained in other than genetic. and 


-. learning terms. 
The failure to find clear biological or psychogenic 


causes for homosexual behaviour could result if 
biological and psychological factors make varying 
causal contributions in different individuals. Hetero- 
geneity of the group of people displaying homosexual 
behaviour was suggested from the treatment of 73 


mostly male homosexual patients by Feldman and 
MacCulloch (1971) who noted a very significant. 


clinical division between patients without and those 
with prior heterosexual experience or interest. The 
first group, termed by them primary homosexuals, 
scored less than 20 on the female component of the 
Sexual Orientation Method (SOM) (Sambrooks and 
MacCulloch, 1973), were poorly motivated for 
treatment and resistant to aversive conditioning. 
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The second group, iecit homosexuals, had had 
some previous heterosexual interest or experience, 
scored more than 20 on the female component of the 
SOM, were well motivated for. treatment by aversive 
techniques and responded well to treatment. —— | 

Although not all workers accept this dichotomy. 
into primary and secondary. homosexuals. there is 
some preliminary biochemical évidence in line with it. 
Comparisons of serum testosterone levels between. 
heterosexual and homosexual males produce differing 
results depending upon whether the homosexuals are 
integrated into a community with no desire for change 
(Brodie et al, 1974) . or present. themselves with a 
request for treatment to. change their sexual orienta- i 
tion (James et al, 1977). i 


A Biochemical Theory of Male 
Homosexuality | 
A tentative formulation of a hormonal theory of 
male homosexuality (Feldman and MacCulloch,. 
1971) suggested that primary male homosexüals have 
sexually undifferentiated bra is o of the female. pattern 
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explanation: for primary. homosexuality | 
monozygotic twin pair discordant for choice of sexual 






the Scal peri val ending. to an undifferentiated 
(female) brain, whereas the other twin had developed 
ina male way. 


Although the basis for the theory was clinically l E 
inspired to account for very puzzling observations on tx 





male homosexuals it drew heavily on the extet 
animal literature on sexual dimorphism. By the earl 








* 





342 NEUROENDOCRINE MECHANISMS AND THE AETIOLOGY OF MALE AND FEMALE HOMOSEXUALITY 


1970's it was generally concluded that the inherent 
programme of sexual development in both sexes of 
mammals was female. Androgens at the critical 
periods of sexual differentiation organized both 
genetic males and genetic females to possess masculine 
reproductive organs (Jost, 1953), masculinize hepatic 
steroidogenic enzymes (DeMoor and Denef, 1968), 
and cause tonic (male pattern) hypothalamic control 
of gonadotrophin secretion (Pfeiffer, 1936; Wilson 
et al, 1941; Barraclough and Gorski, 1961) and also 
male sexual behaviour, (Grady et al, 1965). It was 
thought that an absence of either gonad during the 
crítical developmental period allowed the expression 
of female characteristics which were thought to be 
inborn, (Pfeiffer, 1936; Jost, 1953; Grady and 
Phoenix, 1963: Harris, 1964; De Moor and Denef, 
1968). 

Dorner et al (1975) restated this hormonal theory 
for male homosexuality as follows: “An absolute or 
relative androgen deficiency in the first hypothalamic 
organization phase, i.e. intra-uterine, Leydig cell 
degeneration, results in a predominantly female brain 
differentiation. A normal or at least approximately 
normal androgen level during the second phase, 
Le. post-pubertal Leydig cell generation, then exerts a 
sex non-specific activating effect on the predominantly 
female differentiated brain. Thus a genetic and somatic 
phenotypic male with a predominantly female 
differentiated brain is primarily sexually excited by 
another male". 

This theory predicted that a positive oestrogen 
feedback effect, characteristic of the normal female, 
should be present in primary homosexual males. In a 
critical experiment, Dórner et a/ (1975) demonstrated 
such an effect in 13 out of 21 primary homosexual 
males, who showed a biphasic luteinizing hormone 
(LH) effect similar to that seen. in normal women 
(Van der Wiele et a/, 1970; Nillius and Wiede, 1971; 
Tsai and Yen, 1971); by contrast only 2 out of 25 
25 secondary homosexuals or heterosexuals showed 
this response. This led MacCulloch and Feldman 
(1977) to predict that (1) primary male homosexuals 
would show the most feminine LH response curves 
and be most resistant to treatment and (2) the secon- 
dary homosexual groups would consist of subjects 
with a masculine LH response. Secondary homo- 
sexuality may arise more from psychosocial influences 
acting in accordance with. learning theory (McGuire et 
al, 1965; Feldman and MacCulloch, 1971; Mac- 
Culloch and Feldman, 1977). 


Female Homosexuality 


Lesbians present at clinics less frequently than do 
male homosexuals, but there is some clinical evidence 


that they also can be divided into primary and secon- 
day homosexual groups (Feldman and MacCulloch, 
1971). Recent animal studies, which assert that 
mammalian brains are sexually neutral prior to their 
exposure to different hormones which subsequently 
render them dimorphic, suggest a mechanism for the 
etiology of primary female homosexuality. 

Phoenix et a/ (1959) injected androgen into preg- 
nant guinea pigs to produce some female pseudo- 
hermaphrodite offspring and investigated the off- 
spring's sexual responses to male and female hor- 
mones, after ovariectomy to eliminate endogenous 
gonadal hormone. They found that female hormones 
provoked even less female sexual behaviour than 
before, usually increasing mounting and male sexual 
behaviour. After the injection of male hormones, 
however, male sexual behaviour was seen, like that 
following the injection of male hormones in previously 
castrated males. They concluded that at a crucial stage 
in the growth of the nervous system abnormally high 
androgen levels will produce neural circuits capable 
of organizing male sexual behaviour in the female. 
These experiments showed how a genetic female could 
be masculinized by androgens, and paradoxically, 
male behaviour induced by oestrogen. 

Shapiro et a/ (1976a, b) tested genetically male, 
androgen insensitive, pseudohermaphroditic rats for 
male and female sexual behaviour following gona- 
dectomy and subsequent oestradiol and testosterone 
treatments. There was a complete absence of any form 
of sexual behaviour. The absence of female behaviour 
was at variance with the concept that female differ- 
entiation is inherent and independent of hormonal 
imprinting. Shapiro et a/ (1976a) suggested that foetal 
hormones, possibly progesterone, may be necessary 
for female as well as male brain organization, and 
their results are consistent with the failure of androgen- 
insensitive male pseudohermaphroditic rats to show 
the cyclic gonadotrophin secretion characteristic of the 
female phenotype (Goldman et al, 1975). 

In further studies Shapiro et al (1976b) showed that 
newborn female rats have a markedly higher level 
of serum and adrenal progesterone than newborn 
males; these serum progesterone levels could be 
further increased by exogenous gonadotrophins. It is 
known that the female brain can be masculinized by 
both androgen and oestrogen (Jost, 1953; Barraclough 
and Turgeon, 1975). As Dorfman (1967) has demon- 
strated that progesterone has both anti-oestrogenic 
and anti-androgenic activity, this clearly suggested 
that raised serum progesterone in the newborn female 
rat might function both to cause feminization of the 
brain and as a hormone antagonist to protect the 
developing female brain from the masculinizing effect 





= of both androgen and oestrogen (Shapiro et al, 
1976a, b). 

As an hormonal hypothesis for lesbianism we 
suggest that a reduction of progesterone in the 
hypothalamus of the developing human foetus might 
result in failure to initiate feminization and to protect 
the non-differentiated hypothalamus from the mas- 
culinizing effect of androgen and oestrogen. Thus a 
genetically female brain would be differentiated as 
functionally male, with subsequent homosexual 
behaviour (choice of female sexual object). This leads 
to the prediction that primary homosexual females 
will show a male LH response and that the response 
will be normal in secondary female homosexuals. 
=- Te date there is little direct evidence that the brain 
< is sexually differentiated by endocrine experience in 
humans. However, endocrine abnormalities such as 
the adrenogenital syndrome (Ehrhardt et a/, 19682, b; 
Ehrhardt and Baker, 1974; Money et al, 1967), andro- 
gen insensitivity (Money et al, 1968), and Turner's 
syndrome (Ehrhardt et a/, 1970) all show that both 
gender-related behaviour and genital morphology are 
subsequently affected by levels of steroid hormones 
present during pre-natal development. 

In 23 girls with adrenogenital syndrome, Ehrhardt 
et al (1968b) described masculinization of childhood 
behaviour and a 50 per cent incidence of homosexual 
imagery in adolescence. In a study of girls with 
Turner’s syndrome, however, Money and Ehrhardt 
(1972) concluded that there was an unequivocal 
feminine gender identity and neither oestrogen nor 
androgen could be involved in the differentiation of a 
female brain. This is not inconsistent with the sug- 
gestion of Shapiro et al (1976a, b) that it is pro- 
gesterone which femininizes the previously sexually- 
undifferentiated brain when androgen is not present 
to excess. Where it is in excess we would expect the 
previously undifferentiated brain to be masculinized. 

As it is unclear whether exogenous. hormones 
administered to pregnant women pass through the 
placenta in unchanged form, it is difficult to draw firm 
conclusions about the effects of parenteral pre- 
parations on foetal brains. However, Ehrhardt and 
Money (1967) described high IQ and excessive 
tomboyish behaviour in 10 girls born to mothers 
treated pre-natally with synthetic progestins. Similarly, 
Yalom et al (1973) described less aggression, less 
assertiveness and less athletic skills in the sons of 
mothers treated pre-natally with diethylstilboestrol. 

More specifically, Wilkins et a/ (1958) describe the 
occasional incidence of male external genitalia in 
girls born to mothers treated prenatally with male 
hormones. These females have almost always been 
raised as boys and have themselves preferred to 
continue in this way even when increased ovarian 
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activity at puberty has begun to induce. secondary 
feminine characteristics. This syndrome is suggestive . 
of male brain differentiation in the human female, 
following prenatal exposure to abnormally high levels 
of male sex hormones that are sufficient to overcome 
the normal protective effect of progesterone against 
normally occurring amounts of androgen, and is 
consistent with our theory of female homosexuality. 


The In Utero Defect 

Clearly there is an explanatory gap between the 
results of animal experiments which withhold the 
effects of hormones when they are normally present 
and include them when they should be normally 
absent, and a model of human sexual developmental | 
deviation. It is not immediately clear in most cases 
how these abnormal -hormonal conditions might 
come about during foetal life. An important animal 
study offers a possibly insight. Bidlingmair et al (1977) 
have described how an immune reaction to testo- 
sterone in the pregnant rabbit could alter the sexual 


development of male offspring. They produced 


pregnant female rabbits whose serum contained 
antibodies capable of neutralizing the biological 
activity of testosterone; the male offspring of these 
rabbits had elevated serum testosterone levels and 
developed a reproductive system like that of a normal 
female rabbit, This. experiment demonstrated: that 
antibodies to testosterone can pass the placental 
barrier and that developing sex organs can be deprived 
of the effect of the hormone, despite a feedback- 
induced increase in absolute testosterone level, leading 
to changes in morphogenesis similar to experiments on 
testicular atrophy in other species. The spontaneous 
production of antibodies to hormones is known in the 
human (e.g. auto-immunizing thyroiditis, Hashi- 
moto's disease) and human antibodies can pass 
through the placenta from the mother to the foetus 
(Bell et al, 1968).-If auto-antibodies to testosterone 
were produced in a woman pregnant with a genetically 
male foetus one might hypothesize that they would 
reduce the biological activity of the testosterone 
leading to a female brain differentiation and subsequent 
primary homosexual. behaviour. As in the rabbits a 
feedback-induced raised level of circulating biologic- 
ally inactive testosterone might also appear, and it is 
interesting that Brodie et a/ (1974) found significantly 
elevated serum testosterone levels in young primary 
male homosexuals. It is true that many other workers 
have failed to find such raised serum levels of testo- 
sterone (James ef al, 1977; Kolodny et al, 1971; 

Tourney and Hatfield, 1973; Dorner et al, 1975), but 
we argue that a clinically heterogeneous group 
contains both. primary and. secondary homosexuals 
and any high values in the primary cases would be 
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lost amid the normal or low values of the secondary 
-Qdses; —— 


In primary: female TETEE mothers might 


. - $hów spontaneous generation of antibodies to pro- 


|  gesterone with a consequent increase in biologically 


.-. inactive serum progesterone levels in their offspring. 
eee - But this is à speculation so far without any serum 
| measurements either to support or to deny it. However 





these ideas give rise to some predictions capable of 
experimental testing. | 

(1) Mothers of primary male or female homosexuals 
should have had a previous normal male or female 
child. (2) Mothers of primary male and female 
homosexuals may have abnormal titres of testosterone 
"or progesterone antibodies respectively. (3) Young 
primary male and. female homosexuals may show 
abnormally high levels of serum testosterone and 
. progesterone respectively, and this should not be 
shown by their respective secondary homosexual 
counterparts. (4) They may also show abnormally 
high titres of. antibodies to testosterone or pro- 
. gesterone. 
—Tf this antibody production hypothesis were to 
prove to be incorrect, we would mention one other 
animal study where Gandelman et al (1977) have shown 
that intra-uterine position. can bring. about mas- 
culinization of female foetuses. It may be possible that 
foetal position and contiguity with amniotic mem- 
branes can subtly influence circulating hormone 
levels in ufero and hence induce sexual mis-differen- 
‘tiation in the foetus. 
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A Follow-up Study of Severe Puerperal Psychiatric Illness 


LALITHA DA SILVA and EVE C. JOHNSTONE 


Summary: The outcome in clinical and social terms of a psychiatric illness 
arising within 1 year of confinement or termination of pregnancy and requiring 
on-going care was studied after a period of 1-6 years in 47 women. The outcome 
was related to the earlier features of the illness and to personal and historical 
features. Social impairment and continuing psychopathology occurred in many 
cases. The only factor which significantly related to poor outcome was an initial 


diagnosis of schizophrenia. 


Although detailed studies of severe puerperal 
psychiatric illnesses have been carried out in the past 
(Protheroe, 1969) and there has been much recent 
work on minor psychiatric disturbance in the puer- 
perium (Kumar and Robson, 1978; Paykel et a/, 1980) 
there have been few recent studies of the outcome of 
severe psychiatric illness occurring puerperally. 
Although it is sometimes said that the outcome of 
puerperal psychosis is benign (Martin, 1958) this is 
not always so (Hemphill, 1952; Protheroe, 1969). The 
present study was conducted with a view to deter- 
mining retrospectively the clinical characteristics of a 
well-documented population of patients who required 
ongoing care for psychiatric illnesses arising in the 
puerperium and to relating these characteristics to the 
outcome in clinical and social terms after a period of 
up to six years. For the purposes of the study on- 
going psychiatric care was defined as inpatient care, or 
outpatient care requiring more than one visit. Patients 
who developed psychiatric illnesses of this kind within 
a year of termination of pregnancy were also included 
in the study, because there was anecdotal evidence to 
suggest that some patients were admitted with 
similar illnesses following both termination and 
confinement and it appeared that the study provided 
an opportunity of examining this issue. 


Method 


The casenotes were obtained of all patients who 
were admitted or who received continuing outpatient 
care under the supervision of two consultant psych- 
iatrists at Northwick Park Hospital, between Dec- 
ember 1974 and May 1980 for a psychiatric illness 
which began within one year of confinement or 
termination of pregnancy. The Syndrome Check List 
of the Present State Examination (Wing et al, 1974) 
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was applied to the casenotes and additional personal 
and historical information was obtained. This in- 
cluded, age, parity, civil state, husband's occupation, 
past psychiatric history, family history of psychiatric 
illness and history of complications of the pregnancy, 
of delivery or concerning the child. Any circumstance 
requiring inpatient obstetric care prior to theadmission 
at term for confinement was regarded as a complica- 
tion of pregnancy. Excessively prolonged labour as 
defined by the obstetricians, forceps delivery and 
caesarian section were regarded as complications of 
delivery. Any circumstance leading to the transfer of 
the baby to a unit for neonates requiring special 
care was regarded as a complication to the child. 

The patients were then contacted and asked if they 
were willing to be interviewed about their state of 
health since they became ill. They were interviewed 
especially for this purpose. The patients were mainly 
seen in their own homes and the interviews which 
were done entirely by the authors were carried out 
during a six week period (May-June, 1980). At this 
interview the Present State Examination was con- 
ducted and a simple assessment of the patients' social 
functioning was made using a modified version of the 
rating scale devised by Cooper. Cooper (1961) rated 
the patients on economic status, social liability and 
self care. As puerpera! women would often be expected 
to be financially dependent, the patients in this study 
were rated only on social liability and self care—each 
on a 3 point scale. The patients were asked to date the 
onset and course of their illness. Details were also 
obtained about the outcome for the child in terms of 
the child's health and whether or not it was possible 
for it to be looked after by the mother. The amount of 
family support available to the mother was graded on 
a 5 point scale. 
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Results 


This study concerns 51 episodes of illness in 47 
women. Forty-eight episodes followed confinement 
and 3 termination of pregnancy. In 4 women there 
were two episodes of illness during the period of the 
study. In 3 of these cases there were two confinements 
and in 1 case, one confinement and one termination. 
There were two cases of twin pregnancy and thus 
there were 50 babies involved in the study. The 48 
cases following confinement are considered first and 
the 3 following termination discussed thereafter. 

Twenty-seven of the 45 women were primiparous 
and 18 multiparous. Their mean age was 28.04 SD 
4.8 years, 42 were married, one was unmarried but 
stably cohabiting, one married after confinement and 
one had no firm relationship with the child's father. 
Thirty-six patients were born in Britain or Ireland, 
4 in other European countries and the remaining 5 in 
Asia. Seven cases were of social class I, 8 of social 
class Il, 22 of social class HI, 4 of social class IV 
and 4 of social class V. A family history of psychiatric 
illness was obtained in 20 cases (schizophrenia 3 cases; 
psychotic illness not otherwise specified 5 cases; 
schizoaffective state 1 case; affective illness 9 cases; 
neurotic illness 2 cases) but as in general there was 
no means of checking the patients' statements in 
this matter this information is of limited value. 
Sixteen patients had complications of pregnancy, 21 
had complications of delivery and in 6 cases there 
were complications concerning the child. 


The nature of the initial illness 


The nature of the initial illness was determined by 
the application of the Syndrome Check List of the 
Present State Examination (Wing et al, 1974) to the 
casenotes and in terms of the diagnosis using the 
International Classification of Disease (WHO, 1978) 
made at the time of the illness. These diagnosis are 
shown in Table I, the patients having been broadly 
grouped into 4 main categories (schizophrenic/para- 
noid; affective; neurotic; Sen on the basis of the 
PSE classification. 

The temporal relationship — confinement and 
the development of the psychiatric disturbance was 
considered in terms of interval between confinement 
and first psychiatric contact and in terms of the 
patient's statement regarding the onset of the symp- 
toms. Four of the schizophrenic patients were unable 
to date the onset of their symptoms because of lack of 
insight. In the remaining 16 schizophrenic cases the 
stated time of onset was between 1 day and 8 weeks 
after confinement (mean 1.8 SD 2.14 weeks). In 14 of 
these cases the onset was said to be within two weeks 
of the birth. The interval between confinement and 
first psychiatric contact in the 20 schizophrenic cases 


ranged from 2 days to 40 weeks (mean 8.9 weeks SD 
13.48). According to the 22 patients with affective 
illness the interval between confinement and the onset 
of symptoms ranged from 1 to 22 weeks (mean 4.45 
weeks SD 4.9). In eleven cases the symptoms de- 


‘veloped within two weeks of the birth. The interval 
between confinement and first psychiatric contact in 


this group ranged from 1 to 36 weeks (mean 14.7 
SD 11.6 weeks). The interval between confinement and 


the onset of symptoms in the neurotic patients ranged 


from 1 to 40 weeks (mean 15.2 SD 17.7 weeks), while 
the interval between confinement and first psychiatric 
contact ranged from 2 weeks to 44 weeks (mean 20 SD 
19.6 weeks). In only one case in this group did the 
symptoms develop within two weeks of the birth. 

The treatment given was naturally variable. Sixteen 
of the twenty schizophrenic episodes were treated with 
neuroleptics. In three episodes these drugs, although 
prescribed, were almost certainly not taken, and the 
illness which was based upon Cushing's syndrome was 
treated only with metyrapone and dexamethasone. In 
addition tricyclic antidepressants were given in eight 
episodes, ECT in three and lithium in two. Tricyclic 
antidepressants were given in 18 episodes of affective 
illness and in this group, five cases received neuro- 
leptics, three had other antidepressants, two had ECT, 
one had lithium and one had benzodiazepines, Of the 
neurotic cases two received benzodiazepines, one tri- 
cyclic and other antidepressants and one other anti- 
depressants only. Of the two remaining cases one had 
lithium and one other antidepressants and neuro- 
leptics. The mean duration of inpatient care was 9 
weeks and the mean duration of outpatient care for the 
total sample was 40 weeks. There were 2 cases of 
maternal suicide, incidents of self injury to 10 addi- 
tional mothers and 6 patients admitted that they 
actively harmed their children often on more than 1 
occasion. In a further 2 cases the child's health was 
impaired because of the inadequate care provided by 
the mother. 


The mother's condition at follow-up 


Forty-four of the 45 patients were traced and 39 
interviewed. Of the 5 who were traced but not inter- 
viewed, 2 were dead, 1 refused to be interviewed but 
wrote to say that she had had a further hospital 
admission for asecond puerperal psychiatricillness, and 
we had information from other doctors to the effect 
that the remaining 2 patients were at home but unwell. 

One of the women who died killed herself during the 
eighth month of a continuous period of inpatient care 
for the index illness, and the other recovered from the 
index illness, left the district and was later admitted to 
another hospital where she killed herself. 

Of the 39 patients who were interviewed 3 were still 
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receiving inpatient care for their index illness and 14 = 
were still attending outpatients. One of those remain- . 
ing was on prophylactic lithium and the others were. 


on no medication. The mean duration of follow-up 


was 111 weeks. The condition at follow-up in terms: 


of the Present State Examination (Wing et al, 1974) in 
the 39 cases interviewed is shown in Table I. Thirty 
patients regarded themselves as having made a full 
recovery at some stage but by their own estimate the 
mean length of time between confinement and recovery 
was 68.9 weeks. The standard of self care and social 
functioning was assessed at interview (taking into 
consideration the patient's account, the relatives' 
account and the authors' observations at the time) 
and in two cases by other doctors. The results of this 
assessment in relation to the diagnostic groupings are 
shown in Table I. 


The condition of the children at the time of follow-up 


Two of the 50 babies died. One died of congenital 
heart disease and although this death cannot be 
clearly related to the mother's state of health, the 
fact that she was on a variety of anxiolytic drugs early 
in the pregnancy should perhaps not be discounted. 
The death of the other baby was related to the 
mother's disturbed mental state (vide infra). Of the 48 
living babies, 40 were cared for by the mother with or 
without family support and the. remaining 8 were 
cared for entirely by relations or on.a daily basis by 
the social services. As mentioned above, six mothers 
admitted to having caused injury to their babies, and 
two babies became ill because of inadequate care. 
None of these children is thought to have suffered 
lasting harm. 


Outcome of the illness. Relationship with initial features 
and other factors 

For the purpose of examining this question the 
population was initially divided (a) into those with a 
good and a poor social outcome (a good social 
outcome is a minimum possible score on social 
liability and impaired self care and a poor outcome is a 
score of more than this) and (b) those with schizo- 
phrenic, affective, neurotic or no morbid features or 
only mild residual features at follow-up as assessed by 
PSE. Neither the demographic variables, the factors 
relating to the pregnancy or confinement nor the 
amount of social support available to the mother had 
- any relationships with the outcome in social or 
^ clinical terms. The only factor which showed a marked 
difference between those with a good and those with a 
poor social outcome was the nature of the initial 
illness, a schizophrenic illness being associated with a 
poor social outcome {P 0.01). When clinical out- 
come was considered, again the only factor of relevance 


appeared to be the initial diagnosis. For this reason the 
factors determining outcome were considered sepa- 


rately in terms of the 4 diagnostic groups based upon 
the syndrome check list of the initial illness (Table I). 


(a) Schizophrenia/paranoid 

There were 20 episodes of illness in 18 women. In 
one woman the illness, although schizophrenic 
(NSPD on PSE) in form, was later found to be based 
upon Cushing's syndrome resulting from atopic 
ACTH secretion. Two of the 18 women had killed 
themselves by the time of follow-up, 1 was untraced 
and 3 would not attend for interview although we had 
information from general practitioners regarding the 
poor social outcome in 2 of them. Thus social assess- 
ments and information regarding the outcome for the 
child were available in 14 cases and assessments of 
clinical outcome in 12 cases. 

A good social outcome was found in only 3 cases, 
| of whom was the patient whose psychosis was based 
upon Cushing's syndrome. The numbers are thus too 
small for statistical analysis. The remaining 2 patients 
with a good social outcome were aged 31 and 34 and 
both came from social class Il. The time between 
confinement and follow-up in these 2 cases was less 
than in the sample as a whole. One woman was a 
primigravida with no previous psychiatric history. 
Her index illness was diagnosed clinically as an acute 
schizophrenic episode the PSE classification being 
NS +. The other patient had a 3 year old child, after 
whose birth she had had a severe psychotic illness 
recessitating 5 months of inpatient care in another 
hospital. That illness was diagnosed as a schizoaffec- 
tive psychosis which was the clinical diagnosis made 
of the index illness, the PSE classification being 
NSPD. This was the patient whose baby died of 
congenital heart disease. Both of these women had 
acute very florid psychotic illnesses, characterized by 
widespread misperceptions, Schneiderian first rank 
symptoms, paranoid delusions, and fluctuating 
affective change but this was also true of many of 
those with a poor social outcome. Clinical assessments _ 
at follow-up were available in 12 women, one of whom 
was the patient with Cushing’s syndrome. Six of the 
remaining 11 had psychotic symptoms at follow-up 
while 5 had affective symptoms. The findings in the 
two groups are shown in Table I. 

Again the numbers are really too small for statistical 
analysis but it is clear that age and past psychiatric 
history and initial PSE classification have no obvious 
relationship with clinical outcome, Although social 
class appears to be associated with persistent schizo- 
phrenic symptoms it is likely that the three patients in 
social class V are so placed because of their schizo- 
phrenic symptoms rather than vice versa as they had 





350 A FOLLOW-UP STUDY OF SEVERE PUERPERAL PSYCHIATRIC ILLNESS 


TABLE IH 
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Weeks between 
PSE classification | Previous psychiatric confinement Age Social Initial PSE Initial ICD 
at follow-up history and follow-up in years class classification classification 
Schizophrenia —— 2xnil 103.38D 67.2 26.6 - 5.8 2x3 2x NS -+ catatonic schizo- 
psychosis | x uncertain | x4 | x DS4J phrenic 
(6 cases) | x neurotic 3x5 |] x DP -+ | residual schizo- 
| xschiz. episode Ix DP/AP? phrenic 
post abortion 1 « NS/DS-MN schizoaffective 
] x multiple schiz. 3 paranoid schizo- 
episodes puerperal phrenic 
and non-puerperal 
Affective 2x nil 147.4SD 103.99 28.64+3.78 2x2 2x NSA | x mixed affective 
(5 cases) | x neurotic 3x3 1 x DS- psychosis 
| x affective | x NSPD | x acute schiz. 
(non-puerperal) | x UP?/PD episode 


1 x schizoaffective 
(puerperal) 


| x schizoaffective 

1 x M/D depressed 

| x paranoid 
schizophrenic 
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Key to the PSE classification used in Tables l and II: 
NS nuclear schizophrenia XN 
DS schizophrenia without first rank symptoms NO 


residual neurosis 
no abnormality 


DP paranoid psychosis NSPD nuclear schizophrenia combined with psychotic de- 
AP affective psychosis pression—nuclear schizophrenia predominant 

UP possible borderline psychosis DP/AP paranoid psychosis combined with affective psychosis-— 
MN mania paranoid psychosis predominant 

HM hypomania UP?/PD possible borderline psychosis combined with psychotic 
PD  psychotic depression depression— possible borderline psychosis predomin- 
ND © neurotic depression ant 

SD simple depression NS/PDMN nuclear schizophrenia combined with psychotic de- 


AN anxiety neurosis 
ON obsessional neurosis 


drifted down the social scale probably as a result of 
their condition (Goldberg and Morrison, 1963) their 
fathers being in social classes H and HI. Less time 
had elapsed between confinement and follow-up in 
those with schizophrenic symptoms and this may be 
relevant. The initial ICD classification suggests a 
relationship between an affective component in the 
index iliness and affective rather than schizophrenic 
symptoms at follow-up but this is not clear cut. 

The progress at follow-up of the children of these 
women was as follows. Many of the problems regard- 
ing the children arose here. Both of the dead babies 
were from this group. Although one death was from 
congenital heart disease the second death was clearly 
related to the mother’s disturbed mental state. This 
patient had paranoid schizophrenia and although 
much worse following confinement had been unwell 
during the pregnancy, refused medical attention and 
insisted upon a home delivery. Her twin pregnancy 
was undiagnosed and the death of the second twin was 


pression and  mania--nuclear schizophrenia pre- 


dominant 


considered to be due to the circumstances of the birth. 
The surviving twin became ill because of the mother's 
belief that food was poisoned. The other baby whose 
health was impaired by neglect was the child of a 
woman with persisting psychotic symptoms and 
multiple previous schizophrenic episodes whose 
behaviour was so disorganized that she could not give 
her child adequate care. As a result of this he had to 
be admitted to hospital on several occasions because 
of failure to thrive, and gastroenteritis. Both of these 
women had past histories which suggested that 
these difficulties might be going to occur and they 
received very close supervision. This did not prevent 
the children from becoming ill but it meant that they 
received prompt treatment. 

Three of the children suffering deliberate injury 
came from this group. One woman, while an in- 
patient, put a polythene bag over her baby's head and 
attempted to strangle her manually. She was a 
primigravida with no past history and was categorized 
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NS on PSE and paranoid schizophrenia on ICD. Her 
illness was very similar to that of a number of other 
women in this group, apart from the fact that she 
later killed herself. A second woman, while in a day 


nursery with her child was with difficulty restrained 
from stabbing the baby with a vegetable knife. She. 


was categorized as NS/DS--MWN on PSE and paranoid 
schizophrenia on ICD. She had had a previous schizo- 
phrenic illness following a termination of pregnancy 
(vide infra) and during this had burned the genitals 
of her one year old daughter with a lighted cigarette. 
The possibility of an injury was therefore anticipated 
and it was for this reason that she was attending the 
day nursery where the incident took place. A third 
woman, a primigravida with no previous history, 
categorized by PSE as UP?/PD -+ and given an ICD 
diagnosis of manic depressive psychosis depressed, 
threw her child on the floor. Later there were two 
further injuries which were said to. be accidental. 
Seven of the children who were not cared for by their 
mothers were in this group. In 2 cases the mothers 
were dead. The child who had had repeated hospitaliz- 
ations for gastroenteritis and failure to thrive resulting 
from his mother's neglect, and the two children of 
living women described above who had tried to injure 
them, were in the care of the local authority. The two 
remaining children not cared for by their mothers 
were looked after by their grandparents. This was not 
a short-term arrangement to cover the mother's 
absence while in hospital. At the time of follow-up the 
babies were 56 and 72 weeks old. Both mothers had 
become. ill shortly after confinement and had been 
inpatients much of the time thereafter. Both were 
primigravidae initially admitted to other hospitals 
and transferred to our care after some months. Their 
inability to cope with their. children was a constant 
feature which persists in both of them at the time of 
writing six months after completion of the follow-up, 
so that one patient has given up her own home and 
has gone with her husband and child to live at her 
mother's house so that her mother can help with the 
child. The other patient remains in hospital, Persistent 
attempts to re-unite her with her child have failed. 
Neither woman had any previous psychotic history. 
One was categorized as NS-- (PSE) and paranoid 
schizophrenia (ICD) and the other as DP/AP? (PSE) 
and catatonic schizophrenia (ICD). Six of the incidents 
of maternal self injury which did not end in death 
occurred in this group. 

Thus an initial diagnosis of schizophrenia was 
associated with a poor outcome in all of the terms 
considered. At follow-up only 1 of 17 women who had 
a schizophrenic illness with no clear organic basis was 
herself alive with a live baby that she had never 
harmed, no social impairment and no schizophrenic 


features. In this small sample it was not possible to 


determine factors which predisposed to the various 


serious difficulties with which this diagnostic category 
was associated. 

(b) A fective mE 
There were 22 episodes of illness in 21 women. 
Complete follow-up was conducted in all cases. A 


good social outcome was found in 15 cases and a poor 
- social outcome in 6, All of those with a poor outcome 


had depressive illness (5 PD and 1 SD on PSE; 
4 manic/depressive (depressed) and 2 depressive 
neurosis on ICD). There were no clinical features 
which distinguished the illnesses of these women from 
those with a good social outcome. They tended to be 
slightly older than the sample as a whole (mean age 
32.3: 4.6 years), 1 was from social class I, 4 from 
social class I and 1 from social class V. Although the 
mean length of time between confinement and 
follow-up was the same in those with a good outcome, 
this is due to the fact that two patients with poor 
social function became ill in the earliest year con- 
sidered.-In fact three of the patients in this group 
were followed up within 28 weeks of confinement and 
it is clearly likely that improvement would still be 
going to take place. On the other hand the remaining 
three ladies continued to be socially impaired years 
after their puerperal affective illness. Two of them 
were, however, asymptomatic on PSE at follow-up. 

Although affective and neurotic symptoms were 
common at follow-up (Table D) in the majority of 
instances these did not affect the patients' social 
functioning. The progress at follow-up of the children 
of the patients in this group was as follows: All of the 
children of the women with affective illness were alive, 
well and living with their mothers at follow-up, 
although two of the cases of non-accidental injury 
occurred in this group. One woman (a) put her baby 
in a polythene bag (b) laid him in the snow and 
(c) removed his clothes and put him beside an open 
window on a winter’s night. The child survived 
although attempt. (a) caused him to be admitted to 
hospital with respiratory difficulty which was 
erroneously attributed to virus infection. The second 
woman slapped her baby a number of times causing 
obvious bruises to the child's face. 

Three of the incidents of maternal self injury 
occurred in this group. Thus affective illness was 
associated with dangerous behaviour in 5 cases. One 
of the women who harmed herself did so in the light of 
self depreciatory delusions but the other women 
exhibiting dangerous behaviour showed no evidence 
of delusions and apart from this behaviour did not. 
appear to be any more severely ill than the others. The 
outcome in this group was clearly more successful than 
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that of the schizophrenic patients but continued 
impairment of function and serious risks to life were 
still found. ^. 


(c) Neurotic 


The small numbers in this group make evaluation 
difficult. All 4 patients were available for assessment. 
There were no apparent relationships between social 
or clinical outcome and any of the factors considered 
initially. One of the incidents of maternal self-harm 
occurred in this group but none of the incidents of 
injury to the children. 


(d) Other 


One of these women was admitted for re- 
stabilization on lithium following confinement because 
of a history of repeated severe episodes of affective 
illness. Although she was an inpatient for 10 days she 
never became ill and at follow-up was socially 
unimpaired and felt well although classified as HM 
on PSE. The second woman denied all symptoms and 
thus also showed no abnormality on PSE. She was 
referred by the social services because of her aggressive 
behaviour towards her child. She repeatedly struck 
her child and threw him into his cot causing substantial 
bruising. This was her main abnormality and the 
diagnosis of explosive personality disorder was 
made. At follow-up her aggressive and unpredictable 
behaviour towards her son persisted and he had been 
taken into the care of the social services. 


Cases which followed termination of pregnancy 


There were three such cases. Two illnesses were 
schizophrenic (NS -- and DS-+-) and the other manic. 
The manic illness developed less than one week 
following termination in a lady who had had manic 
illnesses following each of her three previous con- 
finements. She recovered satisfactorily and at follow- 
up was clinically well and socially unimpaired. One 
patient was admitted six weeks after termination of 
pregnancy with an acute first schizophrenic illness. At 
follow-up this patient had no schizophrenic features 
but was markedly socially impaired and was unable to 
look after her three year old child who was being 
cared for by social services. The first evidence of 
psychiatric disturbance in the third patient was an 
incident in which she burned her daughter with a 
cigarette. This took place six weeks after a termination 
of pregnancy and some weeks later it became evident 
that this patient had florid schizophrenic features. 
She made a reasonable recovery from this illness but 
soon became pregnant again and within two weeks of 
confinement developed: acute schizophrenic features 
once more. This iness has been described above. 


Discussion mi 

The findings of this study indicate that puerperal 
psychiatric illness may be very serious and is often 
associated with lasting impairment of function. This 
gloomy picture is not entirely consistent with the 
findings of others. Protheroe (1969) found d good 
outcome in 74 per cent of cases but was able to 
interview only 63 per cent of the sample. In the 
present study 98 per cent of the patients were traced 
and 87 per cent were interviewed by the authors 
themselves. There was a discrepancy between the 
patient's own view of her condition and that of the 
authors in that some patients who had florid psychotic 
symptoms and others who showed evidence of social 
impairment regarded themselves as being well. It may 
be that such a discrepancy underlies the difference 
between the present findings and those where some of 
the follow-up assessments are made by questionnaire, 
such as that of Martin (1958). 

The length of the follow-up in the present study is 
variable and is very much less than that of Protheroe's 
(1969) study. It is likely that more of the patients will 
recover in time, as follow-up took place within less 
than one vear of the confinement in seven cases and 
the mean duration of the iliness even in those patients 
did recover was longer than this. Furthermore it is 
known that the psychiatric morbidity among women 
with pre-school children is higher than that of other 
age groups (Brown et al, 1975; Richman, 1976) and on 
commonsense grounds it would be reasonable to 
expect that some of the patients would show a higher 
standard of social functioning if their children were 
older and their domestic responsibilities less. 

Nevertheless, the outcome in both social and 
clinical terms was far from satisfactory in many cases. 
It would appear that few of the factors that we 
considered can be used to predict outcome. With 
regard to outcome in social and clinical terms the 
main predictor of a poor outcome was a schizophrenic 
diagnosis of the presenting illness. It has been argued 
(Brockington et a/, 1978) that puerperal psychosis is 
an entity separate from either manic depressive or 
schizophrenic psychoses in that it shows a mixture of 
psychotic features, and has a rather more benign 
outcome than schizophrenia. The present findings 
cannot be used to examine the question of frequency of 
a mixed schizophrenic and affective picture in puer- 
peral cases as the application of the catego program to 
the results of the Present State Examination means that 
the presence of schizophrenic symptoms will over-ride 
other clinical features and a schizophrenic diagnosis 
will be given (Wing er al, 1974). A poor outcome was 
one of the defining features which Kraepelin (1919) 
used when he described the syndrome which later 
came to be known as schizophrenia. This poor out- 
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come has continued to be used as a validating criterion - 


for the diagnosis (Kendell et al, 1979). 


sample that childbirth is a 


certain subjects, as the temporal relationship between 
confinement and the onset of symptoms in many of 
the patients is very close. Follow-up studies of 
schizophrenia do not always indicate as poor a 
prognosis as we found for the schizophrenic patients in 
this study (Hawk et.al, 1975; Strauss and Carpenter, 
1977; WHO, 1979) and the question that childbirth 
may be associated with a particularly malignant form 
of the disorder has to be considered. 

Because of variability in inclusion criteria, methods 
used etc it is not always possible to compare outcome 
studies but the instruments used in an earlier study of 
the outcome of schizophrenia after one year conducted 
in this department (Johnstone et al, 1979) were very 
similar. In this study of 35 patients (19 men; 16 
women) 15 had a good and 21 a poor social outcome. 
There were 8 women in each group and 6 of the 8 
women with a good social outcome showed no or 
minimal clinical abnormality. In comparison there- 
fore, the puerperal women in the present study did 
badly. While this could imply that puerperal schizo- 
phrenia is more severe than non-puerperal, an 
alternative explanation is possible as outcome 
particularly in social terms must depend upon the 
standard of function required, and this is not the same 
in puerperal and non-puerperal women. None of the 
women in the good outcome group in the earlier study 
had young children and some of them led rather 
protected lives. There is no means of knowing how 
well they would have functioned in more stressful 
circumstances: 

Many of the patients had neurotic and sieeve 
symptoms at follow-up. Such symptoms are common 
in the general population (Goldberg et al, 1976) and 
they are especially common in young women with 
small children (Brown et al, 1975; Richman, 1976). 
Apart from the schizophrenic patients mentioned 
above we have no control group of non-puerperal 
cases and it is difficult to assess the significance of this 
finding but it may certainly be said that it is unusual 
for patients who have had a serious puerperal psych- 
iatric illness within the last 1-6 years to become 
asymptomatic. 

It has previous!y been shown that serious psychiatric 
illness following termination of pregnancy is un- 
common (Pare and Raven, 1970; Brewer, 1978) but in 
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. the three cases described here the psychiatric distur- 
. bances following termination were certainly severe. 
The significant association between poor outcome ` 1 
and a schizophrenic diagnosis at the time of the index ` 
episode would tend to support the idea that such. ^: 
illnesses even although they arise at this time are. 
schizophrenic. If this is accepted it appears from this: 
very potent predisposing ae 
factor for the development of schizophrenic illness in. 


^ ‘While it is not impossible that the terminations and 


S choses. were unrelated the temporal relation- 








s between the two were close. Moreover, two of 
women suffered similar psychotic illnesses follow- 
uccessful | pregnancies, thus illustrating the 
association between puerperal psychosis and post- 


abortion psychosis referred to by Sim (1963). 
> The. findings of this study show that puerperal 


psychiatric illness requiring ongoing care is not rare. 
These disorders were often severe in that many showed 
very florid psychotic features and in general, despite 
continued treatment, were of relatively long duration. 
Social impairment was common and in about 20 per 
cent of cases the mothers were unable to care for their 
children because of- psychiatric illness. The disorders 
were associated with incidents of self harm, of injury 
to the children arid with death of both mothers and 
children. Thus it must be concluded that in some cases 
of puerperal psychiatric iliness the prognosis, however 
it is assessed, will be very poor. 
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Mania Associated w 








P. R. JOYCE, J. R. M. ROGERS and E. D. ANDERSON 


Summary : 


This paper describes a patient who has had two episodes of mania, 


both of which occurred immediately after weaning. Although no recent reference 
to weaning as an aetiological factor in psychiatric disturbances could be found, 
itis suggested that weaning was an aetiological factor in this case. 


Psychiatric disorders have long been associated 
with childbirth, although whether there exist specific 
postpartum disorders has been debated. The Inter- 
national Classification of Diseases (ICD-9) does not 
recognize specific postpartum psychoses, although 
recent work challenges this noselogy. Hays (1978) 
has provided evidence that schizophrenic illnesses 
directly after childbirth are a separate disease entity. 
Kadrmas et al (1979) found that patients with post- 
partum mania differ from other patients with bipolar 
affective disorder in that the postpartum manic 
patients are more likely to have Schneiderian symp- 
toms, are less likely to have a family history of 
affective disorder and have fewer recurrences of 
illness. There has also been an increasing recognition 
that mania is a heterogeneous entity and may arise 
secondary to physical illness or drugs (Krauthammer 
and Klerman, 1978). 

Weaning as a life event has not attracted psychiatric 
interest. A MEDLARS search of the literature back 
to 1966 failed to find a single reference which related 
the onset of a psychotic disorder to weaning. We 
present the case of a woman who has had two manic 
episodes, each occurring immediately after weaning. 


Case History 

Mrs J. a 33-year-old woman, was admitted to a 
psychiatric ward in December 1980. Over the past four 
to five weeks she had been sleeping less and had shown 
an increase in activity and talkativeness; the symptoms 
had increased markedly over the past few days despite 
treatment with thioridazine 400 mg and haloperidol 
10 mg daily. Her symptoms had started within one 
week of weaning her second daughter when she was 
six months of age. On admission she denied that 
anything was wrong and suggested it was her husband 
who needed to be in hospital. She was restless and 
unable to concentrate, there was pressure of speech 
and marked flight of ideas. Mania was diagnosed and 
treatment with haloperidol 20 mg qid, benztropine 
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2 mg bd and triazolam 0.25 mg at night was 
commenced. She was physically well and had. a normal 
blood screen, routine biochemistry (SMAC-20) and 
thyroid function tests. | | 

In hospital her mood remained. elated but labile, 
she was very restless and slept poorly. She continued... 
to have flight of ideas and pressured speech. There - 
was no evidence of Schneiderian first rank symptoms 
but at times she appeared very perplexed. She gradu- 
ally settled over a period of two weeks and was 
discharged after three weeks, at which time both she 
and her husband felt she was back to normal. She 
was discharged on haloperidol 10 mg twice daily and 
benztropine 2 mg daily. This was slowly reduced over 
six weeks at which time she was well and receiving no 
drugs. 

Two years previously she had had a similar manic 
episode which had lasted for approximately six weeks 
and had been treated at home by the family doctor 
with chlorpromazine and thioridazine. This episode 
had occurred immediately after weaning her first 
daughter when she was twelve months of age. Follow- 
ing this first manic episode it appears that she had a 
mild to moderate depressive episode with low self- 
esteem, poor concentration, poor appetite and 
disturbed sleep, which lasted for four to five months. 
During this period she received no psychiatric 
assistance and no psychotropic medication. 

She denied any other history of depression or mania, 
including during either. immediate post partum 
period. Her husband confirmed that she had not had 
any other noticeable mood disturbances, and had 
appeared normal on both occasions when breast 
feeding. — 

She grew up as the eldest of three children in a 
happy family. She did well at school, both socially and. 
academically. After leaving school she held various - 
jobs including that of a production assistant for a — 
television company. She met her future husband when. 
she was 20 and they married when she was 25. The 
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marital relationship is good and, when well, she 
enjoys being a mother. 

There was no definite family history of psychiatric 
disorder but her father died when the patient was 20 
in a 'shooting accident', which was probably suicide, 
which raises the possibility that he suffered from an 
affective disorder. The patient described her father as 
very much like herself, namely, energetic, dynamic, 
happy, at times impulsive, but not prone to mood 
swings. 


Discussion 

While childbirth is an aetiological factor in psych- 
iatric disorder (Kendell, 1978), weaning, at least in 
recent years, does not appear to have been implicated. 
However, this patient has had two manic episodes 
immediately. after weaning, which suggested an 
association, especially as she has had no manic 
episodes unrelated to weaning. 

When the first child was weaned it was the child 
rather than the mother who appeared to initiate the 
weaning, although the patient's milk supply was 
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drying up. However, the patient felt happy about 
weaning and had no regrets. The nature of the 
association between weaning and mania in this 
patient must remain speculative, and whether weaning 
is more commonly associated with psychiatric distur- 
bance or whether the association was idiosyncratic for 
this patient remains uncertain. 
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Comments 





HAVE MULTIVARIATE STATISTICS 
CONTRIBUTED TO CLASSIFICATION? 


In the last twenty years many workers have applied 
multivariate statistical techniques to problems of 
classification in psychiatry. To what extent have the 
techniques resolved the problems? This personal view 
will attempt to appraise the current situation. 

Psychiatric classification is an offshoot of medical 
classification. [In medicine disorders are definable at 
two levels: (i) the syndrome, or constellation of symp- 
toms with a common core pathophysiology, e.g. the 
malabsorption syndrome, bronchopneumonia, heart 
failure; (ii) the disease, with a single predominant 
cause (there may be other predisposing and contri- 
buting factors). There may be one syndrome asso- 
ciated with a disease, or several if different anatomical, 
biochemical, physiological loci are affected. These 
syndromes may be unique, or shared with other 
causes. 

In general medicine each disease is regarded as 
having specific well defined aetiology, pathology, 
clinical picture and treatment. Diseases are thought of 
as clear-cut entities, either present or absent, un- 
commonly multiple and rarely overlapping. The time- 
honoured way of isolating disorders has been first to 
separate off syndromes on the basis of clinical features, 
then to investigate pathological mechanisms and 
causes underlying them. The advantages of the diag- 
nostic system have been very great. Once a patient is 
correctly diagnosed, much more information can be 
applied to him from the general body of knowledge, 
regarding causation, outcome and treatment (Hempel, 
1961). 

In psychiatry the development of a satisfactory 
nosology based on these models has had only limited 
success (Kendell, 1975). Some have questioned 
whether the disease model is appropriate. It has been 
difficult to isolate clear-cut diseases with unified 
aetiology, pathology, clinical manifestations and treat- 
ment. There has been some success in delineating very 
broad categories such as schizophrenia and depression. 
Even here boundaries may be weak and mixed cases 
common. These disorders correspond more to syn- 
dromes, defined in symptom terms with multiple 
aetiologies, than to diseases. Finer diagnostic cate- 
gories such as sub-types of depression have emerged in 
an even less clear-cut way, and it may be difficult to 


aco 


spt the word of the clinician who claims to descry 





them, as reflecting anything more than his untempered 
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enthusiasm. 

o One way around this problem is to separate groups 
on the grounds of a single criterion which is clear-cut, 
and then to demonstrate other differences between 
them. The bipolar-unipolar dichotomy in depression is 
a good example of this. 

Suppose, however, there is no single clear-cut 
criterion. Perhaps no single criterion exists; multi- 
factorial aetiology is common in psychiatry, even in 
the single case. Perhaps there is an underlying bio- 
chemical, physiological or psychological distinction 
which we have not yet discovered, but which is only 
weakly related to the symptoms and other superficial 
features accessible to us. 

Here the psychiatrist may turn, as desperate men 
will, to statistics, and particularly to multivariate 
techniques. Multivariate methods use several variables 
simultaneously. By their nature they do not assign a 
priori weight to any special variable. This is the very 
antithesis of defining a classification by a single key 
concept. It can be very annoying to those who like 
their knowledge to be clear-cut. On the other hand it 
provides tools. which can be subtle and flexible, 
provided that any interpretations are made with 
caution. 

The profusion of papers using these techniques, 
their complexity, impressive statistical plumage, and 
the vigorous scholastic debate between proponents of 
different schools, have understandably put off many 
psychiatrists. There is a risk that the two schools of 
psychiatry, statistical and clinical, may fall totally out 
of communication. In fact, although the statistical 
techniques are complex, the principles behind what 
they are trying to do are fairly simple. 


The techniques 


There are three main multivariate techniques which. 
have been used in psychiatry: factor analysis, cluster 
analysis and discriminant analysis. Their use has also 
been discussed by Kendell (1975) and Garside and 
Roth (1978). Each has a different aim corresponding 
roughly to a different level in the classificatory debate. 
As in the clinical method, the aim is first to group 
symptoms into syndromes, and then to group indi- 
viduals with syndromes into diagnostic categories. — - 

Factor analytic techniques, including principal 
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component analysis, are essentially dimensional. They 
examine relationships between variables, usually from 
a matrix of inter-correlations, and simplify them to a 
smaller number of hypothetical dimensions, which can 
be supposed to summarize the main axes of actual 
variation in the data. Each dimension is a continuous 
measure, like height. In most techniques the dimen- 
sions are orthogonal (i.e. at right angles), so that 
variation along one is independent of variation along 
the others. 

The dimensional nature of factor analysis makes it 
particularly suitable for simplifying rating instruments 
into smaller sets of multi-item measures, or dealing 
with dimensional concepts such as intelligence, 
through which it first appeared in psychology. It is 
also suitable for measuring the disturbances which go 
to make up syndromes: the emergence of a factor 
suggests that the features in it relate together and this 
can be difficult to absorb on simply inspecting a 
complex matrix of inter-correlations, without simpli- 
fication. 

A rudimentary form of factor analysis was the first 
multivariate technique applied to psychiatric classi- 
fication when Moore (1930) sought syndromes among 
data on symptoms, history and psychological tests. 
Wittenborn e? al (1953) derived nine dimensions in 
psychotic iliness. The first factor analytic study on 
depressive classification was by Hamilton (Hamilton, 
1960; Hamilton and White, 1959). 

Because factor analysis produces dimensions it is 
not ideally suited to the usual question in psychiatric 
classification—whether individuals characterized on 
symptoms and. other features at a time of disorder 
form separate groups corresponding to different 
diagnoses. Since factors are continuous dimensions 
and orthogonal, to say that an individual scores high 
on a specific factor says nothing as to his scores on 
other factors, a situation very different to membership 
of-one of a set of mutually exclusive groups. This is the 
usual conception of diagnosis, and although it has 
been argued that psychiatric disorders may be dimen- 
sional (Kendell, 1968), it is not in practice easy for 
clinicians to think in such terms or to characterize the 
position of individuals simultaneously on four or more 
dimensions. Factor analysis is not really suitable for 
grouping individuals. A variant, employing q corre- 
lations (correlations between individuals on a set of 
measures) has sometimes been used for this purpose, 
but it too produces dimensions. 

dn recent years techniques of cluster analysis or 
numerical taxonomy have been derived specifically to 
form. groups of individuals. Confusingly the term 
cluster analysis, most commonly used to describe 
them, has sometimes also been used for modified 
correlational methods concerned with associations 


between variables, which are quite different in con- 
cept. 

There is a similar philosophy behind all of the 
techniques. The investigator will have measured on a 
set of variables the individuals he wishes to classify, 
Each technique contains some statistical criterion 
measuring similarity or separation between indi- 
viduals and/or groups, and a method of evaluating 
each individual and forming groups so as to maximize 
the criterion. Essentially this is asking the data to 
form their own classification. It is a circular kind of 
operation not really susceptible to formal testing of 
hypotheses or statistical significance. Like factor 
analysis it is more in the nature of an exploratory 
procedure. A traditional classification may be con- 
sidered to relieve support if it re-emerges from the 
analyses; a new one if it illuminates relationships and 
has clinical meaning. Validation of a new classi- 
fication will involve further studies, showing that it is 
replicable, and that further information can be 
generalized from it. 

Cluster analysis presents some additional problems 
(Everitt, 1972). It is statistically powerful and may 
produce chance findings. Interpretation of what the 
groups mean is subjective, but so is that of dimensions 
in factor analysis. Unlike factor analysis, it is rela- 
tively young, and a standard technique has yet to 
become established among the competing possibilities. 
Technique matters and different techniques may 
produce different results (Strauss et al, 1973). This is 
because the number of possible groupings of say 200 
individuals measured on ten variables is immense, so 
all techniques employ some kind of statistical or 
computational shortcut. 

Cluster analysis came into psychiatry comparatively 
recently in the late 1960s, in studies of borderline 
states (Grinker et al, 1968), depression (Paykel, 1971; 
Pilowsky et al, 1969), and psychoses (Lorr, 1966). 

A third technique is discriminant analysis. Here the 
groups must already be decided. Their characteristics 
are then measured on certain variables. Discriminant 
analysis will produce a discriminant function (more 
than one, if there are more than two groups) which 
gives the linear combination of weighted variables 
which will. produce the best separation between the 
groups. This corresponds to another question: given 
that we have decided on groups, how well are they 
separated? Are borderline cases rare, in which case an 
index spanning two groups will show bimodal dis- 
tribution, with an area of rarity in between, or are they 
common, in which case a distribution will be uni- 
modal, with frequent occurrence of intermediate 
cases. Any single variable or ad hoc combination of 
variables can be used for this purpose. Discriminant 
functions may not provide the ideal tool, because the 
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analysis is very powerful and can maximize chance - 


findings to produce good separation. There are 


statistical tests for the significance of separation and of © 


non-normal distribution, but not of bimodality. 
Findings of bimodality on discriminant function 
analysis really need replication using the same score in 
a new sample. This has rarely been attempted and 
even more rarely been achieved. Discriminant function 


analysis is a relatively old and well established 


technique: it was introduced into psychiatry by Rao 
and Slater (1949) and into the debate about depression 
in the form of a related technique, multiple regression 
analysis by Carney et al (1975). 


The studies : | 


Many of the studies are well known and I will 
concentrate on the more recent ones. The area most 
studied has been depression. Among the many factor 
analytic studies the majority have found one or more 
factors corresponding to psychotic (endogenous) and 
neurotic (reactive) depression (Mendels and Cochrane, 
1968). Studies using discriminant functions and other 
scores to examine bimodality of distributions have 
been more equivocal. The Newcastle group and its 
offshoots have found bimodality; others have not 
(Carney et al, 1965; Garside et al 1971 ; Andrews et al, 
1973; Kendell, 1968; Kendell and Gourlay, 1970; 
Kendell and Post, 1973; Paykel et al, 1971; Rosen- 
thal, 1967; Ni Brolchain et al, 1979). 

Cluster analytic studies are fewer but growing. 
Pilowsky et al (1969) using self-report data from a 
mixed patient sample, obtained groups of endogenous 
depressives, mixed depressives and non-depressives. 
Paykel (1971) obtained four groups of depressives: 
psychotic depressives, anxious depressives, hostile 
depressives, young depressives with personality dis- 
order. Overall et al (1966) using between-person factor 
analysis obtained three groups, retarded, anxious and 
hostile depressives. Raskin and Crook (1976) using a 
similar technique obtained four groups identified as 
endogenous, neurotic, agitated and young poor pre- 
morbid personality. Demel et al (1973) briefly des- 
cribed an analysis which produced three types of de- 
pression: endogenous, neurotic, and mildly ill. Byrne 
(1978), using self-report data, found four clusters: 
severe endogenous depressives, less severe endogenous 
depressives, involutional melancholics, patients with 
depression as symptom rather than syndrome. 
Andreasen et al (1980) obtained three groups inter- 
preted as endogenous, neurotic and mild. The most 
striking feature is the consistent emergence of a group 
of endogenous or psychotic depressives, usually 
severely ill. The second feature is the general failure of 
non-endogenous depression to emerge as à single 
group rather than in several groups. There is also clear 


overlap in some of the additional groups which have 


emerged in different studies. 
The discrimination between depression and anxiety 


has provided the second area for multivariate studies. 


The best known are the Newcastle Studies (Roth et al, 


4972; Gurney et al, 1972). Anxiety and depressive 
symptoms loaded at opposite poles of a bipolar 
. factor. Scores on this factor were not bimodally dis- 


tributed but scores on a discriminant function were. A 
newer study with similar findings is reported by Roth 
and Mountjoy: (in press). Mendels et al (1972) found 
self-rating scales for depression and anxiety correlated 
highly and separate factors did not emerge. Prusoff 
and Klerman (1974) found significant separation on a 
discriminant function but did not examine for bi- 
modality of distribution. 

The boundary between schizophrenia and affective 
disorders has been examined in two studies. Kendell 
and Gourlay (1970) failed to obtain bimodal dis- 
tribution on a discriminant function based on history 
and mental state. Brockington et al (1979) did find 
bimodality ona similar score in a general psychotic 
sample but not when the score was applied to a 
schizoaffective sample, a rather stringent test. 

Schizophrenia itself has received less study by these 
means, an exception being a series of studies by Lorr 
and colleagues (Lorr, 1966). Carpenter ef al (1976), 
using data from. the International Pilot Study of 
schizophrenia found. traditional schizophrenia sub- 
types to be poorly separable. A cluster analysis pro- 
duced strongly differentiated groups. 

A number of studies have sought to classify suicide 
attempters, Bagley (1973) interpreted two factor 
analytic dimensions as indicating medically serious 
attempts associated with old age and depression; and 
attempts associated with anti-social personality and 
alcoholism in younger males. Fahy et a/ (1970) inter- 
preted five factors. Katschnig and Sint (1974) derived 
by cluster analysis seven groups which coalesced into a 
large group of female overdosers with conflict motives 
and a smaller group of older retired persons with un- 
happiness. motives, Kiev (1976) described seven 
groups. Henderson et al (1977) described a depressed 
alienated group with high risk to life; a group with low 
depression, low risk to life and operant motivation; 
and a non-specific group. In a later study (Henderson 
and Lance, 1979) three additional groups were identi- 
fied: repeaters, wrist cutters, and an operant non- 
alienated group. Paykel and Rassaby (1978) found 
three groups: overdosers with less risk to life and inter- 
personal motivation; patients using violent methods, 
with more risk to life and self destrictive motivation; 
and repeaters. None of these systems has become. well 
established, but there is general recognition of the 
contrast between overdosers, making mild attempts 
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with interpersonal motivation, and the more self- 
destructive attempts of the severe depressive. 

There have been many other factor analytic studies 
of different syndromes. Some have really been con- 
cerned with data condensation in rating scales, rather 
than classification, In the cluster analytic field the 
earliest psychiatric study to use a true cluster analytic 
technique, rather than between-person factor analysis, 
appears to have been of the borderline syndrome 
(Grinker et al, 1968). 

A small number of studies have examined a range of 
patients by cluster analysis, in an attempt to validate 
traditional psychiatric diagnostic categories. Everitt ef 
al (1971) used two different cluster analytic techniques 
in two psychiatric samples. All four analyses produced 
clusters identifiable with mania, psychotic depression, 
acute paranoid schizophrenia and chronic schizo- 
phrenia. Patients with depressive and other neuroses, 
personality disorders or alcoholism did not form 
clusters. Strauss et al (1973) applied several different 
methods to a predominantly schizophrenic sample. 
They obtained significant overlap with ICD diagnoses, 
but it was not very high. Williams et a/ (1976) studied a 
mixed sample of patients and obtained four groups 
which were not very easily interpretable. 


The contribution 


What is the contribution of these studies and the 
techniques which they have adopted? Clearly it is 
mixed and partial rather than definitive, 

A very great contribution was to lift the debate on 
the classification of depression from personal bias and 
polemic, to empirical research. The reader who doubts 
this might compare papers from the great debates on 
depression in the 1920s and 30s with the research 
reports of the 1960s and 705. 

Secondly, the factor analytic studies in depression 
demonstrated convincingly that a number of different 
variables were indeed associated in such a way as to 
contrast endogenous and neurotic depression. Factor 
analysis has been less productive outside this realm 
but has contributed to the distinction between anxiety 
and depression. lt has also been of great use as a 
method of condensing data from rating scales. 

The contribution of cluster analvsis has so far been 
less definitive than might have been hoped. A major 
contribution was moving the field of depression from a 
two group view, the only one that factor analysis 
could handle adequately, to the possibility of multiple 
sub-groups. The final verdict is not yet in on cluster 
analysis, or on the best method. It is noteworthy that 
the number of papers using it has slowly increased, as 
factor analytic papers have much fallen off. 

Perhaps the least contribution has been from 
discriminant function analysis. The technique is so 


powerful statistically that the results do not always 
seem plausible and are hard to replicate. It may be 
that the question asked, as to whether there is bi- 
modality of distribution and clear separation is not a 
very useful one. It is the manifest absence of clear-cut 
distinctions and the frequency of borderline cases 
which in the first place necessitated recourse to multi- 
variate statistics. Until we get some other more funda- 
mental measure of underlying pathology, biochemical, 
functional or structural, there is a case for abandoning 
the debate, accepting that the syndromal distinctions 
are not very precise, but form a useful framework. At 
best there are boundary zones of relative infrequency. 
One thing that the techniques have not done is to 
firmly establish entirely new disorders. Suspected sub- 
groups have emerged more clearly as a result of these 
analyses. Less suspected groups have been given some 
impetus towards crystallization, but have not yet 
reached the official classificatory schemata. The great 
syndromes in psychiatry were identified by pene- 
trating clinical observers, not applied statisticians. 
There may yet be more symptomatic syndromes 
awaiting discovery, where the retentive observer's eye 
is likely to be more illuminating than the blanket 
statistical technique, which can easily miss infrequent 
exceptional individuals. However, most of the opport- 
unity for such insights is past. In the tidying up that 
remains, multivariate statistical techniques provide a 
useful set of adjunctive tools for empirical research. 
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DAY HOSPITALS: STATISTICAL RETURNS 


Dear SIR, 

Recently when analysing data from a census of 
psychiatric day-patients in South Glamorgan I looked 
at the official statistics on day-patients and found them 
rather confusing (DHSS, 1980; Welsh Office, 1981). 
The main problem is that the numbers of 'places 
allocated' at day hospitals in general bear little 
relationship to the numbers 'attending on the last full 
working day of the year' or to the average daily 
attendance calculated by dividing the total annual 
attendance by 250 (assuming a 5-day week and allow- 
ing 10 days for holidays). The figures for day places 
are suspiciously rounded and substantially larger than 
those for daily attendance, which on the face of it 
seems to suggest that day hospitals are much under- 
used, 

The problem probably lies with the ambiguous 
notion of a ‘day place’. The number of places a day 
hospital can offer during a week will of course vary 
according to the frequency with which patients 
attend, e.g. for a unit offering a maximum of 20 places 
a day it could vary from 20, if each patient attended on 
all 5 days of a working week to 100, if each attended 
only once, and the official statistics are probably 
meant to take account of this. At any rate they refer 
to places allocated on “the last full working day of the 
year" (presumably intended to be the same number as 
on any other day) i.e: to the daily allocation of places. 
Even so this may not be à very accurate notion in the 
minds of day hospital staff who have to make the 
returns. For example, the Tegfan Day Hospital in 
Cardiff was built to take 200 patients and does take 
200-230 a week, However, since the frequency of 
patients' daily attendance varies so does the daily 
total vary and the daily average is somewhere around 


155: to take a maximum of 200 a day would be well 


beyond our resources. The statistic we have in fact 
returned to the Welsh Office for the last working day 
of 1979 is 200 and in this we are doubtless at fault; in 
mitigation we would say that only a notional figure 
could have been given, while admitting that a figure 
around 150 would have been less erroneous. Judging 
from published statistics, determining what is meant 
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by ‘places allocated’ has been a problem to other 
hospitals as well, and it may be that the average daily 
attendance would be a better estimate of the daily 
number of places actually available. 

In addition I wonder whether the choice of ‘the last 
full working day of the year’ is a good one. Day 
attendances around Christmas and the New Year are 
probably not as good as at other times. The figures for 
most regions for the last day are in fact substantially 
less than those for the average daily attendance for the 
whole year. | 
I. G. PRYCE 
Whitchurch H ospitat; 

Whitchurch, | 
Cardiff CF4 7 XB 
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ABNORMAL INVOLUNTARY MOVEMENTS 
IN THE ELDERLY 


DEAR SIR, 

Following an earlier pilot study in elderly patients in 
a mental handicap hospital (Bicknell and Blowers, 
1980), we have recently carried out a prevalence study 
of abnormal involuntary movements in 12 local 
authority residential homes for the elderly. A total of 
500 subjects, 138 males and 362 females were in- 
cluded in the study. They were rated individually for 
abnormal movements using a modification of the 
AIMS examination (NIMH, 1975). | 

Abnormal involuntary movements were observed in 
179 (35.8 per cent) of the 500 subjects. These move- 
ments were mostly mild in severity, but orofacial 
involvement was present in 140 (28 per cent). 

In the 122 (24.4 per cent) subjects who had re- 


ceived antipsychotic drugs for a minimum period of 


three months, abnormal involuntary movements were 
present in 59 (48.4 per cent), and in the 378 (75.6 per 
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cent) subjects who had no recorded history of anti- 
psychotic medication, abnormal movements were 
present in 120 (31.7 per cent). The Chi square test 
(Kirkwood, 1981), indicated that the difference in 
prevalence of abnormal movements between subjects 
who had received antipsychotics and those who had 
never been exposed to these compounds, was stat- 
istically significant (P <0.001), thus confirming the 
association of dyskinetic movements with anti- 
psychotic medication. 

The presence of spontaneous dyskinesia in 120 
(31.7 per cent) of the 378 subjects who had never 
received antipsychotic medication confirms an earlier 
study in which 38 (18 per cent) of 211 residents who 
had never been treated with an antipsychotic drug 
showed dyskinetic movements (Bourgeois ef a/, 1980). 

The Task Force of the American Psychiatric Asso- 
ciation (1980) reporting on late neurological effects of 
antipsychotic drugs suggested that the ageing brain 
may have an increased likelihood of antipsychotic 
related dyskinesias, especially of the oral region, and 
also drew attention to the fact that in the elderly, 
studies had shown that the prevalence of spontaneous 
buccolinguomasticatory movement abnormalities, is 
close to that found in antipsychotic treated geriatric 
patients. 

Our own study has shown that in a group of elderly 
subjects, age range 59-102 years (mean 82.7 years) 
there is a considerable prevalence of spontaneous 
dyskinesias, and that antipsychotic drugs do seem to 
increase the risk of developing dyskinesias during old 
age. 

A. J. BLOWERS 
Department of Human Biology and Health, 
University of Surrey, Guildford, Surrey 


R. L. BORISON 
Medical College of Georgia, 
Atlanta, Georgia, USA 


C. M. BLOWERS 
Maudsley Hospital, London SES 


D. J. BICKNELL 
St George's Hospital, London SW17 
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HYPOALGESIA IN DEPRESSIVE ILLNESS 


DEAR Sir, 

In his comment on Ben-Tovim and Schwartz’s paper 
(Journal, January 1981, 138, 37-9) Professor Whitlock 
makes a didactic statement that “tricyclic and other 
types of antidepressant medication have pronounced 
analgesic properties” (Journal, May 1981, 138, 
437-8). Without qualification this statement could be 
quite misleading, as is evident from a careful look at 
the papers to which he makes reference. 

Ward and his colleagues (1979) describe a study in 
patients who were depressed and who were also found 
to have chronic pain complaints. Turkington (1980) 
studied patients with leg pain secondary to diabetic 
neuropathy who were all found to have ‘substantial 
degrees of depression’. In both studies treatment with 
tricyclic antidepressants produced improvement in 
both the pain symptoms and the depression. The 
obvious implication of these reports is that when 
chronic pain symptoms are associated with patho- 
logical depression, antidepressants are effective in 
relieving the pain at the same time as the depression. 
Indeed this is the conclusion reached by the authors: 
they do not suggest that antidepressants are ‘anal- 
gesic’. 

Antidepressants are now widely used in patients 
with chronic pain though it is not clear whether they 
have a specific therapeutic effect in such patients, or if 
they do, how they are working. When benefit is ob- 
tained there are three likely explanations: that it is 
purely secondary to their antidepressant activity; that 
it represents some sort of intrinsic ‘analgesic’ action as 
suggested by Whitlock; or that it is a reflection of their 
sedative effects whereby they modify the central 
perception of pain at the cortical level, or the psycho- 
logical reaction to painful stimuli (Hanks, 1981). 
There is insufficient evidence at present to be con- 
fident which pharmacodynamic effect is most im- 
portant, 

In animal pharmacological models neither the 
tricyclics (Spencer, 1976) nor the more recent drugs 
such as mianserin, nomifensine or trazodone, exhibit 
any analgesic effects. A difficulty here is that these 
models are only predictive for acute pain and are 
generally not sufficiently sensitive to identify non- 
narcotic analgesics. No-one has suggested that anti- 
depressants are effective in the treatment of acute pain, 
but their possible effects in chronic pain cannot be 
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investigated in animal models. In man the difficulties 
of extrapolating from experimental pain in the 
laboratory to chronic pain patients is succinctly put in 
the critique (Loeser, 1979) of an investigation of 
doxepin in acute pain (Chapman and Butler, 1978). It 
is therefore necessary to look at clinical data. 7 

In assessing reports of antidepressants in chronic 
pain it is clearly important to have information on the 
mood state of the patients because the presence of 
significant depression will influence the response of the 
pain symptoms to this treatment. It is partly because 
insufficient attention has been paid to the presence or 
absence of depression in patients with chronic pain 
that so many questions still surround the use of anti- 
depressant drugs in such patients. 

The report by Ben-Tovim and Schwartz illustrates 
very clearly that pain has both an affective and a 
cognitive component, and may be greatly influenced by 
the general level of emotional response. The hypo- 
algesia in their patients was to acute painful stimuli 
and one would be wary of speculating on the relevance 
of these findings to patients with chronic pain. Since 
acute and chronic pain are such different clinical 
entities these results are not necessarily incompatible 
with the common association of chronic pain and 
depression. 

G. W. HANKS 
The Churchill Hospital, 
Headington, 
Oxford O X3 7JL 
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OESTROGENS, DOPAMINE AND MOOD 


Dear Sir, 
The letter of Ms Skutsch (July 1981, 139, 80) has 
interestingly drawn attention to evidence from animal 


experiments that oestrogens interact with neural 
mechanisms that mediate the effects of dopamine. The 
reference she gives (Euvraard et al, 1980) documents 
such interactions, but does not support her contention 
that oestrogens act on dopaminergic neurones per se, 
or alter the turnover of dopamine. Moreover the 


example she gives—the rise in plasma prolactin caused 


by oestrogens—is thought not to be mediated by a 


reduction in output of dopamine but by changes in the 
lactotroph cells. Thus Piercy and Shin (1980) showed 
in the rat that while oestrogens can increase the capa- 
city of the pituitary to synthesise and secrete pro- 
lactin by a factor of ten, the relative role of dopamine 
is not changed. Also Dufy ert al (1979) showed that 
oestrogen causes a change in the electrical properties 
of prolactin-secreting cells, increasing the frequency of 
calcium-dependent action potentials, and perhaps also 
changes the receptors. The evidence from Euvraard et 
al is also that oestrogen affects the post-synaptic 
(cholinergic) cells in the striatum, and not dopamine 
turnover. Thus in both the striatum and the pituitary 
the recognized effects of oestrogen are on cells that are 
normally inhibited by dopamine. 

The increase in prolactin secretion caused by oestro- 
gen might be expected to increase rather than reduce 
dopamine turnover in the hypothalamus (Eikenburg 
et al, 1977). 

Finally, in a neurochemical hypothesis of mental 
illness might it not be more physiological to refer to 
activity in specified neurotransmitter-pathways rather 
than to levels of the putative transmitter? The avail- 
able evidence is compatible with the hypothesis that a 
dopaminergic pathway is overactive in mania (Silver- 
stone, 1979; Post et al, 1980). 

JOHN COOKSON 
Department of Psychological Medicine, 
St Bartholomew's Hospital, 
London EC] 
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CONSPICUOUS FIRESETTING IN 
CHILDREN | 
Dear Sir, 
In his article “Conspicuous Firesetting in Children’, 
(Journal, January 1981, 138, 26-9), Strachan defined 
firesetting as “an event in which any type of property, 


however small, was consumed by fire as a result of 


action by the child". By investigating the records of 79 
children referred to the East Edinburgh Hearing 
(similar to Juvenile Court in England and Wales) he 
has provided an important contribution to a meagre 
area of literature. His survey shows that in the age 
range studied the firesetting child who not only 
destroys property but also comes to the notice of the 
authorities is almost always a disturbed male with 
educational and generalized relationship difficulties 
from a disrupted, disturbed family (78 boys, 1 girl). 

Between 1961 and 1963 I carried out a survey of 105 
consecutive admissions to the Children's Burns Unit at 
Guys Hospital which is reported elsewhere in full 
(Benians, 1973) and in summary (Benians, 1974). My 
survey included details of eighteen firesetting children, 
fourteen. who injured themselves and four who in- 
jured their siblings, none of whom appeared before a 
court for firesetting. A very different picture emerged 
with regard to the sex of younger firesetting children, 
as the majority were girls (see Table). 

Details of the family backgrounds of the children in 
my survey showed similar disadvantages to those 
described by Strachan: a high proportion of one 
parent families, longstanding behaviour disorders, a 


normal distribution of intelligence i in the children and 
a wide variety of disorders in the parents. However six 
boys among the firesetting children in my survey were 
especially interesting. All bad sustained facial burns 
when they peered into the petrol tanks of abandoned 
cars into which they had just put lighted matches. Five 
of these boys had both parents in the home. Four had 
mothers with marked obsessional, phobic person- 
alities. Amongst all the mothers in my survey (103) six 
had this type of personality which reflects the usual 
incidence (Hare, 1965). It seemed to me that these 
mothers constantly spoke of danger to their families in 
such a way that the children were repeatedly attracted 
to experiment with dangerous situations, including 
firesetting. 











TABLE 
Years old © G iris Boys Total ini 
0-10 m T 3 10 
Over 10 ~ 8 8 
To ——— 7 mH è 1.4 





We need to know and consider how children learn 
about the appropriate use and dangers of fire in 
normal and disturbed families, 

R. C. BENIANS 
3 Brodrick Road, 
London SW17 7 DZ 
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Book Reviews 





Modern Legal Medicine, Psychiatry and Forensic 
Science. Edited by WILLIAM J, Curran, A. Louis 
McGarry and CHaRLEs S. Petry. Philadelphia: 
F. A. Davis. Pp 1310. $95.00. 


Book reviewers usually take longer than publishers 
would wish. Excuses are legion; mine on this occasion 
is the sheer weight and volume of this new text of 
forensic medicine and psychiatry and the fact that I 
wished to test in practice whether or not it would 
prove a valuable reference book. Any tome which 
weighs 61 Ibs and takes up 3" of shelf space is certainly 
a relatively immobile book of reference. It has five 
sections, an introductory one dealing with history and 
ethics, a long section on the medico-legal investi- 
gation of death; the third on special investigations 
includes chapters on rape, sexual homicide, deaths 
related to medical care, transplantations, and multiple 
deaths. Part IV is the section that will interest readers 
of this Journal most. It covers the training of forensic 
psychiatrists, the psychiatry related to prisoners, 
psychiatry and the civil law, the making of examin- 
ations and reports for courts, forensic psychology, the 
prediction of dangerousness, sexual offences, alco- 
holism and drug abuse, the courtroom and the jury. 
The fifth and final section is on crime labs, forensic 
dentistry, voice identification, toxicology and other 
branches of forensic science. 

It is difficult to discern any underlying theme to the 
whole enterprise apart from the fact that, in one way 
or another, each topic is related to the legal system. 
The law, and especially the word ‘forensic’ seems to 
have an aura which forces unrelated disciplines such as 
pathology and psychiatry together in an artificial and 
meaningless way. It is extremely unlikely that psych- 
iatrists will want to know the detailed square footage 
necessary to set up a crime lab, or that pathologists 
will benefit from a discourse on the psychotherapy of 
exhibitionism. The book could easily be divided into a 
text book of forensic pathology and another for foren- 
sic psychiatry. If this were done there might be more 
space for important matters such as the aetiology and 
management of violence, the relationship between 
mental illness and stealing, the philosophical prob- 
lems of mental responsibility. l | 

Did the psychiatric section work as a reference 
book? Yes, it proved helpful for two searches of the 
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literature, one related to rape, the other to the manage- 
ment of disturbed prisoners. The sections on sexual 
offences, including one on exhibitionism, are high- 
lights well above.the average pedestrian standard set 
by the majority of contributions. Pollack's chapter on 
‘Psychiatry and.the Administration of Justice’ lucidly 
discusses the ethical and professional questions raised 
by the psychiatrist going into court and working for 
lawyers, and should be read by any psychiatrist who is 
undertaking such work. The chapter on ‘Correctional 
Psychiatry’ by Loren. Roth is probably the best review 
on prison psychiatry available at the present time. In 
42 pages and 215 references Roth covers the history of 
prison psychiatry, the psychiatric problems posed by 
prisoners, prison violence and suicide, and discusses 
the role of what he calls ‘the correctional psychiatrist’ 
ending with a little plea for more people to consider 
undertaking this work. 

Many libraries will no doubt pay the extremely high 
price for this volume, but in these hard times would be 
quite correct to think.twice before doing so. However, 
because of the importance of several chapters, any 
library specializing in forensic psychiatry will want a 
copy. Individual buyers will be deterred by knowing 
that half of their money will be spent on information 
they will never read. 


JouN GUNN, Professor of Forensic Psychiatry, 
Institute of Psychiatry, London 


Law and Ethics in the Practice of Psychiatry. Edited 
by CHARLES K, HorLiNG. New York: Brunner/ 
Mazel. 1981. Pp 260. $20.00. EE 

Events on the other side of the Atlantic tend, 
eventually, to cast their shadows over here. For 
example, the longstanding and ever-increasing overlap 
between psychiatry and the law in the USA is now 
reflected in the UK, particularly since the imple- 
mentation of the Mental Health Act, 1959, 

The common ground between psychiatry and the 
law—ground that can at times be heavily mined—has 
produced its own ethical problems. It is to these 
problems that this excellent book devotes itself, The 
ten contributions—one in the form of a realistic 
mock trial demonstration in a child custody case—are 
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written by experts who are either psychiatrists or 
lawyers, or in two instances, by professors of both 
law and psychiatry. All of them write with clarity and 
authority and not a little humour. 

Each and every essay is relevant in varying degrees 
to our own problems. Of particular importance in this 
context are the two chapters by Norman S. Rosenberg 
and William J. Winslade. Both authors in different 
ways address themselves to what has become for us a 
major preoccupation, that is, the right of patients to 
treatment and their right to refuse treatment. Central 
to this issue is the doctrine of ‘informed consent’. 
At first glance this doctrine seems simple enough, but 
the more it is analysed the more of a multi-headed 
Hydra it turns out to be. So much is this the case that a 
number of state legislatures in America have passed 
informed consent statutes which greatly limit the 
doctrine's scope: and in Georgia it has been abolished 
altogether. 

And for those of us who would avoid some at least 
of the hazards of the aforementioned minefield may I 
earnestly commend Dr Richard Rada's essay, 'The 
Psychiatrist as Expert Witness’. It is full of sound 
common sense and contains one pearl of wisdom of 
particular relevance in the aftermath of a recent Old 
Bailey trial. “The ability of sociopaths (psychopaths) 
to con the average person, including psychiatrists is 
well-known. It is, at the very least, disconcerting to be 
hoodwinked or misled by clients, especially when one 
is working on their behalf", writes Dr Rada poignantly. 


Henry R. ROLLIN, Consultant Psychiatrist, 
Epsom, Surrey 


The Benefits of Psychotherapy. By MARY LEE SMITH, 
GENE V. GLass and THOMAS I. MILLER. Baltimore 
and London: Johns Hopkins University Press. 
1981. Pp 269. £13.50, $28.00. 


Unlike other areas of psychiatry psychotherapists 
have to endure friends and colleagues constantly 
saying "it doesn't work", "you can't prove it", 
“I don't believe in it" etc, etc. More galling for 
psychotherapists who are aware of the difficulties of 
proof, and who do preserve their critical faculties, is 
that critics of psychotherapy rarely bother to read 
the evidence that is available, by now fairly massive. 

If only two references are required reading both for 
psychotherapist and critic alike, one is Bergin and 
Lambert's “Evaluation of Therapeutic Outcomes" in 
the second edition (1978) of Garfield and Bergin's fine 
Handbook of Psychotherapy and Behaviour Change. 
In this paper previous reviews of psychotherapy 
research as well as individual researches are expertly 
and comprehensively considered. The second refer- 
ence is the book under consideration. 


Smith e al are not psychotherapists but are involved 
in the methodology of research evaluation. Their 
main contribution is called ‘meta-analysis’. Meta- 
analysis is in the nature of a test of significance called 
‘Effect Size’ which expresses the difference in outcome 
between a treated and a control or comparison group 
(any treatment) compared to what happens to the 
controls. Hundreds of studies are evaluated in this 
way with meticulous attention to the goodness or 
badness of their design. The advantage of the method 
is that it provides a new approach to the evaluation of 
psychotherapy outcome complementary to the tradi- 
tional approach exemplified by Bergin and other 
writers. The disadvantage is that large amounts of 
data are dealt with, relatively crudely from a clinical 
point of view, so that some of the findings (drug 
research is also included despite the book's title) are 
hard to interpret. 

The messages from psychotherapy outcome studies 
seem to be: all systematic psychotherapeutic inter- 
ventions improve on a ‘spontaneous recovery’ rate of 
43 per cent to an improvement rate of 65 per cent; 
it is difficult to demonstrate significantly more benefit 
from one or other therapy whatever the therapy, 
whatever the problem and whoever the therapist; the 
weakest parts in most psychotherapy outcome re- 
search are the methods of measurement, whether 
clinical or psychometric; the future of psychotherapy 
research lies in designing projects of extreme specificity 
testing particular hypotheses. The need for broad 
evaluation studies is past. 


SIDNEY CROWN, Consultant Psychiatrist, 
The London Hospital 


The Roots of Psychotherapy. By CARL A. WHITAKER 
and THomMas P. MaLoNr. New York: Brunner/ 
Mazel. 1981. Pp 236. $17.50. 


This is a new edition of a monograph first published 
in 1953. The authors suggest a theoretical framework 
for psychotherapy rooted in the biological principles 
of capacity for growth, energy, adaptation and 
homeostasis. The general process of psychotherapy is 
well described as movement towards the central 
symbolic core with interesting observations on how 
patients and therapists get in and out of therapy. The 
authors describe experiential psychotherapy as essen- 
tially ahistorical, atemporal and unconscious. The 
therapist must be affectively involved to the extent 
that he pushes forward his own 'growing edge'. Thus 
some motivations for therapists to continue treating 
patients are incomplete loss of infantile needs, minor 
transference problems and a drive towards the 
integration of the self. 
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The chapters describing the driving force of positive 
and negative anxiety in therapy, the therapist as a 
person and his 'patient-vectors' give a vivid picture 
of how the therapist's feelings are important in this 
type of therapy. Throughout, the reciprocal nature of 
the patient-therapist relationship is emphasized. 

This book is easy to read and requires only a 
limited knowledge of psychotherapy. It provides a 
stimulating view of the overall process of psycho- 
therapy, especially in relation to the importance of the 
therapist's emotional involvement. 


ROBERT C. FIELDSEND, Senior Psychiatric Registrar, 
Warneford Hospital, Oxford 


Handbook of Family Therapy. Edited by ALAN S. 
GURMAN and Davip P. KNISKERN. New York: 
Brunner/Mazel. 1981. Pp 796. $39.95. 


The editors’ primary goal for this book was to 
develop a comprehensive presentation of all major 
models for family therapy, each contributor being 
given a guideline for the description of their approach. 
This guide line included historical background, 
descriptions of the normal and pathological family, 
method of family. assessment, goals of therapy, 
treatment applicability, process of therapy, role of the 
therapist, techniques used, factors considered curative, 
evidence of effectiveness and method of training. 
Editors' footnotes provide a critical commentary and, 
in addition, contain many research hypotheses. 

The book begins with a history of family and marital 
therapy which is reasonably comprehensive but 
neglects the early British contributions of Howells 
and Scott. Several sections are devoted to the various 
approaches to family therapy. These include the 
psychoanalytic and object relations approaches with 
an interesting chapter by Robin Skynner, the only 
British contributor. Intergenerational approaches 
follow including a description of the work of Bowen, 
Framo, Nagy and Whittaker. Systems theory ap- 
proaches include a description of structural family 
therapy and strategic family therapy; a separate 
section covers behavioural approaches to family 
therapy. There are chapters on family enrichment and 
divorce therapy, and a section on research on family 
therapy. This includes family therapy process, and 
family therapy outcome, research. Not included are: 
multifamily group therapy, network therapy and the 
approaches which have developed out of the cognitive, 
rational-emotive, client centred, Adlerian, Gestalt and 
transactional analysis schools. The division of the 
various approaches is somewhat arbitrary and, as 
always with multi-authorship, there is considerable 
overlap and duplication. 


Despite its faults, this is a comprehensive source 
book: an excellent entry into the field of family 
therapy. I recommend it for any psychiatric library 
and especially for those interested in the current state 
of family therapy. 


STUART LIEBERMAN, Consultant Psychiatrist and Senior 
Lecturer, St George's Hospital Medical School, London 


Hans Eysenck: The Man and His Work. By H. B. 
GiBsoN. London: Peter Owen. 1981. Pp 275. 
£11.95. 


This country's most famous living psychologist, just 
reaching retirement age, has now had his biography 
written by a former student and colleague. 

After the account of his childhood in Germany and 
move to England in 1934, Eysenck's life is followed 
in chapters which are chronologically arranged but 
also contain elementary expositions of his research and 
books, and their reception. Eysenck's work divides 
into phases conveniently, principal chapters being on 
the relationship between Eysenck and Aubrey Lewis, 
the personnel and work of the psychology department 
at the Institute in the 1950s and 1960s, Eysenck's 
theory of personality, the origins of behaviour therapy, 
the psychology of politics, and so on. 

The accounts of the work, such as the neuroticism 
and extraversion dimensions of personality, serve as 
good popular accounts. Eysenck's working life is 
traced in full, with accounts of his controversies and 
combative messages to journals, and references to 
innumerable psychologists. We are reminded how 
Lewis helped found an independent department under 
Eysenck but then failed in his efforts to prevent 
clinical psychologists from starting to treat patients 
independently; how Eysenck himself never treated 
patients; how he was insulted, assaulted and banned 
from speaking by students in the 1970s because they 
saw his espousal of the evidence from the heritability 
of intelligence as encouraging fascism; how he went 
out on a limb in defending research on ESP and 
astrology; and how he plays tennis aggressively and 
well every day. 

The book is detailed, and rather dull. Perhaps 
Eysenck is not such a particularly interesting man at 
this length, and the book is a little padded, à work of 
piety. Two pages, rather than two lines, go to showing 
that Eysenck is the second most cited psychologist 
in the world (after Piaget); another two pages to his 
tennis style described by a coach. 

To be read by enthusiasts. Not essential for libraries. 


ANDREW C. Smitu, Honorary Lecturer in Psychiatry, 
Guy's Hospital Medical School 
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Day Services for Adults: Somewhere To Go. By JAN 
CARTER. Hemel Hempstead: George Allen & 
Unwin. 1981. Pp 381. £12.50. 


"An untidy set of services" is described here—the 
entire range of day care provided for adults by the 
statutory and voluntary services. The bulk of the book 
concerns a 5-year national survey describing the 
organization (Local Authority, Area Health Authority 
or Voluntary), the user groups (elderly, mentally and 
physically handicapped, mentally ill and offenders) 
and the aims of the services. The general lack of 
knowledge about aims, the confusion in the staff 
between aims and means, and the observation that 
rehabilitative intentions are often hard to find, more 
than justify the investment of skill and money in this 
research project. Jan Carter takes a critical line and 
has not been diverted from this by her obvious 
admiration for some of the day care staff she des- 
cribes or the finding that the majority of day care 
users are largely satisfied with what they get. The 
book begins with useful background information and 
ends with a section devoted to suggestions which may 
help those involved in day care to assess and improve 
their services. This book is more than a collection of 
research results; it is thought-provoking, amusing and 
elegantly written. 


GILLIAN WALDRON, Lecturer in Psychiatry, 
The London Hospital Medical College 


Behavioral Systems for the Developmentally Disabled. 
Volume 1. School and Family Environments. 
Volume II. Institutional, Clinic and Community 
Environments. Edited by L. A. HAMERLYNCK. 
New York: Brunner/Mazel. 1979, Pp 201 and 278 
respectively. $17.50 each volume. 


Each year, the Banff International Conference on 
Behavior Modification invites some of its major 
contributors to write a chapter for publication. The 
two volumes which resulted from the 9th Conference 
are concerned with behavioral systems for the 
developmentally disabled. According to the intro- 
duction, this publication represents “one of the most 
significant developmental stages in the growth of 
behavior modification: the behavioral ecology stage... 
The questions have changed from ‘Will it work?’ 
to ‘How long will it last ? ‘Will the skill generalize ?'."" 

A total of eighteen chapters report on a range of 
settings (including schools, families, institutions and 
the community) and problems (including hyperactivity, 
social withdrawal, oppositional behavior, aggressive- 
ness, learning problems, spasticity and autism). Some 
are review articles: others present new data. 

The quality of contributions is highly variable in 


terms of scientific merit, content, presentation, 
conciseness and relevance to ‘behavioral. ecology’. 
The credibility of certain papers is in doubt: one 
figure apparently contains no fewer than six wrong 
numbers (Vol. II, p 114). There are also surprises or 
misprints: one chapter reports ‘reliability’ which 
ranges from ‘0-100 7;' (Vol. I, p 93)! 

Previous Banff publications have contained a 
number of classic contributions and, notwithstanding 
the above comments, the present volumes will 
undoubtedly be a valuable source of reference, 
containing as they do some detailed accounts of 
programmes and techniques. 


L. G. WALKER, Lecturer in Mental Health and Secretary 
to the Unit for Marital and Family Studies, 
University of Aberdeen 


Monoamine Oxidase Inhibitors: The State of the Art. 
Edited by M. B. H. Yount and E. S. PAYKEL. 
Chichester: John Wiley. 1981. Pp 214. £13.00. 


Psychotropic Drugs: Plasma Concentration and Clinical 
Response. Edited by GRAHAM D. Burrows and 
TREVOR R. NORMAN. New York: Marcel Dekker. 
1981. Pp 528. S.Fr. 150. 


Few will be surprised to discover in the history of 
psychotropic drugs that in some cases their fortunes 
have been governed by facets far removed from 
careful trials. Despite problems which occasionally 
accompanied a chequered course, the painstaking 
work of sifting the facts has continued for many years 
and a wealth of evidence is appearing to provide a 
better perspective. Both books reviewed have con- 
tributed well to this harvest. 

The editors and many authors of Monoamine 
Oxidase Inhibitors are to be congratulated on the early 
appearance of the collected papers given in Gothen- 
berg in June 1980 at a congress in which two main 
fields were covered. The first half of the book deals 
with pharmacology and with biochemistry in relation 
to the microanatomy of brain tissue. It is likely to be 
appreciated by the cognoscent. The range of interest 
can be gauged from the inclusion of a study of 
inhibition of rat liver monoamine oxidase by clorgyline 
and deprenyl and “Titration of monoamine oxidase 
-A & —Bandits clinical application". 

The second half is concerned with clinical aspects 
of both new and old monoamine oxidase inhibitors, 
including a review of the effectiveness and side effects 
of Deprenyl. There is a careful appraisal of Iso- 
carboxazid, arousing further interest in the concept of 
atypical depression. Although not in a form ideal for 
the younger training psychiatrist, this book will 
probably be regarded as an important vector in the 
pendulum's back swing. 
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-The larger work focuses on plasma levels of widely 
used groups of drugs and the association with clinical 
response. It begins with a clear introduction to basic 
issues; such as pharmacology of psychotropic drugs 
and their measurement. In later chapters the links 
between brain chemistry, estimation of: psychotropic 
drugs, their interaction, and the clinical responses are 
expertly reviewed. Inevitably the discussion fans out 
far beyond the clinician's concern, but the title holds 
sway, and for each group there is a helpful answer. 
it is not necessarily the answer expected, but often 
one which, in time of financial stringency, will not 
be deplored. The firmness and clarity of construction 
of this work make it particularly valuable for refer- 
ence. It is likely that its rich discussions will equal the 
importance of the results in appealing to the general 
psychiatrist. 


JOHN PoLLITT, Physician in Psychological Medicine, 
St Thomas’ Hospital, London 


Anxiety, Depression and Phobias and How to Cope 
- with Them. By Denis Cronin. London: Granada 
Publishing. 1981. Pp 146. £2.95. 


This book is not for the psychiatrist but his patients: 
it gives an account in layman's terms of common 
psychiatric disorders such as anxiety states, phobias, 
hysteria and depression. It is written in a straight- 
forward style, and 1 have few hesitations in recom- 
mending it for those patients who want to read about 
psychiatry to understand more about their treatments. 
The section on phobias is old-fashioned: it emphasizes 
drug assisted desensitization and hypnosis as treat- 
ments of choice. Nevertheless, the section on depres- 
sion is to be recommended, as it answers many 
questions concerning antidepressant drugs and ECT 
that patients constantly ask clinicians. On the whole 
this book presents an orthodox British psychiatrist’s 
view on the subject. The general public seem to enjoy 
the kind of education this book provides, judging from 
the current BBC television series on tbe life of a 
psychiatrist. 


RICHARD STERN, Consultant Psychiatrist, 
St George's Hospital, London 


Psychoanalytic Treatment of Schizophrenic, Borderline 
and Characterological Disorders. By L. BRYCE 
Boyer and PETER L. GIOVACCHINI. New York: 
Jason Áronson. 1980. Pp 420. $30.00. 


This book covers the subject defined by its title 
comprehensively but laboriously. It is a second 


edition, advancing discussion about tbe application 
of classical psychoanalysis to schizophrenic, border- 
line and characterological disorders which has 
obviously developed more rapidly in the USA than 
it has here. 

Two chapters give a historical account of how the 
current situation has been reacbed, one of which is 
devoted to Freud's views and the other to those of 
his followers. 

' The clinical chapters are of interest to psycho- 
analytically oriented therapists but it is difficult to 
see how those of us working in the National Health 
Service can use this approach with severely disturbed 
patients, particularly as the authors maintain ‘that 
unmodified analysis is indicated. 

However this book gives a practising psychothera- 
pist food for thought. 


FIONA CALDICOTT, Consultant Psychotherapist 
oid Clinic, emus 


Mania: An Evolving Concept. Edited by Rosert H. 
BELMAKER and H. M. VAN Praaa. Lancaster: 
MTP Press. 1981. Pp 403. £18.95. 


The effectiveness. of lithium in the treatment cand 
prophylaxis of mania has revived interest in the 
diagnosis and phenomenology of this condition. This 
book was conceived when Dr van Praag was on 
sabbatical leave in Jerusalem and consists largely of 
contributions from American and Israeli workers. 

The volume is at. its best when debating the nature 
and importance of diagnostic differences in the 
psychoses. There is an articulate explanation of the 
categorical and dimensional models of psychotic 
illness which wisely concludes that the clear separation 
of manic depressive psychosis and schizophrenia as 
separate entities cannot always be made. There are 
novel chapters concerned with the subjective experi- 
ence of mania and the relationship between mania 
and creativity, emphasizing the unusual position that 
mania holds amongst the mental illnesses in that mild 
forms of illness may be beneficial to the individual 
and to society. Two chapters concerned with the 
biochemical aetiology and mechanisms in mania 
reflect the interest of the editors in the contribution of 
increased catecholamine activity in this Illness. R 

- The book is probably of more use to the researcher 
in affective disorders than to the. post-graduate 
student. There is no chapter specifically concerned 
with the treatment of mania and some chapters lack 
summaries or condensations of their main themes. 
There are a number of minor spelling errors implying 
haste in typesetting. At £18.95 the book is not cbeap 
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but should be considered for purchase by most 
psychiatric libraries because of the dearth of books 
 onthis topic. : 


O O STEPHEN Tyrer, Wellcome Senior Lecturer in 


_ Psychiatry, University of Newcastle upon Tyne 


The Comprehensive Handbook of Behavioral Medicine. 
Vol. 3. Extended Applications and Issues. Edited 
by JAMES M. FERGUSON and C. Barr TAYLOR. 
Lancaster: MTP Press. 1980. Pp 343. £15.95. 


In the introduction to this volume, behavioral 
medicine is defined as “, . . the systematic application 
of behavioral analysis and behavior therapy techni- 
ques to medical problems". The result of this narrow 
conceptualization of behavioral medicine is a book of 
restricted scope and limited relevance to many of those 
engaged in work on the psychological aspects of 
medical complaints. The volume contains chapters on 
paediatrics, geriatrics, chronic disorders, cognitive 
Strategies, compliance, maintenance, cost account- 
ability, addiction, dentistry and prevention. The 
general orientation is toward reinforcement schedules, 
shaping, token economies, etc, Within this framework 
sections of the book are interesting; most notable are 
the chapters on cognitive strategies and preventive 
techniques. using the mass media. However, the 
volume does not touch on issues such as psychological 
factors in medical problems and as such fails to live 
up to-its title. An adequate text on behavior thera- 
peutic techniques in medicine it may be—a com- 
prehensive guide to behavioral medicine it definitely 
is. not. | 


Joun F. CONNOLLY, Wellcome Research Fellow, 
Department of Psychiatry, Charing Cross Hospital 
Medical School 


Neurotransmitter Receptors. Part 1: Amino Acids, 
Peptides and Benzodiazepines. Edited by S. J. 
ENNA and H. I. YAMAMURA, London: Chapman 

.. & Hall. 1980. Pp 212. £15.00. 


To date, twelve amino acids have been tentatively 
identified as inhibitory neurotransmitters while four 
have properties characteristic of an excitatory 
` transmitter agent. For the clinical psychiatrist GABA 
(gamma-aminobutyric acid) has the most relevance 
since it mediates postsynaptic inhibition throughout 
the central nervous system. Recent work has suggested 
that the benzodiazepines facilitate GABAergic trans- 
mission by an action at the GABA receptor sites. Thus 
the mode of action of the most popular tranquillizers 
is more clearly understood, 


This book, which brings together a lot of recent 
research, is intended for neuroscientists rather than 
psychiatrists. There are chapters on the excitatory 
amino acid receptors, substance P, enkephalin and 
endorphin receptors. It is too specialized to find its 
way into many psychiatric libraries. 


Handbook of the Hypothalamus. Volume 2: Physiology 
of the Hypothalamus. Edited by PETER J. MoR- 
GANE and Jaak PANKSEPP. New York: Marcel 
Dekker. 1980. Pp 680. SFr. 310. 


This is part of a massive three volume series on the 
hypothalamus which covers every aspect of the 
structure, physiology and function of this part of the 
brain in great detail. It provides an excellent reference 
source for research scientists, is clearly written and 
beautifully produced. The chapter on food intake 
behaviour will appeal to those interested in anorexia 
nervosa. The problems of stress, cancer, ageing, 
ethanol, opium, morphine and amphetamines are 
reviewed in Chapter 6. This is an excellent reference 
book as long as it is paid for out of somebody else's 
budget. 


DESMOND KELLY, Medical Director, 
The Priory Hospital, London 


Psychiatry for the House Officer. By Davin A. TOMB. 
Baltimore: Williams and Wilkins. 1981. Pp 213. 
$10.95. 


Here is another handbook of psychiatry for medical 
students and physicians. The author's straightforward 
approach to the subject is likely to be acceptable to 
such an audience, and he does well to make plain the 
links between medicine and psychiatry. But he achieves 
these benefits by putting forward ideas about mental 
disorder which come from the third edition of the 
American Psychiatric Association's diagnostic manual 
(DSM III, 1980); ideas that may seem unfamiliar or 
inappropriate to British clinicians. However Dr 
Tomb deals with most of the main issues in contem- 
porary general psychiatric practice satisfactorily and 
he supplies the reader with some current references for 
each topic. The book will disappoint those who want 
to find out about forensic psychiatry, the psychiatry 
of old age, mental retardation, and child and ado- 
lescent psychiatry. Rt i 


GREG WILKINSON, Joint Senior Registrar in 
Psychological Medicine, King's College Hospital and 
the Maudsley Hospital, London 


BRITISH JOURNAL OF PSYCHIATRY, OCTOBER 1981 





FOR ACUTE MENTAL DISORDERS 


At St. Andrew's Hospital, Northampton, particular emphasis is placed on short-stay treatment 
of acute mental disorders. The highest standards of medical and nursing care are provided in a 
relaxed, understanding atmosphere. 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, The Royal 
College of Psychiatrists, 17 Belgrave Square, London SW 1X &PG. 


Contributions are accepted for publication on condition that their substance has not been published or 
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contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of the 
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numbered. 
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authors should appear on the title page; their names, degrees, and affiliations should be given at the end of the 
paper. 

A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 

References should be listed alphabetically at the end of the paper, the titles of journals being given in full. For the 
relerence list, authors should follow the style of the Journai and study the illustrations set out below. Titles of 
books and of journals will be printed in italics and should therefore be underlined in the typescript. 


KENDELL, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352—8. 

RUTTER, M., TizARD, J. & WHITMORE, K. (1970) Education, Health and Behaviour, p l4. London: Longman. 
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(ed. I. Rosen). Oxford University Press. | 

DURKHEIM, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding and C. 
Simpson, pp 191-206. London: Routledge and Kegan Paul. 
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graph paper. One original drawing or good bromide print should be submitted together with one photocopy. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes required 
lor conformity with Journal style. 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer's errors may be 
dis-allowed or charged to the authors. Reprints prepared at the same time as the Journal should be ordered for all 
authors from the printers when the proof is returned to the Editor. 


General advice to authors /n the assessment of papers submitted to the Journal, great importance is attached to conase- 
ness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers', published by the 
Royal Society (6 Carlton House Terrace, London SW1Y 5AG), 1974 edition. They should check the accuracy of all 
references in their manuscript and ensure that dates and spellings correspond in the text and reference list. 
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Agoraphobia: Nature and 
Treatment 


ANDREW M. MATHEWS, MICHAEL G. GELDER, 
and DEREK W, JOHNSTON 


This book is the outcome of more than a 
decade of intensive clinical research into a 
single problem: agoraphobia. The authors 
summarize their own findings and review the 
current state of knowledge about the origins 
and treatment of this distressing condition. In 
the latter half of the book they attempt to give 
professional readers a means of helping their 
agoraphobic clients by providing a complete 
description of a self-help method. This method 
they show to be effective. 


about 220 pages 

Hardback 042278060 X £15.00 
Child Psychiatry and 
Social Work 


BRIAN LASK and JUDITH LASK 
Tavistock Library of Social Work Practice 


The range of knowledge, skills, and techniques 
relevant to professionals working with 
disturbed children and their families is 
considerable, and often appears daunting. 
Bryan and Judith Lask have written a 
comprehensive and essentially practical book 
that will help the social worker, and other 
concerned professionals, to evaluate the 
complex aetiology of behaviour problems in 
children, and to implement the widely differing 
kinds of intervention that are possible. 

224 pages 

Hardback 0422770809 £9.50 

Paperback 0422770906 £4.50 


Help Starts Here 


The maladjusted child in the 
ordinary school 


t. KOLVIN, R. F. GARSIDE, A. R. NICOL, 
A. MACMILLAN, F. WOLSTENHOLME, 
andi, M. LEITCH 


The research presented in He/p Starts Here has 
led to the development of techniques for the 
detection of disturbance at both early and late 
stages, for assessment of the results of 
treatment, and for evaluation of different 
approaches. The authors report a successful 
attempt to compare different ways of helping 
maladjusted children in ordinary schools and 
they review the wide range of research on the 
psychological treatment of children. 

448 pages 


. Hardback 0422773808 £25.00 
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DIVISION OF EXTERNAL 
PSYCHIATRIC SERVICES 


UNIVERSITY OF ALBERTA 
HOSPITALS 
EDMONTON, ALBERTA 


CHIEF OF SERVICE 
PSYCHIATRIC DAY HOSPITAL 


A psychiatrist is required to fill the above 
position. 

The Day Hospital is an integral part of a large 
ambulatory care facility which includes a 
Walk-In Clinic and an Evening Hospital. The 
principal catchment area includes greater 
Edmonton and surrounding rural areas. A 
broad range of psychiatric disorders are 
treated, including both adult and adolescent 
disorders. 


The Treatment team includes experienced 
psychologists, social workers, nurses, occu- 
pational therapists and school teachers 
working inan active therapeutic milieu setting. 
Therapeutic modalities include group and 
family therapy, psychopharmacologic inter- 
vention, and school and work therapy 
programs. There is a strong commitment to in- 
service training, professional stimulation and 
growth. 


Although eclectic in style, the successful 
applicant will demonstrate a particularinterest 
in psychodynamic group and family therapy 
and an ability to provide leadership to a multi- 
disciplinary team used to working in this 
format, including conducting staff relations 
meetings in support of the successful 
functioning of the milieu setting in which 
therapy is conducted. Candidates must have 
Canadian Fellowship qualifications in 
psychiatry or an equivalent as well as being 
licensed to practice in Alberta. 

Remuneration wil! be by arrangement, There 
will also be the opportunity for private practice. 
An academic appointment will be available. A 
strong evaluation and research program exists 
and opportunities to work within this are also 
available. | UE 

Enquiries are invited in writing or by telephone 


to: 
Dr. H. Azin, Director 
Division of External 
Psychiatric Services | 
University of Alberta Hospitals 
114th Street & University Avenue 
EDMONTON, Aiberta 
T6G 2B7 
1-403-432-6691 
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Charter Clinic 
| JELLINEK UNIT m 
For the treatment of people with Drink problems 


This new Unitat Charter Clinic provides specialised programmes for 
problem drinkers as in-patients, ou (-patients or day patients. 
A comprehensive, multi-disciplinary approach is used includi ng therapeutic 
community, group therapy, occupational therapy and fitness training 
techniques as well as aiding the development of social skills. 


The philosophy of the programme runs in parallel to the general aims of 
Alcoholics Anonymous. Admission to the Unit involves patients in 
detoxification, evaluation, assessment, rehabilitation and active participation 
in an aftercare programme. BUPA and PPP insurance schemes apply. 


For details, please contact Dr. Max Glatt, Medical Director of the Jellinek Unit 
Charter Clinic, 1-5 Radnor Walk, London SW3 4PB 
You Telephone01-3511272 . | 


Would your illness or incapacity lead to loss of ea rings with still the same overheads 
to be found? A common problem for any practitioner and one which needs treatment, 


The Strover Dual Disability insurance is a scheme long established, underwritten at 
Lioyds, and widely subscribed to by many professions, It provides insurance 
against overheads and loss of earnings, Each unit of insurance provides £56 

per month when ill with up to 30 units available, Each unit costs from 

£1.30 per quarter according to age. All payments made under this 

scheme are tax free and start after the first 14 days of illness, 

May we tell you more? Please use the coupon below or telephone 

for a brochure giving full details, 


xii rovers 
Essex House, Crouch Street, Colchester, Essex CO3 3ES 
Telephone: Colchester (0206) 64131 
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W omen, Marriage, Employment and Mental Health 


. RAYMOND COCHRANE and MARY STOPES-ROE 


Summary: This paperreviews explanations of sex differences in mental hospital 
admission rates, taking account of age and marital status effects. Six propo- 
sitions derived from the review are tested on data from a nationwide community 
survey of 259 respondents, using a standardized symptom check list. 

Women report more psychological symptoms than men, but this is unrelated 
to marital status. It is suggested that being married acts to keep a potential 
patient out of hospital rather than to reduce symptoms. Whether or not a woman 
is in paid employment outside the home is a major predictor of symptom levels, 
especially in depression. Women with unemployed husbands are also particularly 
likely to report high levels of depression. However, there is no reciprocal effect 
of wives' employment status on the psychological well-being of their husbands. 


In Britain, as in the United States, women are very 
considerably overrepresented among those receiving 
treatment for mental illness. Figures from the Depart- 
ment of Health and Social Security show that female 
rates for in-patient. mental hospital treatment in 
England and. Wales are almost forty per cent higher 
than male (DHSS, 1980). This differential is very 
similar to that. observed by Gove (1972) in the 
United States. A closer analysis of admission rates by 
diagnosis shows that. admissions. for depressive 
psychoses account for a large part of the female 
excess, twice as many women as men needing in- 


patient treatment (Table I). Women also predominate’ 


in the neurotic category, which includes other forms of 
depression, There are several diagnostic categories 
where men are over-represented —alcohol-related 
disorders and drug dependence, for example— but 
these tend to account for relatively few admissions. 
Two other. points are worth noting about these 
statistics before. possible explanations are con- 
sidered. First, there is the dramatic age reversal of the 
sex differential at puberty. In the age groups up to 
10 years, boys have higher treatment rates than do 
girls; in the next age group the sexes have equal 
rates; at 15 years, however, the female excess over 
males becomes large and consistent (see Table II). This, 
too, is a phenomenon that has an exact parallel in the 
United States. Although not too much reliance can be 
placed on statistics for children's admissions to mental 
hospitals, it seems that the tendency of young boys to 
exhibit disturbance in an overt and perhaps aggressive 
fashion is more likely to lead to hospitalization than is 
the covert, emotional istur bance more characrerisde 
of girls. s! | 
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Equally dramatic, and perhaps better known, is the 
enormous influence that marital status has on mental 
hospitalization rates. The data in Table III show that, 
for both sexes, being married is associated with a much 
lower risk of in-patient treatment than is being un- 
married. Those at highest risk are the divorced. What 
is most important. about these data, however, is the 
fact that the difference in rates between married and 
unmarried is much smaller for women than for men. 
Another way of looking at this is to say that, although | 
married. women have substantially lower rates of 
mental hospital admission than single women, matri- 
age affords them less protection than it does to men. In 
the three unmarried status categories (single, widowed 
and divorced) men are at greater risk than women—it 
is only among the married that women have higher 
rates. Because the vast majority of the adult popu- 
lation is married, the ovérall sex differences are largely 
determined by this category. 

There are, of course, several objections to the use of 
mental hospital in-patient admission statistics as the 
sole basis of an index of the distribution of psych- 
ological disorder. On the basis of a detailed review of 
all psychiatric contacts in one region, Robertson 
(1974) concluded that reliable inferences about the 
mental illness patterns of the married and single 
could not be made from hospital admission statistics 
alone. Specifically he suggested that single people were 
more likely than married to be admitted to hospital, 
rather than be. treated as out-patients or on some 
other basis. However, his. analysis of rates of all con- 
tacts (in-patient, out-patient, day-patient, emer- 
gency and domiciliary) confirmed the genera! pattern 
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TABLE I 
Rates of admission to mental hospitals in England, 1977 per 
100,000 population by sex and diagnostic group* 








Excess of female 
over male rate 

Diagnosis Males Females 25 
Schizophrenia and 

related | 64 62 3 
Depressive psychoses 31 65 4-109 
Other psychoses. 23 37 +61 
Alcoholic psychoses 

-alcoholism 39 15 — 62 
Drug dependence 4 2 — 50 
Psychoneuroses 30 63 +110 
Personality and | 

behaviour disorders - 37 42 4-14 
Other conditions] 87 153 +76 





* Source: D.H.S.S. Statistical and Report Series No. 23. 
In-patient statistics from the Mental Health Enquiry for 
England, 1977. 

t This category includes depression not specified as 
neurotic or psychotic. 


TaBrE H 


Rates of admission to mental hospitals in England, 1977 per 
100,000 population by age and sex* 








Excess of female 
over male rate 

Age Males Females 76 

Under 10 15 8 — 46 
10-14 33 38 4-13 
15-19 146 204 4-40 
20—24 380 443 4-17 
25-34 469 544 +16 
38-44 471 605 +-28 
45~54 414 594 +43 
55-64 359. 537 4- 80 
65-74 392 598 453 
75 and over 693 822 +19 
All ages 315 | 39 — +39 





* Source: DHSS Statistical and Report Series No. 23. 
In-patient statistics from the Mental Health Enquiry for 
England, 1977, 


of higher female contact rates among the married but 
not the other status categories. 

Further evidence supporting the existence of sex 
differences in psychological disturbance comes from 
the increasing use being made of community surveys to 
establish sociodemographic correlates of psych- 
iatric impairment (e.g. Schwab er al, 1979; Cochrane 
and Stopes-Roe, 1980). Several recent reviews of large 
numbers of studies of this kind have also confirmed 


TABLE IIL 


All admissions to mental hospital, by sex and marital status, 
in England and Wales* 








Males Females 
Marital ———————————— 
status Admissions Ratet Admissions Rate] 
Single 29,557 663 24,162 623 
Married 31,902 257 54,113 433 
Widowed 5,007 752 19,979 720 
Divorced 3,681 1,959 4,679 . 1,896 





* For 1973, supplied by DHSS. 

+ Calculated from 1971 Census. Rate per 100,000 popu- 
lation aged 15 years and over in each marital status 
category (not age standardized). 

t Separated and ‘Not known’ categories excluded. 


that women have more psychological impairment than 
do men (Dohrenwend and Dohrenwend, 1976; Gold- 
man and David, 1980; Gove and Tudor, 1973). 

Given that sex differences in psychiatric disorder 
are not an artefact of in-patient treatment statistics, 
what other explanations are available? The most 
obvious proposition is one based upon biological 
differences in susceptibility. At first glance this is an 
attractive approach, especially in the case of de- 
pression. However, Weissman and Klerman (1977), 
after a thorough review of a variety of possible 
biological agents which may cause sex differences in 
depression (premenstrual tension, oral contraceptives, 
post-partum depression, menopause), conclude that 
“while some portion of the sex differences in depres- 
sion, probably during the childbearing years, may be 
explained endocrinologically, this factor is not suffi- 
cient to account for the large differences" (p 106). The 
huge variations in the rate of psychological dis- 
turbance associated with changes in marital status 
also militate against a biological explanation by itself 
being sufficient. : 

More plausible, perhaps, is an explanation based 
upon the traditional sex role definitions of men and 
women. These may be seen as operating in a number 
of ways to increase the relative vulnerability of women. 
First, the feminine role, encompassing as it does 
dependence, passivity and low self-esteem, may make 
women less able to cope adequately with life stress and 
hence more likely to respond pathologically. Second, 
in a variety of contexts women who accept tradi- 
tional sex role definitions will experience only a 
relatively low capacity to influence their environment. 
Girls may be more protected than boys and more 
affected by hormonal changes at puberty. They may be 


. RAYMOND COCHRANE AND MARY STOPES-ROE . 375 


taught to identify the opposite sex as instrumentally 
more effective than their own. Women may experience 
more discrimination in employment and more dis- 
ruptive- changes- associated with marriage, over 
which they have less control than their husbands (for 
example in mate selection, geographical’ and social 
mobility, standard of living, and adjusting to mother- 
hood). All these factors may contribute to a condition 
of ‘learned helplessness’ which, it is suggested by 
Seligman (1975) and others, may lead to depression. 
Third, women possibly find it easier to. admit to 
symptoms and seek help from others than do men, for 
whom admitting to emotional problems may be taken 
as a sign of weakness or inadequacy. This, if so, 
would make women appear to have more psycho- 
logical problems than men even though actual symp- 
tom levels were comparable. On the other. hand, Jit 
may be more socially acceptable for men to show 
aggression and to indulge in heavy drinking than it is 
for women-—-a suggestion strongly borne out by the 
respective crime and alcoholism rates of the sexes. 

Like the biological propositions, this social sex-role 
proposition is seriously weakened by its inability to 
account for the marital status interaction—indeed, a 
literal application of the proposition would predict 
that, as it is traditionally believed women need 
marriage more tban men in order to provide identity, 
status, and a role, marriage should provide women 
greater protection than men and should mean that 
they would be more affected by the loss of a spouse 
through divorce or death than would men. The 
opposite is true in both cases (see Table IIT). 

A suspicion also remains that the.general sex role 
explanation is very much post hoc. Had the figures 
indicated that men had more psychological problems 
than women then an equally convincing explanation, 
based on the greater stress of the male sex role, could 
have been developed, incorporating features such as 
pressure of work, the need to provide for a family, the 
need to be aggressive and dominant and so on. In fact, 
Waldron (1976) has made just such & case to explain 
the higher mortality rates for men than for women. 

Clearly a viable explanation for sex differences 
needs to take account of the differential effects of 
marital status for men and women. The most detailed 
theory to date has been developed in a series of papers 
by the sociologist Walter Gove and his colleagues 
(Gove, 1972; Gove, 1973; Gove and Tudor, 1973; 
Gove and Herb, 1974). Gove sets a number of prop- 
ositions about the relative satisfactions available to 
married men and married women which could account 
Top ook related (iiecencss Jn: rated Di paycn: 
ological disorder: . 

. 1 Wai ried womenolienfiaveculy oue anion social 
role—housewife—whereas men have two roles—head 


of household and participant in a career. Thus men 
have an alternative source of gratification if one role 
should prove unsatisfactory, which is not available to 
women. 

2. The housewife role occupied by E women 
is relatively unskilled, undemenene. boring and of low 
status. 

3. The housewife olei is unstructured and invisible 
and allows tbe occupant to brood and become 
absorbed in personal problems in a way that a person 
working in a more structured role cannot. 

4. Even if & married woman does have a job it is 
usually inherently less satisfying than a man's, because 
most working women are confined by sex discrimin- 
ation to subservient jobs with few prospects for a 
rewarding career. Taking a job may make for even 
greater stress for women because it will be seen as 
conflicting with their duties as wives and mothers. 

Although Gove's explanation of sex differences is 
superficially convincing, it has not been without its 
critics (Cooperstock and Parnell, 1976; Seller, 1976; 
Dohrenwend and Dohrenwend, 1977; Rushing, 1979), 
and studies which have been designed specifically to 
test one or other of the propositions have not pro- 
duced convincing support for the model, Fox (1980) 
reanalysed data from three United -States national 
surveys, and found women were more likely to be 
mentally ill than men in all marital status categories. 
Warheit et al (1976) failed to find any meaningful 
interaction between sex, marital status and psych- 
ological well-being when other sociodemographic 
factors were controlled in a large community survey 
in the south-eastern USA. In England, too, Cochrane 
and Stopes-Roe (1980) found that the marital status of 
Tespondents in a national community survey was not 
related to thelr psychological symptom levels, nor did 
marital status interact with sex in the way predicted by 
Gove. Both these studies, however, used global 
measures of psychological disturbance (the Health 
Opinion Survey in the US and the Langner 22-Item 
Index in England) which may have obscured more 
subtle differences in symptomatology. Recently, most 
attention has been focused specifically on the sex 
differences in rates of depression of various kinds 
(Klerman and. Weissman, 1980; Radloff and Rae, 
1979; Radloff, 1980; Weissman and Paykel, 1974; 
Weissman and Klerman, 1977). 

Increasingly, too, attention has been directed at the 
effects of paid employment for married women. This 
has been given impetus: by the growing proportion of 
married women who work and who expect the same 
satisfactions from their career as men have.always 
expected. Also, the finding of Brown and Harris.(1978) 
that employment (among other factors) protected 
women from depression has stimulated investigations 
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in this area, Radioff (1975) specifically looked for an 
interaction between sex, marital status and employ- 
‘ment in self-reported depression. She found that 
although women were more depressed than men, and 
married women more depressed than married men, 
controlling for employment status did not eliminate 
these differences. Working married women were less 
depressed than non-working married women, but still 
‘more depressed than working men. Two further 
findings from this study merit note. First, women were 
just as likely to find their jobs satisfying as were men; 
and second, the highest depression score, in any 
group, was recorded for unemployed men. 

Subsequently Rosenfield (1980) took this analysis a 
step further by looking at the reciprocal effects of the 
employment of one spouse one the extent of depression 
in the other. She found that women had higher levels 
of depressive symptoms in families with the trad- 
itional division of labour (i.e. husband working, wife 
at home) but that the position was reversed in the 
non-traditional families (both spouses at work). This 
reversal was caused partly by the lower depression 
Scores of working wives compared to housewives and 
partly by the higher depression scores of husbands 
with working wives compared with husbands whose 
wives did not work. These differences held up even 
when educational level and family income were con- 
trolled. Rosenfield, however, did not look at families 
where the husband. was unemployed. There is reason 
for believing that this situation has adverse psych- 
ological consequences for both spouses (Stokes, 1981). 

This brief review of the literature leads to several 
propositions: 


1. Women will report more psychological symp- 
toms than will men and this will be most 
marked for depression. 

2. In general, the. unmarried will report more 

. psychological symptoms than the married. 

3. Unmarried women will have fewer symptoms 
than unmarried men, but among the married the 

. position will be reversed, with women having 
more symptoms. 
.4. Women in employment will have fewer symp- 
toms (especially of depression) than women not 
: | inemployment. 
5. Unemployment of married men (as distinct from 
not working through retirement, etc) will be 
related to higher symptom levels in their wives. 
© 6. Husbands will report fewer symptoms in families 
^. Where wives do not work than where they do 
© work but married women who work will have 
fewer symptoms both than married women who 
do not work and married men with working 
wives. > i | 


Method 

Sample 

Samples of English-born men and women aged 20 to 
60 years living in large towns in England (London, 
Birmingham, Coventry, Manchester, Slough) were 
taken by the random walk method. This method is 
based on a random selection of dwellings within a 
given area, and means that the interviewers effectively 
play no part in the eventual selection of respondents as 
they follow a predetermined 'random' map covering 
the sample area. This method is much cheaper than 
true random methods and avoids many of the poten- 
tial biasses associated with quota sampling. In terms 
of age, marital status, employment and dwelling type 
the samples obtained were representative of the total 
population of England in these age ranges. A total of 
304 people were approached and interviews obtained 
with 150 men and 109 women, a response rate of 85 
per cent. The field work was carried out by Opinion 
Research Centre in the autumn of 1978, after detailed 
briefing of interviewers by the authors. Interviews 
were conducted in the respondents’ homes and all 
questions were read aloud by the interviewer to 
prevent exclusion of the non-literate. Only one res- 
pondent from each dwelling was interviewed. Inter- 
views were systematically back-checked and dis- 
crepancies accounted for (see Cochrane, 1979, for a 
detailed account of procedure). 


Measures 


The questionnaire on which this report is based 
consisted of three parts. Basic demographic details 
were elicited by simple questions on facts (age, sex, 
employment and so on) A series of questions on 
interaction patterns was included but is not reported 
on here. The dependent variable—psychological dis- 
turbance—was measured with the Symptom Rating 
Test (SRT) devised by Kellner and Sheffield (1973). 
This instrument is a simple symptom check list, res- 
pondents being asked whether or not they have exper- 
ienced each of 30 symptoms within the last month or 
so. Each symptom is rated by respondents as being 
experienced often, sometimes or never. Scores are 
obtained by summing the weighted response to each 
symptom (never = 0, sometimes = 1, often = 2). 

In addition to a total scale score the originators of 
the SRT describe four specific subscales: Anxiety 
(eight items), Somatic (seven items); Depression 
(eight items) and Inadequacy (seven items). The 
original authors demonstrated the validity and reli- 
ability of this measure (Kellner and Sheffield, 1967, 
1973) and these have been independently confirmed 
since (Cochrane, 1980). The total SRT can therefore 
be accepted as a psychometrically sound measure of 





mild psychopathology, but the subscales e not 


" received independent verification on non-clinical 
samples (Cochrane, 1980). They do, however, have 
considerable face validity. The Depression subscale of 
the SRT, for example, is made up of symptoms such as 
guilt, failure, hopelessness, poor appetite and tired- 
ness, while the Anxiety subscale contains items 
referring to nervousness, panic TENANT restlessness 
and tension. 


Results 

The propositions suggested at the end of our review 
of the literature directed the analysis of data obtained 
from the survey in several ways. The tests of the first 
three propositions are reported in Table IV, which 
contains the means on each of the SRT subscales 
broken down by sex and marital status. 

Proposition one is supported, as women do have 
higher symptom scale scores than men overall, but 
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this occurs on each of the subscales (except the 
pee and is not confined to depression. However, 
there is no support for propositions two and three 


because marital status is not significantly related to 
psychological symptom. levels on any of. the. scales, 
either simply or in interaction with sex. —— 

Proposition four, that women in — will 
have fewer symptoms than women not working, was 
borne out on edi subscale except that for inadequacy 
(Table V). The difference between working and non- 
working women on the depression subscale was 
somewhat larger than on the other scales. 

The same is true, but to a lesser extent, of prop- 
osition five. Married women whose husbands are out 
of work have conspicuously higher symptom levels 
than women with husbands in employment, accounted 
for by differences partly in anxiety and party in 
depression (Table VI). 

In passing, it might be noted that the EEN I 








fy TABLE IV 
The relationship between sex, marital status and symptom levels 


N Total 
Married 106 8.75 
Men Unmarried 44 9.25 
Al 150 8.90 
Married 87 12.24 
Women Unmarried 22 14.63 
All 109 12.72 
All Married 193 10.32 
All Unmarried 66 11.04 
P *for sex «0.01 
P *for marital status NS 
P *for interaction NS 
* Based on F ratio 


Symptom Rating Test Scores 
" Anxiety Somatic Depression Inadequacy 
2.62 1.60 2.32 2.21 
3.05 1.50 2.27 2.43 
2.75 1.57 2.31 2.27 
4.03 2.14 2.89 3.21 
4.59 2.45 4.00 3.59 
4.14 2.18 3.11 3.29 
3.26 1.83 2.58 2.66 
3.56 1.82 2.85 2.82 
« 0.01 NS « 0.05 «0.01 
NS NS NS NS 


NS NS NS NS — 


TABLE V 
The relationship between paid erpie menta and psychological symptoms in women 





Symptom Rating Test Scores 








N Total 
Employed 55 9.91 
Not employed | 54 15.59 
p* « 0.05 


Inadequacy 


Anxiety Somatic i Depression 
331 160 2.05 2.95 
5.00 2.78 4.19 363 
<0.05 «0,05 «0.01 NS 


* Based on t-test 
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men who fell into our sample also had very high rates 
of symptomatology. Because only eight of our 
married women had unemployed husbands, it was not 
possible to do a further breakdown on whether or not 
they themselves were working. , 

Finally, the propositions relating to the traditional 
versus non-traditional division of labour suggested by 
Rosenfield (1980) are tested in Table VII. As was 
found earlier for all women (Table V), married 
women who worked had lower SRT scores than 
housewives, but in their case the only significant sub- 
scale was the depression scale. However, whether or 
not their wives were in paid employment outside the 
home did not appear to affect men. Presumably 
families with both spouses at work were on average 
richer than those where only the husband worked, but 
as we had no information on income it was not 
possible to control for this variable. 


Discussion 
The discussion of the results will be structured 
around tbe propositions in the introduction, but 
perhaps a word is in order about the measurement of 
the central dependent variable in this study. Obviously 


a simple questionnaire measure of psychological 
symptoms involves a considerable compromise bet- 
ween clinical precision and economy. In most cases 
large scale community surveys have to rely on this 
kind of measure, but their results are only as good as 
the measurements employed. The SRT has been 
demonstrated as being reliable (test-retest correlation 
over 1 week being 0.91 and alpha 0.94) and valid as 
judged by the criterion groups method (Cochrane, 
1980). The exact meaning of the scores on the scale is 
not defined by the latter. However, it can be asserted 
with some confidence that those who score highly on 
the SRT have many symptoms in common with 
people diagnosed clinically as being mentally ill, 
though not necessarily the most important or .de- 
fining symptoms. The scale is probably not sensitive 
enough to be used as a case identifier, but is useful as a 
measure of mild psychological disturbances. 


Proposition one 

‘ Women will report more psychological symptoms 
than will men and this will be most marked for de- 
pression. This proposition is a straightforward 
extrapolation from the mental hospital admission 


TABLE VI 
The relationship between psychological symptoms in married women and husbands’ employment status 
Symptom Rating Test Scores 
N Total Anxiety Somatic Depression Inadequacy 
Husband employed 79 11.43 3.79 2.00 2.56 3.10 
Husband unemployed 8 19.50 6.38 3.40 5.73 4.00 
P* «0.01 «0.05 NS «0.01 NS 
* Based on t-test 
TABLE VII 
The effect of wife's employment status on psychological symptoms for married men and women, in families where the husband 
is in employment 
Symptom Rating Test Scores 
N Total Anxiety Somatic Depression Inadequacy 
Men 
Wife employed 59 7.24 2.15 1.25 1.90 1.93 
Wife not employed 31 8.42 2.58 1.61 2.07 2.16 
NS NS NS NS NS - 
Women 
At work 42 10.38 3.55 1.76 2.07 3.00 
Not at work 36 13.14 4.19 2.31 3.28 3.36 
p* «0.05 NS NS « 0.05 NS 
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statistics and numerous previous surveys, Our female 
respondents did in fact report more symptoms than 
did the male respondents but this was no. more true for 
symptoms of depression than for anxiety and in- 
adequacy. Only on the-somatic subscale was there no 
significant sex difference. This result is not entirely 
unexpected, for two reasons. First, although recent 
attention has mainly been focussed on sex differences 
in depression, it appears from the most recent 
statistics available that women also have very much 
higher rates of treatment for neuroses than do men, 
and this should be reflected in symptoms of anxiety 
and inadequacy. Second, the SRT subscales may be 
relatively insensitive: to different forms of psycho- 
neuroses in a non-clinical population, as was shown by 
correlations of +0.81 between the depression and 
anxiety subscales and +0.73 between the depression 
and inadequacy subscales. 


Propositions two and three 

Although mental hospital admissions je XO 
that marital status is a determinant of hospitalization 
for both sexes and that there is a strong interaction 
between marital status and sex, no evidence along 
these lines was- produced by this community survey. 
None of the SRT subscales showed any significant 
effect by marital status, alone or in combination with 
gex. It seems likely, therefore, that the reason married 
people are less likely to be admitted is because they 
have more social resources to fall back on rather than 
bécause they show fewer psychological symptoms. 
Marriage does, not necessarily. provide a protection 
from psychological disturbance, but may offer some 
people an alternative method of coping with problems. 
which is often unavailable to the unmarried. 

Although this explanation may go some way to 
resolving the apparent contradiction between the 
admission statistics and the survey results, it cannot, 
on its own, account.for our failure to find an inter- 
action between sex and marital status as predicted by 
proposition three. Here a more complex set of factors 
needs to be invoked. The unresolved-problem is that 
the more dramatic effect of marital status on men, 
illustrated by their hospital admission figures is not 
compatible with our survey results, which show that 
both married and unmarried: women have more 
symptoms than men either married or unmarried. If, 
as suggested previously, when a married person has 
psychological problems some of the burden of 
coping with these problems falls on the spouse, then it 
is likely that wives will care for husbands at home 
more often than the other way around. Tfis is 
because care giving is traditionally considered a 
feminine role and also because married men are more 
likely to be prevented by work commitments from 


giving support in a crisis than are married women. The 
wife of a man with problems will either not be working 
full time, or be more likely to give up employment if 
necessary, than will a husband with a disturbed wife. 
For a man in this position, giving up work will either 
be considered impossible or very much a last resort 
after hospitalization. Again, it appears possible that an 
important determinant of hospitalization is to be 
found in social definitions of appropriate responses. 

There is also a substantial body of evidence (e.g. 
Brown and Harris, 1978) that the nature and quality of 
the marital relationship is all-important in peych- 
ological terms, rather than the simple fact of being 
married. It may be that only certain kinds of marriage 
have a protective effect. As no assessment was made of 
the marital rélationship it was not possible to examine 
this proposition, but it remalns a viable alternative 
explanation for our failure to show any effect of 
marital status. 


Proposition four 

As has been suggested previously, women who 
worked outside the home reported fewer psych- 
ological symptoms than women who were not in paid 
employment. This tendency was most strongly evident 
on the depression subscale of the SRT. Only for 
inadequacy was the trend not statistically significant. 
There remains the question of the direction of 
causality, if any, but these results are certainly 
compatible with the suggestion of Brown and Harris 
(1978) and others that employment affords a pro- 
tection against depression for women In” much the 
same way as it does for men. 


Proposition five 

“It is equally true, however, that the extent of 
psychological symptoms reported by married women 
is influenced by their husband’s employment status. In 
fact the overall differences between the symptom levels 
of womed with employed and unemployed husbands 
were somewhat greater than the differences between 
working and non-working women. Again, this effect is 
most clearly marked on the depression scale. In this 
analysis only women whose husbands were seeking 
work are included, so the number involved is small 
(about ten per cent). It is perhaps not surprising that 
women should be affected by unemployment of their 
spouses, as this is likely to lead to material hardship 
and status decline even if the woman herself has a job. | 

No previous British study has reported the psych- 
ological consequences on another family member of 
the head of the household’s being unemployed, nor 
the relationship between a woman's employment 
status and her mental health. With the current high, 
and increasing, levels of unemployment it is obviously 
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important to look beyond the unemployed person 
himself for possible psychological sequelae. It would 
also be interesting, for example, to look at the con- 
sequences of parents’ unemployment on children. 


Proposition six 


The results in Table VH largely confirm the finding 
that paid employment offers a protection for married 
women (as opposed to all women—~proposition four), 
but the protection only operates for depression, at 
least as measured by the SRT. However the suggestion 
by Rosenfield that the husbands of working wives 
would suffer more symptoms was not borne out. In 
Britain, it appears that the employment status of a 
women has no significant impact on the psychological 
well-being of her husband. Husbands in non- 
traditional families in our survey had marginally, 
though not significantly, fewer symptoms than men 
whose wives did not work. It is possible of course that 
family structure and family income are confounded 
here, as families with two wage earners are likely to be 
better off than those relying on one income. As we did 
not find out family income from our respondents we 
were unable to control for this possibility. But it 
would in any case be a spurious control, as it would 
rule out a real difference in the situation of the two 
types of families. Although we confirm Rosenfield's 
finding that work is associated with fewer symptoms 
for married women there is certainly no evidence from 
our study that husbands are adversely affected when 
their wives go out to work. 

In general this study shows that employment, both 
for themselves and their husbands, is a stronger pre- 
dictor of psychological well-being for women than is 
marital status. The apparent marital status differ- 
ential is probably a result of numerous factors, other 
than psychological well-being, influencing mental 
hospital admission. 

These findings obviously flatly contradict Gove's 
theory, and are perhaps closer to the findings of Rad- 
loff (1975) and Brown and Harris (1978). Although 
Gove cites evidence from community surveys in the 
US supporting the existence of a real marital status 
difference in psychopathology these studies pre-date 
the changes in sex role definitions, the trends towards a 
less rigid division of labour in marriage and the fuller 
participation of married women in the labour force 
that have undoubtedly occurred in the last decade. 

It is still, however, true that many fewer women 
than men are in employment, and it is towards un- 
employment, rather than marital status, that we 
should be looking as a major determinant of sex 
differences in psychopathology. 
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Attempted Suicide in Young W omen: 
Correlates of Lethality 


ROBERT D. GOLDNEY 


Summary: One hundred and ten young women aged 18 to 30 years who had © 
attempted suicide by drug overdose were divided into three groups on the basis 
of the physical threat to life of their suicide attempt. Young women whose 
suicide attempts resulted in the greatest risk to life were more often unmarried or 

. not in a de facto relationship; reported little use of alcohol; had had recent 
contact with a psychlatrist; had taken more than 20 tablets or capsules, most 
often antidepressants ; and had a high degree of suicidal intent and hopelessness. 
Furthermore, there were trends for them to be of high socio-economic status; 
to have had less history of violence, both used and sustained; to more often 
demonstrate schizoid personality traits ; and to report less death anxiety. 


“Was it a serious suicidal attempt?” This ts 
a question immediately asked in every case by 
everybody who gets to know about the attempt". 

(Stengel, 1969) 


At least three broad issues appear to be addressed 
by this deceptively simple question. Does the term 
serious apply to the physical effects of a suicide 
attempt, or to the degree to which that person wished 
to die? Does it provide a guide to the future risk of 
suicide, and are there readily apparent differences, 
either of & demographic or psychopathological 
nature which distinguish patients who have made 
attempts of differing seriousness ? 

The influential work of Farberow (1950) and 
Stengel et al (1958) placed emphasis on the need to 
distinguish the seriousness of the physical con- 
sequences (medical lethality) of a suicide attempt from 
the actual wish to die (suicidal intent) component of 
the suicidal subject. Indeed, Farberow (1950) noted 
that the medical seriousness of an attempt was 
‘frequently . . . misleading’ in the assessment of 
suicidal subjects, and Stengel et al (1958), stated that 
‘clearly the degree of danger to life is not a reliable 
measure of seriousness of intent’. 

These views have been re-iterated by some authors 
(Birtchnell and Alarcon, 1971; Card, 1974; Beck et al, 
1975a), but there is also literature which suggests that 
medical lethality and suicidal intent may be more 
closely related (Schmidt et al, 1954; Weiss et al, 1961; 
Dorpat and Boswell, 1963; Heyse et al, 1969; Worden, 
1976; Pallis and Barraclough, 1977; Pallis and 


Sainsbury, 1976; Pierce, 1977). Certainly the issue 
does not appear to be as clear-cut as Farberow and 
Stengel et al suggested. 

Different results have emerged from studies 
examining the risk of future suicide in those who have 
made serious suicide attempts. Although Greer and 
Lee (1967) and Card (1974) found no relationship 
between medical lethality of a suicide attempt and 
subsequent suicide, Motto (1965), Weiss and Scott 
(1974), and Rosen (1976), who used combinations of 
medical lethality and suicidal intent, and Pallis and 
Barraclough (1977), who re-analysed Card’s data as 
well as presenting their own work, have recorded a 
greater rate of suicide in those who previously made 
serious suicide attempts. On balance it appears that 
there is a body of data accumulating which indicates 
that those who make suicide attempts of high medical 
lethality and/or suicidal intent have a greater risk of 
subsequent suicide than patients whose suicide 


. attempts are of low medical lethality and/or suicidal 


382 


intent. 

Notwithstanding the wide variation in medical 
lethality and suicidal intent recorded in suicidal 
subjects, and its probable relationship to subsequent 
suicide, few demographic or psychopathological 
differences have been reported between those whose 
suicide attempts have been of widely differing degrees 
of seriousness. There appears to be a consensus that 
the more serious (both in terms of medical lethality 
and suicidal intent) are older (Schmidt ef al, 1954; 
Graham and Hitchens, 1967; McHugh and Goodell, 
1971; Pierce, 1977) and that they have more psychiatric 
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illness (Schmidt et al, 1954; Dorpat and Boswell, 
1963; Graham and Hitchens, 1967; Sendbuchler et ai, 
1970; Rosen, 1970; McHugh and Goodell, 1971; 
Worden, 1976; Pierce, 1977). However, there have 
been reports which have been unable to define such 
differences: (Farberow,: 1950; Doroff, 1969; Heyse 
et al, 1969; Kinsinger, 1971; Fraser and Lawson, 
1975). 

- In reviewing work on these issues it Is apparent that 
there have been few studies of specific groups -of 
patients, and it is possible that differences have not 
emerged because of the heterogeneity of the suicidal 
subjects examined. The present study is confined to 
young women aged 18 to 30 years, the group which 
comprises the majority of those who attempt suicide 
(Kreitman, 1977). It distinguishes those whose 
suicide attempt has been life-threatening and neces- 
sitated resuscitation in an intensive care unit, from 
both those whose attempt has required cautionary 
observation, and those whose attempt has resulted in 
no physical risk to life. In addition to using a:stan- 
dardized instrument for assessing suicidal intent, this 
study reports the differences between the groups of 
differing medical lethality on the basis of 'HeOBIA pe 
and questionnaire data. 


i Method 
Subjects : 


' Attempted suicide was defined as the deliberate 
acute self-administration of a drug or poison with the 
intention of causing or risking death or harm, or in 
order to give the impræsion-of such intention. In 
doubtful cases,.the recorded opinion of the respon- 
sible clinician was accepted. Admissions to a large 
city general hospital intensive-care unit of women 18 to 
30 years who had attempted suicide comprised the 
group of high lethality. It is hospital policy to admit 
all patients who present having attempted suicide, 
and cach person is assessed physically by an intenstve- 
care unit registrar who determines whether the 
patient should be admitted to the intensive-care unit 
or to a general recovery ward. Subjects admitted to the 
general recovery ward were divided into two groups; 
those whose physical condition warranted some 


cautionary observation, and those whose physical. 


condition alone would not have necessitated admis- 
sion. This was done the basis a a retrospective 
examination of A ae three senior 
colleagues; the medical ome (a specialist 
physician) the specialist physician-anaesthetist 
attached to the intensive-care unit, and the senior 
registrar in clinical pharmacology. 

All but two subjects were seen: within forty-eight 
hours of resuscitation. One who had initlally refused 


cooperation and continually expressed suicidal 
ideation was transferred under certificate to a psych- 
iatric hospital, but completed asseasment five days 
later. Another patient initially absconded before 
assessment, but was seen seven days later, after she 
had responded to a telegram. During the intake 
period, two subjects died, one transsexual was 
excluded, three subjects were acutely schizophrenic 
and unable to complete the questionnaires; two were 
unable to communicate sufficiently because of a 
language barrier, two refused to cooperate, and a 
further two subjects were seen and discharged by a 
psychiatric registrar because of a breakdown in 
communication with the researcher. 

Patients were interviewed in comfortable, mius 
surroundings, and before data collection commenced, 
tests of cognitive function were administered. If 
confusion was evident, the interview was deferred. 
Vignettes of subjects representative of each group have 
been provided elsewhere (Goldney, 1979). 


Instruments 

General descriptive and demographic data were 
recorded in a manner similar to that employed at the 
Edinburgh reglonal poisoning treatment centre. 
Assessment of socio-economic status was made on the 
basis of a five tler system developed by Krupinski 
et al (1966) for use in Australia. A history of personal 
violence was assessed on the basis of responses to the 
question: “In the past five years have you been 
physically violent towards another person, or has 
anyone been physically violent towards you?’ Clinical 
diagnosis was made using the criteria of the inter- 
national classification of diseases. 

The degree of suicidal intent was meesured by the 
suicidal intent scale (Beck et al, 1974a). This consists 
of fifteen items, each rated on a three point scale, and 
allows both the circumstances of tbe suicide attempt, 
and the self-reported suicidal Intent, as well as a total 
suicidal intent score to be recorded. Depression was 
measured by the Levine-Pilowsky depression ques- 
tionnaire (Pilowsky e? al, 1969). Hopeleesness was 
assessed by the hopelessness scale (Beck er al, 1974), 
as there is evidence that this attribute may be more 
related to the lethality and intent of suicidal behaviour 
than is depression (Beck et al, 1975b; Wetzel et al, 
1980). The Death anxiety scale (Templer, 1970) was 
employed, as one is frequently met with comments by 
suicide attempters that they are too afraid of death to 
really try to kill themselves, and thus this attribute 
could be anticipated to differentiate those who have 
made suicide attempts of widely differing lethality. 
Questionnaires were administered in the order 
described, and were completed in the presence of the 
author, curing the assesament interview. 
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QR. Analysis | 


‘The statistical package for the social sciences 
(SPSS) was used for data analysis (Nie et al, 1975). 


Results 

Demographic data were available for 33 subjects of 
high lethality (H.L.), 54 of intermediate lethality 
(LL.) and 23 of low lethality (L.L.). The suicidal 
intent score of one subject of LL. was lost. There were 
highly significant differences in the suicidal intent 
scores between the groups of differing medical 
lethality (Table I). 

The mean age of subjects in each group was 
similar (H.L. = 22.7 years (S.D. 3.5), LL. = 22.4 
years (S.D. 3.4), L.L. = 23.2 years (S.D. 3.8)), and 
there was no significant correlation between age and 
scores of the suicidal intent scale (r, — .0308, (N — 
109), P = .375, n.s.). A similar proportion of each 
lethality group were migrants (H.L. — 6, LL. — 12, 
L.L. = 7) Subjects in the L.L. group were sig- 
nificantly more often married or living in a de facto 
relationship (Table 1D. No person who attempted 
suicide was assigned to the highest socio-economic 
group, but there was a trend for fewer of the L.L. 
group to be in socio-economic class II. This trend 
approached significance when those in class H in the 
L.L. group were compared with those in the two more 
lethal groups (corrected x? = 3.581, df = 1, P <.1). 

Patients in the H.L. group significantly more often 
took antidepressants than patients of lesser lethality. 
Although there was a trend for fewer of the L.L. 
subjects to take more than one drug/agent, this did 
not attain significance. The patient numbers in the 
analysis regarding the total number of tablets/ 
capsules ingested is less than for other analyses as 
those who took liquids have been excluded. There was 
a highly significant relationship between the number 


of tablets/capsules ingested and both the lethality of 
the suicide attempt and scores of the suicidal intent - 
scale (r, = .527, P. <.001). T 





of the principal drug ingested, with 20, 33 and 13 
subjects of the H.L., LL. and L.L. groups reporting 
that the drugs had been prescribed for them, and only — 
7, 8 and 3 of each group reporting that the drug had 
been prescribed for others. Significantly fewer 
patients in the H.L. group reported either that they 
used alcohol in general, or that they had taken alcohol 
immediately before or with their overdose. E 

The overwhelming majority of each lethality 
group reported their most recent contact with a 
helping agency to be with a medical practitioner 
(H.L. — 29, LL. — 50, L.L. — 21). Patients in the 
L.L. group had significantly more often had contact 
with that doctor in the 48 hours immediately before 
their overdose than had other subjects. There was 
also a significant difference between the groups in the 
nature of their medical contact, with more of the H.L. 
group having had recent psychiatric consultation 
(Table ID. 

There was no significant difference between the 
groups with regard to a history of previous psychiatric 
consultation (H.L. = 21, LL. = 24, L.L. = 12), 
previous attempted suicide (H.L. = 15, LL. = 27, 
L.L. = 6), drug abuse (H.L. = 9, LL. = 13, L.L. = 
5), family history of psychiatric treatment (H.L. — 11, 
LL. = 22, L.L. = 8), history of contact with suicide 
(H.L. = 12, LL. = 17, L.L. = 5) or attempted 
suicide (H.L. = 16, LL. = 29, L.L. = 12), and 
history of parental death (H.L. = 3, LL. = 7, 
L.L. — 2) or separation/divorce before the age of 
fifteen (H.L. = 6, LL. = 13, L.L. = 5). Subjects as a 
whole reported less history of having inflicted violence 
than of having sustained it, and there was a trend for 


TABLE I 
Suicidal intent scores of differing lethality groups 


H.L. LL. L.L. 
(01-33 (n-53) (n = 23) 





Intent-circumstances — 5.30 3.18 1.00 


Comparison 


Mann-Whitney Significance (P) © 
U 


Mean ranks (one tailed) x 


1142.5. |0P«.01 


HL v IL 51.6 38.4 
Mean (S.D.) (4.00 — (Q.50 . C95 IL v. LL 45.1 23.3 959.0 | P«.001 
- | z | HL v. LL 





659.5 P<. 


| 1236 122  HLvIL 53.5 33 02040  P<.005 — 
Mean (S.D.) (4.0) — Q.89 (1.4) IL v. LL 43.5 26.9 876.5 P«.000- 
~ | | HL v. LL 36.9 16.5 656.0 P«.00 
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Iricyclics help the depression, 
but what are they doing 
to the heart? 














| Am overdosage: | 

ES “ead I of the electrocardiogram taken on admission shows... 
um supraventricular tachycardia in the last three complexes of the 

+ tracing...preceded by nodal rhythm and two ventricular ectopic beats.” 
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While tricyclic antidepressants help relieve depression, they also 
have a number of unwanted side-effects and can be cardiotoxic even at 
therapeutic dosage.* Cardiac arrhythmia following tricyclic overdosage 
can be fatal? 4 

Norval is as effective as amitriptyline? but does not produce the 
adverse “tricyclic” cardiovascular effects. Therefore Norval may be 


given with confidence even to patients N i 


with pre-existing heart disease: 





«elieves depression but leaves the heart alone 
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Data distinguishing 





ng y lethality groups 







HL 69 7 






Civil state = 
Married/de facto 13 14 . 


ye eos 9 7.639,df = 2, P< .05 
Single/separated/divorced/widowed 20 2l 2 31... 2 8 13 . 
Socio-economic status 
I | m Fes "Y EM Um x 
H 7 5 9 8 — 3 
IH 10 10 15 17 9 7 5.619, df = 6, n.s. 
IV 6 6 10 10 $ 5 
V IE 10 12 20 19 49 8 
Class of drug ingested: 
Analgesic 2 5 10 9 4 4.332, df = 2, ns 
Minor tranquilliser 8 10 16 17 10 7 2.430, df — 2, n.s 
Major tranquilliser 3 3 6 4 — 2' + 
Barbiturate 6 3 2 4 1 2 -+ 
Other hypnotic 9 8 9 13 8 5 3.278, df — 2, n.s 
Antidepressant 14 6 6 10 I 5 17.094, df = 2, P < .001 
Other 11 12 23 19 5 8 3.158, df = 2, n.s 
More than one drug 16 13 21 21 5 8 4.128, df = 2, n.s 
No. of tablets ingested: | 
« 12 2 7 7 12 15 5 
13-20 4 8 18 14 6 6 
21-30 13 9 17 16 1 6 42.257, df = 6, P < .001 
> 30 10 5 9 9 — 5 | 
Use of alcohol . 
Use of alcohol with or before 
overdose: 5 li 19 17 11 7 7.224, df = 2, P « .05 
History of use of alcohol in general 8 15 30 | 25 12 10 8.559, df = 2, P < .02 
History of violence 
Violence inflicted 4 8 16 13 7 6 3.935, df = 2, n.s. 
Violence sustained 13 17 32 27 H 12 3.345, df = 2, n.s. 
Most recent medical contact: 
« 48 hours 8 7. 7 1 8 5 uu" 
2-28 days 15 17 27 27 14 12 10.764, df —-4,P «.05 ~ 
> 28 days 10 9 20 16 1 6 
Nature of recent medical contact: 
Psychiatric 12 7 8 12 4 5 6.839, df = 2, P < .05 
Other medical 17 22 42 38 17 16 
pM CMM DC ECC MN CO MM CM ECCE M CMM CM MM CMM M DM MC RCM DL CC C eee 


* Observed. 
** Expected on the basis of the null hypothesis that no difference existed between the three lethality groups. 
+ Insufficient numbers for analysis. 
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the H.L. group to report less history of violence, both 
inflicted and sustained (Table II). 

Neurotic depression was the most common clinical 
diagnosis, being made in equal proportions in the 
three groups (H.L. = 24, LL. = 34, L.L. = 14). 
There was a trend, which approached significance 
when the y? was partitioned, for patients in the L.L. 
group to be diagnosed as presenting a transient 
situational disturbance more often than patients in 
the groups of greater lethality (H.L. — 3, LL. — 11, 
L.L. = 8; corrected y? = 2.889, df = 1, P <.1). No 
patient in the L.L. group was given a schizophrenic, 
schizoaffective or anorexia nervosa diagnosis, whereas 
3and5inthe H.L. and LL. groups were schizophrenic, 
? and 3 respectively were schizo-affective and one in 
each of the H.L. and LL. groups was diagnosed as 
anorexia nervosa. Similar proportions of each group 
demonstrated obsessional (H.L. = 4, LL. = 3, 
L.L. — 2), hysterical (H.L. — 17, LL. — 25, L.L. — 
16) and sociopathic (H.L. = 4, LL. = 9, L.L. = 5) 
personality traits. However, there was a trend for 
there to be fewer patients with schizoid traits in the 
L.L. group (H.L. = 11, LL. = 14, L.L. = 2; cor- 
rected y? = 2,937, df = 1, P <.1). 

The questionnaire scores of the differing lethality 
groups are presented in Table HI. There was no 
significant difference between the scores of the 
depression questionnaire for the differing lethality 
groups, but there was a significant correlation with 
suicidal intent scores (r, = .3837, (n = 104), P <.001). 
Subjects in the H.L. group scored significantly higher 
on the hopelessness scale than did those in the L.L. 
group. There was also a significant correlation of 
hopelessness scores with suicidal intent scores (r, = 
.4403, (n = 103), P. <.001). When the correlations of 
depression and hopelessness with suicidal intent were 
partialled, controlling for hopelessness and depression 


respectively, the correlation of depression with 
suicidal intent (controlling for hopelessness) was no 
longer significant (r = .1605, (n = 103), P = .107, 
n.s.), whereas the correlation for hopelessness with 
suicidal intent (controlling for depression) remained 
significant (r = .2608, (n = 103) P <.01). (The 
Pearson correlation coefficient was used as the SPSS 
programme did not allow for partialling of non- 
parametric data). s 

There was no significant difference in scores on the 
death anxiety scale, but there was a significant, 
though weak, correlation with suicidal intent scores, 
with the negative correlation indicating a lesser death 
anxiety with higher suicidal intent (r, =  —.1803, 
(n = 103), P <.05). 


Discussion 

There was a highly significant difference in the 
degree of suicidal intent between the groups of differ- 
ing lethality. This was so both for the circumstances 
related to the suicide attempt and for the self-report 
components of the scale, as well as the total suicidal 
intent score. Thus this study does not support the 
views of Farberow (1950) and Stengel er al (1958) 
that the medical lethality of suicide attempts is mis- 
leading with regard to suicidal intent. Rather, it 
supports those studies which have noted that suicidal 
intent and medical lethality are more closely related 
(Schmidt et al, 1954; Weiss et al, 1961; Dorpat and 
Boswell, 1963; Heyse et al, 1969; Weisman and 
Worden, 1972; Pallis and Barraclough, 1977; Pallis 
and Sainsbury, 1976; Pierce, 1977). Although these 
findings indicate that such subjects are aware of their 
mixed suicidal wishes, and that these are translated 
into actions, the lethality of which can be said to 
approximate those feelings, the association is not 
perfect. Thus in the clinical situation the medical 


TABLE IH 
Questionnaire scores of differing lethality groups 








Mann-Whitney Significance 
U 





Questionnaire H.L. LL. L.L. Comparison Mean ranks (one tailed) 
Depression 9.85 9.60 9.10 HL v. IL 43.3 41.1 868.5 n.s. 
(n = 104) IL v. LL 36.7 34.4 358.0 n.s. 
Mean (S.D.) (5.14) (4.40) (3.91) HL v. LL 28.8 25.4 391.0 ns. 
Hopelessness 10.58 9.46 7.40 HL v. IL 45.0 40.0 925.0 n.s. 
(n — 103) IL v. LL 37.8 29.9 612.5 nS. 

Mean (S.D.) (5.91) (5.41) (4.81) HL v. LL 30.0 22.0 430.5 P < .05 
Death anxiety 6.88 7.48 7.80 HL v. IL 39.8 43.4 752.5 n.s. 
(n = 103) IL v. LL 34.9 36.9 472.5 n.s. 
Mean (S.D.) (2.80) (2.90) (3.19) HL v. LL 25.5. 29.5 280.0 n.s. 
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lethality should be considered no more than a useful 
guide to the degree of suicidal intent. 

Although the subjects were all aged 18 to 30 years 
it was unexpected that there should have been. no 


difference in age between the groups of differing- 
lethality. Previous studies have suggested that the . 
suicide attempt increases with age 


lethality of a 
(Weiss et al, 1961; Motto, 1965; Graham and Hit- 
chens, 1967; Rosen, 1970), and it is a general clinical 
belief that the younger age group, particularly young 
women, are more prone to make suicide attempts of 
low lethality. Consistent with the work of Pierce (1977) 
there was no correlation between age and scores of 
the suicidal intent scale. This lack of association 
between age and both lethality and intent suggests 
that the age range of this population is too restricted ; 
that differing age within the limits of 18 to 30 does not 
influence lethality and intent; or that intervening 
variables, such as physical illness, are not yet suffi- 
ciently manifest in this age group to be reflected by 
differing degrees of lethality and intent. 

The trend for fewer subjects of the L.L. group to be 
in the higher socio-economic classes is in accord with 
the reports of Sendbuehler et a/, (1970) and Rosen 
(1970). Such a finding is consistent with the suggestion 
that suicide attempts of low lethality have more of a 
communication component, as the lesser verbal 
facility of those in the lower socio-economic classes 
(Brandis and Henderson, 1970) may predispose them 
to communicate in this manner. 

Significantly more subiects of the L.L. group were 
either married or in a de facto relationship. Weiss et al 
(1961) and Leon et al (1972) found no association, 
and Rosen (1970) reported more single subjects in his 
‘non-serious’ group. However, age and civil status are 
closely related, and may account for those findings, 
particularly as the ‘non-serious’ group in the study of 
Rosen (1970) were younger, and therefore more 
likely to be single. In subiects of comparable age, as in 
this study, the finding that subiects in the L.L. group 
were more likely to be married or in a de facto 
relationship is both in keeping with the importance of 
the communication component which has been 
postulated in such minimally lethal acts, and also 
with the role that isolation appears to play in more 
serious suicide attempts. 

The numbers of individual drugs was small, and 
the only statistically significant finding was for 
subjects of the H.L. group to have more often taken 
antidepressants than those in the groups of lesser 
lethality. This may reflect the admission policy to 
the intensive-care unit and the caution regarding the 
cardiotoxic effects of tricyclic antidepressants, or it 
may indicate that doctors have perceived more 
severe depression, and have prescribed antidepressants 


= suicidal behaviour is complex. The H.L. 


more readily in those subjects who subsequently make 


the most lethal suicide attempts. Sixty per cent of 


subjects used medication prescribed for themselves by 


a medical practitioner, and a further 16 per cent used 
drugs prescribed for others, with the proportions 
being similar in each lethality group. In so far as 
taking another person's drugs can be considered an 
act of communication, it is of interest that there was 
no preponderance of this in the L.L. group. 

"There was a highly significant relationship between 
the total number of tablets/capsules ingested and both 
the lethality of the suicide attempt, and scores of the 
suicidal intent scale, indicating that the number of 
tablets/capsules taken is a useful and simple guide in 
the assessment of suicidal subjects. Thus, only one 
subject in the L.L. group took more than 20 tablets, 
and two subjects in the H.L. group took 12 or less 
tablets. This suggests that there is a grey area, of 
between 12 and 20 tablets, above and below which 
both the suicidal intent and medical lethality of an 
attempt can be reliably estimated. 

The relationship between the use of alcohol and 
group 
reported significantly less use of alcohol, both in 
general, and with or immediately prior to their 
suicide attempt. Although such a finding may be 
unexpected, in the sense that there appears to be a 
clear relationship between suicide and alcohol, and 
many of those in the H.L. group would have died but 
for resuscitation, there have been previous similar 
observations (Schmidt er a/, 1954; Pierce, 1977). 
There are several possible explanations. Those who 
survive potentially lethal overdoses may owe their 
very survival to not having ingested alcohol as well 
as drugs; those whose attempts are of lesser lethality, 
with lesser suicidal intent, may be 'treating' their 
difficulties with alcohol; or the use of alcohol may be 
related to other more enduring traits. Thus, those who 
use alcohol may communicate more, and have a 
greater component of communication in their attempt, 
whereas those who do not use alcohol may be more 
inhibited, and communicate less. It is also possible 
that alcohol may have ameliorated suicidal wishes 
and the subsequent lethality of the suicide attempt for 
these subjects. These postulations are highly specu- 
lative, but their elucidation would appear to be a 
matter of some concern, as it has been noted that 
there is an increasing use of alcohol by young women 
who have attempted suicide (Kreitman, 1977). 

The overwhelming majority of subjects, and in 
equal proportions in each group, reported their most 
recent contact with a 'helping agency' to be with a 
medical practitioner. There was a significant difference 
between the groups of differing lethality JJ Amthe.. 
timing of that contact. Those in the L.L. g S2 had » g^ $ 
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made significantly more recent contact, and this was 
most marked when considering their greater contact 
in the 48 hours prior to the overdose. This greater 
recent contact of the L.L. group is consistent with the 
component of communication attributed to these 
subjects, but suggests that the nature of the contact 
was not such as to prevent suicidal behaviour. When 
the nature of the medical contact was examined, 
significantly more of the H.L. group had had a recent 
psychiatric consultation. This suggests that the 
psychiatric services are fulfilling their role in seeing 
patients with the potential for suicide attempts of 
high lethality, or that they may be contributing in 
some way to the lethality of attempts, perhaps by the 
provision of lethal drugs such as antidepressants. At 
the very least, such psychiatric contact has not 
prevented potentially lethal suicide attempts. These 
results suggest that this is an important area for 
primary prevention, and that further research into the 
optimal management of potentially suicidal patients is 
required. 

There was no significant difference between the 
groups of differing lethality on the basis of previous 
psychiatric consultation, previous attempted suicide, 
history of drug abuse, family history of psychiatric 
treatment or history of contact with persons who had 
either attempted or committed suicide. However, 
there was a trend for subjects of the H.L. group to 
report less violence, both inflicted on others and 
sustained by themselves. This is consistent with 
Murthy's (1969) report that serious suicide attempters 
were more intro-punitive in the direction of their 
hostility, and with the clinical observation of 'inhibited 
aggression’ which Ringel (1973) has noted before 
completed suicide. 

Differing diagnostic practices make comparison 
with previous work difficult. In this study a distinction 
was made between psychiatric illness and abnorm- 
alities of personality. Thus subjects who were given 
the primary illness diagnosis of 'transient situational 
disturbance’ probably appear in other studies as 
either ‘no diagnosis’ or as ‘personality disorders’. 
No subject in the L.L. group was given the diagnosis 
of schizophrenia, schizo-affective disorder or anorexia 
nervosa, and there was a trend, which approached 
significance, for patients in the L.L. group to be 
diagnosed more often as presenting a transient 
situational disturbance. These trends are in accord 
with earlier work which has noted a greater degree of 
psychiatric illness in persons who make suicide 
attempts of high lethality (Schmidt et al, 1954; Dorpat 
and Boswell, 1963; Graham and Hitchens, 1967; 
Sendbeuhler ef al, 1970; Rosen, 1970), but the fact 
that the trends did not attain significance suggests 
that it would be unwise to assume that suicide 


attempts of low lethality will necessarily have low 
psychological morbidity. The only personality diag- 
nosis which tended to distinguish the groups of 
differing lethality was the schizoid personality, with 
fewer of the L.L. group exhibiting this trait. In so far 
as persons with schizoid personality traits have 
difficulty in communicating with others, it is not 
unexpected that the L.L. group should have fewer 
persons exhibiting this trait. 

There was no significant difference in either the 
clinical diagnosis of depression or depression question- 
naire scores between the groups of differing lethality. 
These results are consistent with those studies using a 
comparable research design (Birtchnell and Alarcon, 
1971; Pallis and Birtchnell, 1976). 

There was a significant difference between the H.L. 
and L.L. groups in scores of the hopelessness scale. 
Similarly, there was a high degree of correlation 
between scores of the hopelessness scale and those of 
the suicidal intent scale, a finding in accord with 
previous work (Beck et al, 1975b; Wetzel et al, 1980). 
Beck et al (1975b) placed particular emphasis on 
hopelessness in the assessment and management of 
suicidal subjects, and believe it to be more closely 
related to suicidal intent than depression. In the 
present study, although there were non-significant 
differences in depression scores between the groups of 
differing lethality, there was a significant correlation 
of depression scores with suicidal intent. However, 
this correlation did not remain significant when it was 
partialled, controlling for hopelessness. On the other 
hand, when the significant correlation of hopelessness 
with suicidal intent was partialled, controlling for 
depression, it remained significant. Thus, notwith- 
standing the difficulties of delineating hopelessness 
from depression, the present study adds weight to the 
suggestion of Beck ef al (1975b) that hopelessness in 
particular should be focussed upon in the management 
of suicidal subjects. 

Although, as had been anticipated, subjects of the 
H.L. group expressed less death anxiety than those of 
the LL. and L.L. groups, the differences in scores did 
not attain statistical significance. It is of note that 
Tarter et al (1974) reported a weak significant corre- 
lation between death anxiety and the potential for 
rescue component of a risk-rescue rating scale, a 
component which appears analogous to the suicidal 
intent scale. In the present study there was a sig- 
nificant, though weak negative correlation with 
suicidal intent scores, indicating less death anxiety 
with greater suicidal intent. The degree of the corre- 
lation is such that in the clinical situation it would be 
unwise to accept the comment of a patient that he or 
she was too afraid of death to commit suicide as 
either indicative of a markedly reduced suicidal intent, 
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or of suggesting that if a suicide attempt were to occur 
that it would be of minimal risk to life. 


Conclusion 


These results indicate that for young women aged En 
18-30 years who have attempted suicide by drug 
overdose there is a close relationship between the 


seriousness of the medical lethality of their attempts 
and the seriousness of their suicidal intent. This 
suggests that the medical risk to life provides a guide 
to the suicidal intent for such subjects, and indicates 
that it is not misleading as has been previously 
suggested. 

The differences between the groups of differing 
lethality are consistent with certain broad generaliz- 
ations. Thus the significantly greater frequency of 
marriage (or de facto relationship), and the more 
frequent contact with a medical practitioner in the 
48 hours before the suicide attempt by the L.L. group, 
and less general use of alcohol by the H.L. group; 
as well as the trends for the L.L. group to less often 
demonstrate schizoid personality traits, and to be of 
lower socio-economic status, and the H.L. group to 
have had less experience of violence, could all be 
associated with a greater communication component 
in the attempters of low lethality. 

There was equivocal evidence of greater psychiatric 
morbidity in the H.L. group. They had significantly 
more often had recent psychiatric contact than those 
of the other lethality groups, no subject in the L.L. 
group was diagnosed as having a schizophrenic, 
schizo-affective or anorexia nervosa illness, and there 
was a trend for those in the L.L. group to be more 
frequently diagnosed as having a transient situational 
disturbance. However, none of the diagnostic differ- 
ences attained significance, indicating that in the 
clinical situation it would be unwise to assume that 
subjects who have made a suicide attempt with 
negligible risk to life necessarily have minimal 
psychiatric morbidity. The hopelessness score was 
significantly greater in the H.L. group, thus supporting 
the contention that this attribute may be of special 
importance in suicidal behaviour. 

Although distinguishing features have emerged 
between these groups of differing lethality, our 
knowledge of the factors which may be responsible 
for these is incomplete. Indeed, the paucity of differ- 
ences between those subjects who nearly die in their 
suicide attempt and those who make what are fre- 
quently dismissed as 'suicide gestures' indicates that 
Kreitman (1979) is correct in asserting "that we 
know less than we usually imagine". There is certainly 
a need for further delineation of particular groups of 
suicidal patients, and until we are able to distinguish 
them more clearly, the suggestion of Shneidman (1976) 


that suicide attempts, “whatever their lethality, ought 


to be taken seriously", should be adhered to in the 


Clinical situation. 


ae _ Acknowledgements 
The assistance of the National Health and Medical 


Research Council, who provided initial funding, and the 


Research Review Committee, in conjunction with the 
visiting physicians, who allowed the assessment of patients 
at the. Royal Adelaide Hospital, is acknowledged. Acknow- 
ledgement is also made of the contribution of Drs B. 
Kearney, R. Penhall and L. Worthley, whose decisions 
permitted allocation of subjects to the intermediate and 
low lethality groups, and of Professor I. Pilowsky, who 
provided assistance throughout this study. 


References 


Beck, A. T., Becx, R. & Kovacs, M. (1975a) Classification 
of suicidal behaviours: I. Quantifying intent and 
medical lethality. American Journal of Psychiatry, 132, 
285-7. 

— — Kovacs, M. & Weisman, A. (1975b) Hopelessness 
and suicidal behaviour: An overview. Journal of the 
American Medical Association, 234, 1146-9. 

—— SCHUYLER, D. & HERMAN, I. (1974a) Development of 
suicidal intent scales. In The Prediction of Suicide 
(eds. A. T. Beck, H. L. P. Resnick and D. J. Lettieri). 
Bowie: Charles Press. 

—— — WEISMAN, A., LESTER, D. & TREXLER, L, (1974b) 
The measurement of pessimism: The hopelessness 
scale. Journal of Consulting and Clinical Psychology, 
42, 861-5. 

BIRTCHNELL, J. & ALARCON, J. (1971) Depression and 
attempted suicide: A study of 91 cases seen in a 
casualty department. British Journal of Psychiatry, 118, 
289-96. 

BRANDIS, W. & HENDERSON, 
Language and Communication. London: 
and Kegan Paul. 

CARD, J. J. (1974) Lethality of suicidal methods and 
suicide risk: Two distinct concepts. Omega, 5, 37-45. 

Dororr, D. (1969) Attempted and gestured suicide in 
adolescent girls. Dissertation Abstracts International, 
27B, 2631. 

DonPar, T. L. & BoswetL, J. W. (1963) An evaluation of 
suicidal intent in suicide attempts. Comprehensive 
Psychiatry, 4, 117-25. 

FARBEROW, N. L. (1950) Personality patterns of suicidal 
mental hospital patients. Genetic Psychology Mono- 
graphs, 42, 3-79. 

Fraser, D. M. & Lawson, A. A. H. (1975) Acute poisoning 
in young women 1965-73. Health Bulletin, 33, 97-101. 

GoLDbNEY, R. D. (1979) Attempted Suicide: Correlates of 
Lethality. M.D. Thesis, University of Adelaide, 

GRAHAM, J. D. P. & Hircuens, R. A. N. (1967) Acute 
poisoning and its prevention. British Journal of 
Preventive and Social Medicine, 21, 108-14. 

Greer, S. & Lee, H. A. (1967) Subsequent progress of 
potentially lethal attempted suicides. Acta Psychiatrica 
Scandinavica, 43, 361-71. 


D. (1970) Social Class, 
Routledge 





390 ATTEMPTED SUICIDE IN YOUNG WOMEN 


Heyse, H., Kockorr, G. & FurRLEIN, W. (1969) The 
serious suicide attempt: A biometric investigation of 
100 patients. In The Proceedings of the 5th International 
Conference of Suicide Prevention (ed. R. Fox). 

KINSINGER, J. R. (1971) The relationship between lethality 
of suicidal intentions and assertive, aggressive and 
hostile traits. Dissertation Abstracts International, 
31 (12-B), 7600. 

KREITMAN, N. (1977) Parasuicide. London: Wiley and 
Sons. 

— — (1979) Preventive enthusiasm and scientific caution. 
Paper presented at the 10th International Congress for 
Suicide Prevention and Crisis Intervention, Ottawa, 
17-20 June. 

KRUPINSKI, J., STOLLER, A. & BaikKIE, A. G. (1966) A 
social profile of Heyfield, Victoria. The Australian and 
New Zealand Journal of Sociology, 2, 110—115. 

Leon, C. A., PERDOMO, R., MARTINEZ, F. & Carrrey, B. 
(1972) Psychological characteristics of frustrated 
suicides. Social Psychiatry, 7, 82-9. 

McHuau, P. R. & GoopELL, H. (1971) Suicidal behaviour: 
A distinction in patients with sedative poisoning seen 
in a general hospital. Archives of General Psychiatry, 
25, 456-64. 

Morro, J. A. (1965) Suicide attempts. A longitudinal view. 
Archives of General Psychiatry, 13, 516-20. 

Murray, V. N. (1969) Personality and the nature of 
suicidal attempts. British Journal of Psychiatry, 115, 
791-8. 

Nie, N, H., HuLL, C. H., Jenkins, J. G., STEINBRENNER, K. 
& Bent, D. H. (1975) Statistical Package for the 
Social Sciences (S.P.S.S.), second edition. New York: 
McGraw-Hill. 

PaLLiS, D. J. & BARRACLOUGH, B. M. (1977) Seriousness of 
suicide attempt and future risk of suicide: A comment 
on Card's paper. Omega, 8, 141-9. 

— — & BIRTCHNELL, J. (1976) Personality and suicidal 
history in psychiatric patients. Journal of Clinical 
Psychology, 32, 246-53. 

a & SAINSBURY, P. (1976) The value of assessing intent 
in attempted suicide. Psychological Medicine, 6, 487— 
92. 

Perce, D. W. (1977) Suicidal intent in self-injury. British 
Journal of Psychiatry, 130, 377-85. 

PiLOwskvy, L, Levine, S. & BouLTON, D. M. (1969) The 
classification of depression by numerical taxonomy. 
British Journal of Psychiatry, 115, 937-45. 


RiNGEL, E. (1973) The pre-suicidal syndrome. Psychiatria 
Fennica., 209-11. 

Rosen, D. H. (1970) The serious suicide attempt: 
Epidemiological and follow-up study of 886 patients. 
American Journal of Psychiatry, 127, 764—70. 

— — (1976) The serious suicide attempt. Five year follow- 
up study of 886 patients. Journal of the American 
Medical Association, 235, 2105-9. 

SCHMIDT, E. H., O'NEAL, P. & Ropins, E. (1954) Evalua- 
tion of suicide attempts as guide to therapy. Journal 
of the American Medical Association, 188, 549-57, 

SENDBUEHLER, J. M., BLAND, A. & Nemetu, G. (1970) 
Attempted suicide. Diseases of the Nervous System, 
31, 59-68. 

SHNEIDMAN, E. S. (1976) Introduction: Current over-view 
of suicide. In Suicidology: Contemporary Developments 
(eds. E. S. Shneidman and M. Greenblatt). New York: 
Grune & Stratton. 

STENGEL, E. (1969) Suicide and Attempted Suicide. (Revised 
edition). Harmondsworth: Penguin Books Ltd. 

— — Cook, N. G. & Kreecer, I. (1958) Attempted Suicide: 
Its Social Significance and Effects. Maudsley Mono- 
graph No. 4. London: Oxford University Press. 

Tarter, R., TEMPLER, D. I. & Perey, R. L. (1974) 
Death anxiety in suicide attempters. Psychological 
Reports, 34, 8957. 

TEMPLER, D. L (1970) The construction and validation of a 
death anxiety scale. The Journal of General Psychology, 
82, 165-77. 

WEISMAN, A. D. & Worpen, J. W. (1972) Risk-rescue 
rating in suicide assessment. Archives of General 
Psychiatry, 26, 553-60. 

Wess, J. M. A., Nunnez, N. & Scuam, K. W. (1961) 
Quantification of certain trends in attempted suicide. 
In The Proceedings of the Third World Congress of 
Psychiatry, pp 1236-1240. Montreal. 

-— & ScoTr, K. F. (1974) Suicide attempters ten years 
later. Comprehensive Psychiatry, 15, 165-71. 

WTZEL, R. D., Marcus, T., Davis, R. & KARAM, E. 
(1980) Hopelessness, depression and suicide intent. 
Journal of Clinical Psychiatry, 41, 159-60. 

WORDEN, J. W. (1976) Lethality factors and the suicide 
attempt. In Suicidology: Contemporary Developments 
(eds. E. S. Shneidman and M. Greenblatt). New York: 
Grune and Stratton. 


Robert D. Goldney, M.D, E.FR.A.N.Z.C.P., M.R.C.Psych., Senior Lecturer in Psychiatry, Department of Psychiatry, 


University of Adelaide, Adelaide, 5001, South Australia 


(Received 23 December 1980; revised 27 April 1981) 


Brit. J. Psychiat. (1981), 139, 391-396 






The Predictive Validat 
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n of a Suicide Intent Scale: 
Year Follow-up 


DAVID W. PIERCE 


summary: Five hundred patients who had completed a suicide intent scale 
after self injury were followed up over five years. Seven definite and six doubtful 
suicides occurred. The future suicides tended to have high scores on the scale for 
their original self injury episodes and had very high scores for the penultimate 
self injury before suicide. Discussion centres on the small number of suicides 
ascertained and on the use of the scale as a suicide predictor. A group of very 
high risk patients was identified by repeated use of the scale, and the suggestion 
is made that the scale might be used as part of a suicide prevention programme. 


Recognition that patients who injure themselves by 
self poisoning or by other means and survive do not 
willingly or accurately reveal their true suicidal in- 
tention as a result of direct questioning has led to the 
development of more oblique methods of assessment. 
One such way of assessing intent uses a suicide intent 
scale (Beck et al, 1974), which is a series of scored 
questions dealing both with the circumstances sur- 
rounding a suicidal act and with the patient’s self 
report of his state of mind at the time. This scale was 
used by Pallis and Sainsbury (1976) to show that high 
intent self injury patients tended to resemble suicides 
in that they suffered a serious risk to life, they scored 
highly on a predictive suicide risk scale based on 
demographic and clinical items (Tuckman and 
Youngman, 1968), and finally they showed a higher 
incidence of the clinical features of depression than 
did low intent patients. 

The Beck scale was later modified by reducing and 
modifying self report items, and adding two items 
dealing with the medical risk of the self injury. This 
resulting IS (Intent Score) scale, which was closely 
correlated with the Beck scale, was investigated in 
detail, found to be reliable, and was also shown to be 
related to a number of clinical variables themselves 
connected with the incidence of suicide (Pierce, 1977). 
Thus the circumstances score was high in men, in 
older patients and in the physically ill, while self 
report scores were high among patients with a 
history of psychiatric treatment or of previous self 
injury. 

These positive relationships comprise one form of 
validation of the scale, but the chief purpose behind 
the scale’s development has been to enable the 
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clinician to identify the self poisoners and other 
‘parasuicides’ who are likely to commit suicide in the 
future. By far the most important kind of validation 
for the scale is therefore predictive. This study deals 
with an attempt to demonstrate the predictive validity 
of the IS scale by following up a group of suicide 
attempters with known scale scores for a five year 
period and relating those scores to the occurrence of 
suicide. 


Method 


Five hundred consecutive cases of self injury seen at 
a district general hospital during 1973-74 were inter- 
viewed as soon as their condition allowed. The great 
majority (94 per cent) were self poisoners. An IS score 
was recorded for each patient. 

The distribution of the scores was very much skewed 
towards the lower end, and patients could be con- 
veniently divided into low intent cases (numbering 125 
or 25 per cent of the total) who scored between 0 and 3, 
medium intent cases (numbering 244 or roughly 50 per 
cent) scoring between 4 and 10, and finally high intent 
cases (numbering 131 or again roughly 25 per cent) 
who scored 11 or over. The range of scores was 0 to 21. 

After the score had been recorded the patients all 
underwent a routine psychiatric interview at which a 
decision was made about future management. As 
expected from similar studies, most of the patients 
returned home when they had recovered from the 
effects of what they had taken and were referred 
either to their general practitioners or to the social 
services. Those patients needing psychiatric treatment 
were dealt with by the normal services and no special 
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suicide prevention scheme was set up as part of the 
study. 

During the follow up period 108 patients (21 per 
cent) repeated their self harming behaviour and IS 
scores were recorded for all these episodes if the 
patient was admitted to the same hospital. A survey 
after two years showed that only about 5 per cent of 
repeat episodes were being dealt with at other hos- 
pitals. The IS scores for the original index episode, and 
for repeat episodes including the penultimate one 
before a successful suicide, were used in determining 
the predictive validity of the scale. 

Information concerning the death of any patient 
was obtained from a number of sources. Several 
patients died in local hospitals after being admitted for 
long term care, and in these cases information was 
passed directly to the author. All post mortem examin- 
ations from the catchment area of the hospital were 
undertaken at the hospital itself and these were 
scrutinized. Notes of local inquests were obtained and 
lists of deceased patients sent routinely to the local 
community physician were examined. In addition a 
two year interview follow up of nearly 200 cases was 
undertaken by a social worker as part of a project on 
repetition of self injury. 

At the end of five years a postal survey was carried 
out to trace all patients other than those still in con- 
tact with the local psychiatric services and those who 
were known to have died—a total of 110. This 
produced a response of 213 (55 per cent) out of 390 
patients. One hundred and twenty-two of the re- 
maining 45 per cent were found through the local 
Family Practitioner Committee, leaving 55 cases 
untraced. A search was made of death certificates at 
the OPCS to establish whether any of these patients 
had died. In all cases where death was confirmed it 
proved possible to determine the cause either from 
post mortem reports, death certificates, or from the 
coroner's verdict if the death had been the subject of 
an inquest. Wherever death had occurred from other 
than natural causes enquiries were made to discover 
whether any self poisoning or other self injury had 
taken place before death even if this was not given as 
the major cause of death. An estimate was then made 
of the likelihood that the death had been suicidal even 
if a formal verdict of suicide had not been recorded. 

Six cases fell into the category of 'doubtful but 
likely’ suicides. There were two cases recorded as 
death by misadventure. One involved a patient who 
died after jumping from a high window in a psych- 
iatric hospital. He had a history of brain damage and 
it is probable that his actions were impulsive and 
genuinely suicidal. The IS score for his original 
episode was 5, within the medium range. The other 
patient was a middle aged man whose identical twin 


brother had committed suicide five years previously. 
He died after taking a relatively small quantity of 
drugs with excess alcohol. He had on many occasions 
expressed determined suicidal ideas to join his twin. 
His original score however was zero, although he was 
given a score of 7, in the medium range, for his 
penultimate attempt. 

Two inquests led to verdicts of accidental . death 
although more than the therapeutic dose of a drug had 
been swallowed shortly before death. Both these male 
patients had received extensive psychiatric treatment ; 
had certainly threatened suicide in the past and had a 
history of impulsive behaviour and alcohol abuse. The 
index episode scores for these patients were 14 and 10. 

Finally there were two cases in which death was 
recorded at inquest as due to natural causes but the 
ingestion of a drug was mentioned as a contributing 
cause of death. Moreover there was evidence that 
more than a therapeutic dose had been taken shortly 
before death. Both these patients had been treated for 
depression and their original IS scores were 19 and 5. 


Results 
These are given first for legally defined suicides, that 
is for deaths recorded as suicide at inquest. A second 
group of results is then described dealing with the 
likely suicides. 


Legally defined suicides 

The number recorded during the five year follow up 
was only seven out of the original 500 cases. Only one 
of the seven was a woman and the mean age of the 
patients at the time of death was 40. This number is 
much smaller than that reported in many other 
studies, and the result will therefore be discussed in 
detail below. The clinical and social details of the 
suicides are listed in Table I. 

The mean IS score for the index self injury episode 
during 1973~74 was 10.29 + 5.44 for these patients who 
later killed themselves. This compares with a mean 
score of 7.49+4.9 for the original 500 consecutive 
cases. These means are not significantly different 
although the trend is clear for future suicides to obtain 
high scores. The IS score for one episode cannot 
therefore be regarded as a clear indicator of later 
behaviour for the individual patient. The calculations 
were of course appreciably affected by the unexpec- 
tedly low number of suicides. 

Four of the suicides repeated their self injuring 
behaviour a number of times before they ended their 
lives. The mean IS score for the penultimate episodes 
was 13.57 + 4.12, which was significantly different from 
the mean of the 500 cases at a level of P <0.001 (t = 
3.28). The mean score for all the self harm episodes of 
the eventual suicides during the five year follow up was 







Clinical and social details of legal su ides at time of index self injury 
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Civil Social | Physical ^ Previous Previous Alcohol 
state solatii . health - treatment —selfinjury problem 
1 38 M M "No. Good No 1 No 
2 24 M S No- Good No 3 No 
3 49 F M No Good Yes 4 No 
4 26 M M No Good No i Yes 
5 27 M M No Poor Yes. l Yes 
6 65 M W Yes Good No 0 Yes 
7 33 M M No Good Yes 0 No 


TABLE II 
Intent scale scores for legal suicides 


Scores for repeat episodes 


Score for index self 


UT - Mean for 


total number of 


Case number injury 1973-4 First Second Third Fourth episodes in five years 
l 8 — — — -— 8 
2 15 — — — — 15 
3 19 6 18 — 15.5 
4 2 12 — — 10.7 
5 8 14 — — 11 
6 10 — — — — 10 
T 10 10 14 10 11 11 


almost as high at 12.4+5. All the IS scores for 
episodes during follow up are listed in Table II. No 
score for a penultimate episode lay within the low 
intent range. 

The mean number of self injury episodes for these 
patients, including the index episodes, was 2.15 over 
the five years. As four of the suicides had a history of 
self injury before entry into the study the mean 
number of episodes during life was 2.85. 


Likely suicides 


All the IS scores for the self injuries of the doubtful 
suicides are listed in Table III. The mean IS score for 
the index self injury was 9.62 + 5.94, while the mean 
score for their penultimate episodes was 11.23 + 5.59. 
This penultimate mean was significantly higher than 
the mean for the 500 consecutive cases, which was 
7.49 £ 4.9 (t = 2.75, P <0.01). There was a consistent 
but non significant tendency for the doubtful cases to 
have lower scores than the legally defined suicides. 

In view of the small number of suicides, suicide 
rates were calculated for the combined group of 
legally defined and doubtful cases. The suicide rate for 
the low intent cases identified among the 500 consecu- 
tive patients in 1973-74 was 0.8 per cent per five years 


TABLE HI 
Intent scale scores for doubtful suicides 


LN RC Srt CCN pem domat emere Na t aA rU is 





Score for index ^ Scores for repeat episodes 
Case self injury 

number 1973-4 First Second Third 

1 5 = E " 

2 0 P T Pa 

3 14 - - -= 

4 19 s = a 

3 10 0 7 5 

6 5 l 2 - 





while the rate for the medium and high intent groups 
combined was 2.9 per cent per five years or 0.64 per 
cent per annum. — 

During the five year follow up regular use of the. 
scale identified a small group of patients who made 
repeated high intent suicide attempts. Out of this 
group of eighteen there were three (17 per cent) who 
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committed suicide during the study. This rate is very 
significantly higher than the rates for the other 
patients (P. 0.001). They had penultimate IS scores 
of 18, 18 and 11. This result showed the ability of the 
scale to identify a group of patients with a very high 
suicide rate and the practical implications of this 
finding are discussed below. 


Discussion 


It is necessary first to comment on the small number 
of suicides ascertained during the follow-up. The 
legally defined suicides amounted to only seven 
patients and this number increased only to 13 by 
adding all doubtful cases. This led to a maximum 
suicide rate of 0.52 per cent per annum for the 500 
cases, a much lower figure than has been found in 
many other comparable studies including some car- 
ried out in this country (see Table IV). 

There are several possible explanations for this 
result. The first one is that it was simply due to a 
failure to ascertain some suicides. This cannot be 
supported in view of the very extensive search through 
death certificate files for all cases which had not been 
traced by other means. Some patients might have left 
the area and subsequently died, but this seems un- 
likely as the area in which the study was carried out is 
not one of high social mobility. 

Next it was considered that some deaths among the 
500 cases might have been 'hidden suicides' reported 
for instance as being due to accidents. The maximum 
number of deaths in this category was however only 3 
and there was no evidence suggesting suicide in the 
coroners' reports. 

If the low suicide rate for these self injury case is 
real it is important to clarify the reasons for this 
finding. One of the more optimistic explanations could 
be that the low rate was caused by the successful 
intervention. of the psychiatric services after the 
original episode. Unfortunately there is no firm 
evidence to support this argument. Four of the legal 
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suicides and the two patients who died by mis- 
adventure were in fact under psychiatric care when 
they killed themselves. Two of this group of six died in 
hospital, while the other four were in-patients on leave. 
All but one of the six had recently shown a clinical 
improvement after treatment for a depressive illness, a 
finding which highlights the dangers of a recovery 
period when discharge from hospital is being planned. 

The next possible explanation of the low suicide 
rate lies in the duration of the study. It has been a 
general finding in the follow-up of self injury cases that 
longer studies report higher rates of suicide. Excess 
suicides might occur among the 500 cases during the 
next five years and it will therefore be important to 
continue following up this group. 

The decline in the suicide rate in the country as a 
whole might explain the results, but this decline is not 
sweeping enough to account for the very marked 
difference between the suicide rates for parasuicides 
reported in other studies in Great Britain between 1954 
and 1971 and the present results (see Table IV). 

A further possible reason for the low rate was that 
the group of 500 cases was atypical. This explanation 
can be firmly rejected as the patients were already 
known to show no significant differences from a 
group of suicide attempters studied in Chichester at 
about the same time (Pallis and Pierce, 1979). 

Finally it has to be considered that the suicide rate 
for the catchment area of the hospital might have been 
abnormally low. Records showed, however, that the 
annual rate was around 8.6 per 100,000, which is 
comparable with the rest of England and Wales. 

The rest of the discussion deals with the use of the 
IS scale as a practical means of predicting suicide 
among cases of self injury. The scale, which was 
described in detail in earlier work (Pierce, 1977) and is 
given in Appendix A, is short, consisting of only 
twelve questions. It can be easily learnt, is reliable and 
is suitable for completion either as part of a compre- 
hensive interview or during a brief talk if the patient is 


TABLE IV 
Risk of suicide following parasuicide United Kingdom reports 
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Number of Period surveyed Suicide 
Source patients in years percentage 

Batchelor and Napier 1954——Scotland 200 l 2 

Stengel and Cook 1958—England 210 2-5 1.4 
Kesseland McCulloch 1966—Scotland 511 I 1.6 
Greer and Lee 1967—England 52 2.5 3.8 
Buglass and McCulloch | 1970 —Scotland 511 3 3.3 
Greer and Bagley 1971—England 204 1.5 2 

Buglass and Horton 1974— Scotland 2809 ] 0.8 
Rosen 1973— Scotland 886 5 3.8 


DAVID: W, 





insistent on leaving hospital quickly. As two questions. 
deal with medical risk the scale is not suitable for use 
by staff from other disciplines without medical - 
guidance. There is evidence from this follow up that it^ 


would be useful as a screening device in the assessment 
of all self injury cases particularly in casualty depz 
ments when patients leave before psychiatric staf 
interview them. The results show the general teng 
of potentially suicidal patients to achieve high scores 
but there are some more important specific finding 


None of the patients who scored in the low range (0-3) ~ 
died by definite suicide as a result of their next self 


injury. Therapeutic intervention to avert suicide 
should probably be centred on the medium and high 
intent groups, although even amongst these cases the 
suicide rates were low—7 out of 244 and 4 out of 131 
respectively over a five year span. 

The most potentially valuable result was the suicide 
rate of three out of the eighteen patients (17 per cent) 
who were identified by regular use of the scale as ‘high 
intent repeaters’. These patients are clearly at great 
tisk. There is therefore a case for offering them a 
special suicide prevention service, although it is by no 
means clear what form such a service should take. 
These three patients were under routine psychiatric 
care for depression when they killed themselves, but it 
is of interest in view of the comments of Barraclough 
(1972) that none of them was taking lithium. Psych- 
iatric after-care services (Choudhury et al, 1973) and 
special social work provisions (Gibbons et al, 1978) 
have so far failed to prevent the repetition of para- 
suicidal behaviour. There is no evidence that the 
suicide prevention centres in the USA have reduced the 
suicide rate while opinions are divided on the effective- 
ness of the Samaritan organization in preventing 
suicide. 

The finding that the suicides had made an average of 
nearly three non fatal attempts emphasizes the im- 
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~ portance. of repetition along with high intent in the 
prediction of at least some suicides. It suggests that the 





scale may be most appropriately used regularly to 
identify patterns of parasuicidal behaviour over 
: periods of time. 
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Appendix A 


INTENT SCORE SCALE 


Circumstances related to suicidal attempt 


1. Isolation 0 
d 

2. Timing 0 
| 2 

3. Precautions against discovery and/or inter- 0 
vention l 


Somebody present. 
Somebody nearby or in contact (as by phone). 
No one nearby or in contact. 


Timed so that intervention is probable. 
Timed so that intervention is not likely. 
Timed so that intervention is highly unlikely. 


No precautions. s 
Passive precautions e.g. avoiding others but doing nothing to 
prevent their intervention. (Alone in room, door unlocked). 
Active precautions, such as locking doors. 
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4. Acting to gain help during or after the attempt 


5. Final acts in anticipation of death 


6. Suicide note 


Selfreport 
l. Patient's statement of lethality 


2. Stated intent. 


3. Premeditation 


4, Reaction to the act 


Risk 
i. Predictable outcome in terms of lethality of 
patient’s act and circumstances known to him 


2. Would death have occurred without medical 
treatment? 


0 
I 


Nm O t3 


wih OS Ne Oo tem & hem C 


Ne © 


pd me D MN m CO 


Notified potential helper regarding attempt. 

Contacted but did not specifically notify potential helper 
regarding the attempt. 

Did not contact or notify potential helper. 


None. 

Partial preparation or ideation. 

Definite plans made (e.g. changes in a will, taking out 
insurance). 


Absence of note. 
Note written but torn up. 
Presence of note. 


Thought that what he had done would not kill him. 
Unsure whether what he had done would kill him. 
Believed that what he had done would kill him. 


Did not want to die. 
Uncertain or did not care if he lived or died. 
Did want to die. 


Impulsive, no premeditation, 
Considered act for less than one hour. 
Considered act for less than one day. 
Considered act for more than one day. 


Patient glad he has recovered. 
Patient uncertain whether he is glad or sorry. 
Patient sorry he has recovered. 


Survival certain. 
Death unlikely. 
Death likely or certain. 


Na. 
Uncertain. 
Yes. 


David W. Pierce, M.B., B.S, M.R.C.PXE) M.R.C.Psych., Consultant Psychiatrist, East Glamorgan General Hospital, 
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Summary: One hundred and sixty Scottish psychiatrists complete a question- 
naire eliciting the extent of theiruse of the term ‘borderline patient’ and the 
factors affecting this. The term was used by 27.5 per cent, the majority of whom 
felt that it ought to be included in current diagnostic classification systems. There 
was, however, general dissatisfaction with the vagueness of current definitions of 
the term and a confusing use of numerous diagnostic labels. 

Use of the term was not related to status, geographical location, or familiarity 
with American psychiatric literature. The practice of psychodynamically-oriented 
psychotherapy and extended working contact with psychiatry in North America 


were found significantly to increase its use. 


Patients who become psychotic transiently under 
stress and demonstrate, as enduring features of their 
personality, symptoms pointing to a vulnerability to 
psychosis have been recognized for many years. 
However, serious study of these borderline patients, as 
they have come to be called, began only after Stern 
(1938) described a group of patients who showed 
psychotic-type features during classical psycho- 
analysis. Borderline patients have since been exten- 
sively studied in North America, and this work is 
summarized in Stone (1980). The status of the 
syndrome is now established in the United States with 
the inclusion of two sub-groups of borderline patients, 
those showing borderline personality disorder and 
those showing schizotypal personality disorder, in the 
American Psychiatric Association’s Diagnostic and 
Statistical Manual--1H (1980). 

In total contrast to the position in North America, 
British psychiatry has had very little to say about the 
borderline patient. The term ‘borderline’ does not 
appear in standard textbooks such as Mayer-Gross 
et al (1969) or Henderson and Gillespie (1969). A 
literature search of British psychiatric journals from 
1960 onwards located only four papers on the border- 
line patient, Steiner (1979), Bird (1980), Macaskill 
(1980) and Khouri et a/ (1980), all written within the 
last two years. 


Aims of the study 
It was this striking contrast between the British 
and American literature vis-a-vis the borderline 
patient that provided the stimulus for the present 
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study. Our aim was to determine the extent of usage of 
the term in clinical practice and to explore the factors 
affecting this. 


Subjects 


All senior registrars, medical assistants and con- 
sultants in Scotland in October 1980 whose work was 
principally in general adult psychiatry were sent a 
questionnaire, giving a total sample of 232. 


Questionnaire 


The questionnaire consisted of ten items. Question 1 
elicited whether respondents used the term ‘borderline 
patient' in their clinical practice. Those respondents 
not using the term were asked to indicate why they 
did not use it (questions 2 and 3). Respondents using 
it were asked to indicate the diagnosis or diagnoses 
they implied by the term. They were given a list of 
six alternatives, obtained from a review of the litera- 
ture. These were 'borderline personality disorder' 
(Gunderson and Kolb, 1978), 'schizotypal personality 
disorder’ (Spitzer et al, 1979), *borderline psychosis’ 
(Stern, 1938), ‘pseudo-neurotic schizophrenia’ (Hoch 
and Polatin, 1949), ‘borderline state’ (Knight, 1953), 
and ‘psychotic character’ (Frosch, 1964). They were 
then asked if they considered any of these terms to be 
Synonymous, whether the syndrome ought to be 
included in the British diagnostic classification and 
whether it carried particular prognostic and thera- 
peutic implications (questions 4 to 7). Questions 8, 9 
and 10 asked how much psychodynamically-oriented 
psychotherapy the respondents did, which journals 
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they consulted regularly, whether they had worked in 
North America, and for how long. 


Results 

One hundred and sixty questionnaires were re- 
turned, giving a 69.6 per cent response rate. Forty-four 
of the responders (27.5 per cent) used the term. 
However, 30 respondents were totally unfamiliar with 
it, so that of those psychiatrists familiar with it 34 per 
cent used it clinically. There were no significant 
differences in usage between teaching and non- 
teaching hospitals nor between Health Board areas 
within Scotland. 


Psychiatrists using the term 


The term was used by 32 out of 129 consultants, 
nine out of 22 registrars and three out of nine medical 
assistants. These differences in usage by grades of 
staff were not significant. 

Of those using the term, 34 out of the total of 44 
felt that the syndrome it represented should be 
included in current diagnostic classifications. Thirty- 
two, about three-quarters, considered that the term 
carried specified prognostic and therapeutic impli- 
cations. Nearly all (39) thought it was somewhat 
vague. This was reflected in the responses given when 
users were asked to indicate the diagnosis they 
implied by ‘borderline patient’. All six diagnoses were 
used, with 33 respondents indicating more than one, 
and there was little agreement on which diagnoses 
were synonymous. ‘Borderline psychosis’ was the 
most popular choice overall (31) while terms like 
‘schizotypal personality disorder’ (8) and ‘psychotic 
character’ (5) were used infrequently. 

Where two or more diagnoses had been selected 
and then rated as synonyms we concluded that they 
represented only one underlying concept of the 
borderline patient. Including such answers, we found 
that, in all, 29 respondents were using a single under- 
lying concept. Of these, 20 selected the diagnosis 
‘borderline psychosis’ or a synonym of it (either 
‘borderline state’ or ‘psychotic character’), seven 
selected ‘borderline personality disorder’ or a synonym 
(not ‘borderline psychosis’), one selected ‘schizotypal 
personality disorder’ and one ‘pseudoneurotic schizo- 
phrenia’, With the 14 using two underlying concepts 
and the one using three concepts, no clear pattern 
emerged. 


Psychiatrists not using the term 

A hundred and sixteen psychiatrists, 72.5 per cent 
of the total sample, did not use the term; 30 because 
they were totally unfamiliar with it, 67 because they 
felt it was vague and/or misleading and 19 because 
they felt it was redundant. 


Factors affecting the use of the term 

(a) Practice of psychotherapy: Psychiatrists carrying 
out psychodynamically-oriented psychotherapy used 
the term more often than those doing no psychotherapy 
(Chi-square = 19.15, P <0.01). Respondents who did 
most psychotherapy were also most likely to use the 
term. 

(b) Familiarity with the American literature: In 
relation to consulting general American psychiatric 
journals which regularly feature articles on the 
borderline patient, there were no significant differences 
between users of the term and non-users. However 
respondents using the term consulted specialist 
psychotherapy journals significantly more often than 
those not using the term (Chi-square = 22.85, 
P «0.01). 

(c) Psychiatric experience in North America: Psych- 
iatrists who had worked for more than one year in 
North America were more likely to use the term 
than those who had spent no time, or less than one 
year, there (Chi-square = 12.03, P 0.01). However, 
three-quarters of those using the term had not 
worked in North America. 


Discussion 


This survey provides the first information on the 
use of the term ‘borderline patient’ in British psych- 
iatry, and permits some comparisons to be made with 
the position in North America. 

It is evident that the term is used less frequently in 
this country, although most psychiatrists are aware 
of it and regularly consult journals which feature 
articles on borderline patients. Clear reasons for this 
differential usage emerge from the survey. Most 
Scottish psychiatrists perceive the term as being 
vague, misleading or redundant. Even those psych- 
iatrists who use the term consider it vague, as currently 
defined. These views undoubtedly reflect the confusion 
in the American literature on borderline patients over 
the past twenty years and suggest that Scottish 
psychiatrists are taking a more conservative attitude 
to the issue than their American colleagues. 

The finding that a substantial number of Scottish 
psychiatrists, across all grades and in all geographical 
areas, currently use a term not to be found in standard 
British psychiatric textbooks or in diagnostic classi- 
fication systems such as the International Classifi- 
cation of Mental Disorders (ninth revision, 1978) 
suggests nonetheless that there is a need, albeit a 
limited one, for the concept. Our survey indicates 
that it is primarily psychiatrists practising psycho- 
dynamically-oriented psychotherapy who make use of 
the term, as is also true in North America. Analysis 
of the American literature on borderline patients 
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suggests that three factors have combined to prodi 
this selective popularity for the term amongst pao 
therapists. Firstly, psychotherapists often apply the - 
label borderline to primitive defence mechanisms 
ego states which fall short of frank delusio 
hallucination. Secondly, psychotherapy can e 
transient psychotic phenomena not evident in s | 


tured, supportive settings. Thirdly, psychotherapists’ 


also use the term where there has been a rapit 


recovery from a florid reactive psychosis as a result. 
of environmental manipulation or psychotherapeutic — 
intervention. The latter two interpretations of the - 

term delineate a much more restricted sample than ^. ^ 
the first, and if Scottish psychiatrists are using the 


more restricted meanings this would be a further 
factor accounting for its being used less often in this 
country than in North America. 

We shall be undertaking further research, to 
determine which of these factors are responsible for 
the selective use of the term in this country and to 
delineate the phenomenological characteristics of 
borderline patients as defined by the psychiatrists in 
our sample. 
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Neuroendocrine Tests during Treatment with Neuroleptic Drugs 


I. Plasma Prolactin Response to Haloperidol Challenge 


TAMARA KOLAKOWSKA, LOUISE BRADDOCK, DAVID WILES, 
MICHAEL FRANKLIN and MICHAEL GELDER 


Summary: The plasma prolactin (PRL) response to haloperidol 2 or 4 mg i.m. 
was studied in 18 schizophrenic men during their routine treatment with neuro- 
leptic drugs. A substantial rise of the PRL level above the treatment baseline 
occurred in all but four of the 20 tests showing that the PRL elevation induced by 
treatment was not maximal. The challenge was ineffective only in patients 
receiving very high daily doses of medication. The increment was inversely 
correlated to the daily dose of medication but unrelated to plasma haloperidol 
concentrations during the test. Chronic schizophrenics who were receiving long 
term treatment and had low basal PRL levels did not show tolerance to the 
prolactin stimulating effect of haloperidol. That prolactin rose during the test in 
patients who had improved during their current treatment indicates that the 
degree of dopamine receptor blockade required for therapeutic effects is below 


that which produces a maximal PRL response. 


The functional state of the dopaminergic system in 
patients receiving neuroleptic treatment is interesting 
because of the relationship between the antipsychotic 
and antidopaminergic effects of these drugs. For this 
reason, increased levels of plasma prolactin (PRL) 
which reflect changes in dopamine-mediated in- 
hibition of PRL release, have been studied extensively 
as an index of neuroleptic induced dopamine (DA) 
receptor blockade (see recent review by Rubin and 
Hays, 1980). However, the significance of these 
changes is uncertain. According to some workers, 
therapeutic doses of neuroleptics are equal to or 
greater than those that produce the maximal rise of 
PRL (Gruen et al, 1978; Ohman and Axelsson, 1978; 
Rubin and Hays, 1980). If this is the case, PRL levels 
found during treatment would represent the upper 
limit of the PRL response rather than the degree of 
DA receptor blockade. Moreover, the range of PRL 
response differs among patients, so that the same 
plasma concentrations do not necessarily correspond 
to the same degree of DA receptor blockade. Finally, 
the possibility that, after years of chronic treatment, 
some tolerance develops to the prolactin stimulating 
effect of neuroleptics (de Rivera et al, 1976; Laughren 
et al, 1979; Naber et al, 1979) makes the interpretation 
of the ‘resting’ PRL levels even more difficult. 

To assess empirically the degree of DA receptor 
blockade during neuroleptic treatment we have tested 


hormonal responses to DA agonists and antagonists. 
In the first study (Kolakowska er a/, 1981), plasma 
PRL was challenged with an additional dose of 
chlorpromazine 50 mg i.m. The increment of PRL 
levels over the treatment baseline identified eight 
patients (of 21) whose PRL response to their current 
medication was below the maximum. However in the 
others the ineffectiveness of this challenge was not a 
sufficient proof that the baseline level represented the 
upper limit of PRL response, for in some of these 
‘unresponsive’ subjects, higher PRL concentrations 
followed chlorpromazine 100 mg i.m. or an increased 
daily dose of neuroleptics. Consequently, it was still 
not certain whether the therapeutic effect of neuro- 
leptics requires the degree of DA receptor blockade 
which produces maximal PRL elevation. 

The present study used a more potent challenge— 
haloperidol 2 or 4 mg i.m.—to identify more reliably 
the patients whose PRL can be raised further during 
neuroleptic treatment. It aims to assess: (i) the 
relationship between these responses and certain 
clinical variables, (ii) the possible significance of this 
peridol challenge of patients whose low PRL con- 
centration during long-term treatment suggests 
tolerance to the PRL stimulating effects of neuro- 
leptics. In unmedicated men, haloperidol 0.5 mg i.m. 
results in a definite plasma PRL rise which is repro- 
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A battery of the most advanced psychomotor testing techniques clearly shows that Frisium differs 

from the widely used 1,4-benzodiazepine tranquillizers in causing minimal impairment of alertness and 
motor performance! 

In addition Frisium has been shown to be more effective than, or as effective as, the standard 
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ducible, varies among subjects and is correlated with 
plasma haloperidol levels (Langer et al, 1977; Asnis et 
al, 1979; Rubin and Hays, 1979). 


Subjects and Methods 

Eighteen male patients were studied during their 
routine treatment with neuroleptic drugs (Table I). 
They fulfilled the research diagnostic criteria (Spitzer 
et al, 1975) for schizophrenic or schizo-affective 
illness, were free of physical illness and gave informed 
consent to take part in the study. 

On the day of the test, a butterfly needle was in- 
serted into a forearm vein at around 9.30 a.m. and 
blood samples were collected for 30 min. and 15 min. 
before, and at the time of the administration of 
haloperidol 2 or 4 mg i.m. and every 30 minutes for 
three hours after this. In patients treated with depot 
preparations of neuroleptics, the test was carried out 
in the middle of the interval between injections. 

Plasma PRL was measured by a specific double 
antibody radio-immunoassay (McNeilly and Hagen, 
1974), with MRC preparation 750/5504 as a standard. 
The normal PRL range in men was 150-616 miu/L (1 
ng/ml equals approximately 27.5 miu/L). 

Haloperidol in plasma was measured with radio- 
immunoassay (Michiels et al, 1976). Intra- and inter- 
assay precision of this method (CV) was + 10 per cent 
and the lower limit of detection (sensitivity) —0.2 
ng/ml. 

To compare patients’ medication, daily doses of 
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neuroleptics were expressed as chlorpromazine 
equivalents (Davis, 1976), Non-parametric statistical 
methods were used to examine the relationship of 
hormonal responses, baseline plasma PRL levels and 
the clinical variables. . 


Results 


Table I shows the maximal concentrations of plasma 
haloperidol and the maximal increment of plasma 
PRL, expressed both in absolute values (AAPRL) and 
as a percentage of the baseline (% APRL). 

Peak plasma haloperidol concentrations varied 
three-fold after the dose of 2 mg i.m. (from 1.3 to 5.1 
ng/ml) and five-fold after 4 mg i.m. (from 2.1 to 10.2 
ng/ml). Maximal levels were reached after 30 min. in 
six of the seven tests with 2 mg i.m.: after the higher 
dose, plasma drug concentration continued to rise for 
60 min. or longer in nine of fifteen tests. 

A sustained rise of plasma PRL was produced by 
haloperidol 2 mg in five of the six tests and by 4 mg in 
eleven of the fourteen. In these ‘positive’ tests, the 
rise in PRL began at 30 or 60 min. and the level did 
not return to the baseline within the period of obser- 
vation. The maximal increment of PRL ranged from 
330 to 1616 miu/L (34 to 940 per cent of the baseline). 
In the remaining four tests, plasma PRL showed only 
irregular fluctuations and never exceeded the baseline 
level by more than six to fourteen per cent (90 to 
240 miu/L). The patients with ‘negative’ tests were 


A HAL ng/ml 





TIME [min] 


Fic 1.—Plasma prolactin (@——-@) and haloperidol (A-——) levels following haloperidol 
challenge in patients No. 10 (3 22), 2 ($ 34) and 17 (3 55). 
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being treated with very large doses of neuroleptics and 

had high base-line plasma PRL (1410 to 2042 miu/L). 
There was no correlation among subjects between 

the peak plasma haloperidol level and maximal PRL 


increment. Within individuals, the plasma PRL peak. 
tended to be delayed by 30 to 60 min. in relation > 
to the maximal drug concentration; PRL concen- 


trations did not fall immediately and in some cases 
even showed a further rise when haloperidol levels 
were declining. Fig 1 illustrates this. 

Among 14 patients tested with haloperidol 4 mg, the 
increment of PRL varied more than six-fold when 
expressed in miu/L (180-1290 miu/L) and more than 
50-fold when expressed as a percentage of the baseline 
(9-461 per cent). Table II indicates that these two 
measures of PRL response were correlated. Both were 
inversely related to the daily dose of medication but 
only the percentage increase was also related inversely 
to the basal PRL concentration. 

PRL increments tended to be higher in acutely 
psychotic patients whose treatment was of short 
duration than in patients with chronic illness re- 
ceiving long-term medication ; and higher in those with 
a good therapeutic response to the current medi- 
cation than in the remainder. However, neither of 
these differences was statistically significant and both 
could probably be accounted for by the high daily 
doses of medication given to the chronic 'non- 
responders'. 


Discussion 


The haloperidol challenge produced a rise in plasma 
PRL over the treatment baseline in a majority of 
patients, showing that their PRL response to current 
medication had not reached its upper limit. In several 
patients the current treatment was effective in con- 
trolling their acute or chronic symptoms of schizo- 
phrenia even though the PRL elevation was not 
maximal. This indicates that ‘therapeutically effective’ 
doses do not necessarily exceed those required for 


maximal PRL release. Consequently, the test does not 


appear to be of clinical significance as a measure of 
E: DA receptor blockade induced by treatment. 


Haloperidol failed to increase PRL levels further 
only in patients receiving very high doses of neuro- 

pties: The increment of PRL during the test was, 
overall, inversely related to the daily dose of medi- 
cation but unrelated to plasma concentrations of 
haloperidol. This could be explained simply by the 
dose-response relationship: the rise in PRL depends 
on the relative (percentage) increase in the total level 
of circulating neuroleptics by the injected haloperidol 
—this relative increase would be great in patients 
treated with low daily doses but would constitute a 
functionally negligible fraction in those receiving very 
high doses. It is also possible that the PRL rise is 
restricted by an upper limit of the PRL response and 
that the higher the daily dose, the closer the basal 
level is to this ‘ceiling’. In this case, the lack of a 
negative correlation between PRL increment and 
basal level would indicate that the absolute value of 
this upper limit varies widely among patients. 

The test injection produced a PRL response in 
chronic schizophrenics who had been receiving 
neuroleptics for many years. A substantial PRL rise in 
those with relatively low basal levels during long- 
term medication suggests that these low levels were 
due to some factors other than simple tolerance to the 
PRL stimulating effects of neuroleptics. 
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TABLE I 
Intercorrelation between the daily dose of medication, baseline PRL level and PRL response to haloperidol 4 mg i.m. in 12 male 
patients (Spearman rho) 





Daily dose of neuroleptics in CPZ equivalents 
PRL baseline 
A PRL in miu/L 





PRL baseline A PRLin miu/L A PRL as % baseline 
.503 - 643" -.67" 
—.212 — ,782** 
,675* 
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Il. The TRH Test 


LOUISE E. BRADDOCK and ISABEL M. BLAKE 


Summary : 


Anterior pituitary response to TRH 200 ug i.v. was studied in ten 


chronic schizophrenic patients during long-term neuroleptic treatment. Nine 
patients had normal prolactin (PRL) response as compared with controls but in 
one the response was blunted ; one patient had an exaggerated response. Pro- 
lactin increment was higher following TRH than haloperidol challenge. No 
growth hormone (GH) response to TRH was found and TSH responses were 


comparable to controls. 


Although the acute effects of neuroleptic drugs in 
increasing prolactin (PRL) secretion by the anterior 
pituitary are well documented (e.g. Gruen et al, 1978), 


less is known of the effects of long-term neuroleptic 
treatment. Plasma PRL levels within the normal range 
have been described in schizophrenic patients on 
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chronic neuroleptic medication (Naber et al, 1979; 


Beumont et al, 1974). Failure of an increase in neuro- 
leptic dose to elicit a further PRL release is reported by 
several authors (see part 1 of this series of studies). 
Inability of the pituitary to increase PRL secretion asa 
consequence of chronic stimulation by dopamine 
(DA) blockade, might underlie these observations. 

© Neuroendocrine tests with DA antagonists and 
agonists, as described in other parts of this series of 
studies, were carried out to assess the degree of DA 
receptor blockade produced by the patients’ current 
medication (see the preceding and following com- 
panion papers; also Kolakowska et al, 1981). In the 
study described here, the TRH test was carried out 
during neuroleptic treatment to complement the 
previously described haloperidol test (whose results 
were not known at the time), to compare plasma PRL 
responses to TRH and to haloperidol, and to explore 
the usefulness of the TRH test as an index of pituitary 
ability to secrete prolactin in cases where no PRL 
response to haloperidol occurred. 

Thyrotropin releasing hormone (TRH) acts directly 
on the pituitary (Diefenbach et al, 1976) and stimu- 
lates a dose dependent plasma PRL rise; TRH 200 
mg i.v. elicits a maximal PRL response (Jacobs et al, 
1971; Bowers et al, 1971). Single doses of oral 
neuroleptics produced conflicting effects on the TRH- 
induced PRL rise in normals (Linnoila et al, 1978); the 
effects of acute parenteral administration have not 
been studied. Naber et a/ (1979) found PRL responses 
to TRH 200 mg i.v. comparable to normals, in schizo- 
phrenic patients on chronic neuroleptic treatment. 
Challenge with TRH was used in the study described 
below, to compare pituitary hormone responses in 
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schizophrenic patients on chronic neuroleptic treat- 
ment with unmedicated controls. 


Subjects and Method 


Eight male patients (for details see preceding com- 
munication, Table I, nos. 3, 13, 14, 16-20) and two 
female patients (no. 21—on depot fluphenazine 
decanoate 6.25 mg/week, total duration of treatment 
10+ years; no. 22—on flupenthixol decanoate 40 mg/ 
week, total duration of treatment 4.5 years) under- 
went a haloperidol test (test 1) as described previously. 
On a separate occasion, at least one week later, all but 
female patient no, 22 underwent a second test where 
TRH 200 ug i.v. was given in lieu of haloperidol, the 
procedure being otherwise the same, with the with- 
drawal of an additional blood sample at fifteen 
minutes (TRH test). 

Six normal men (mean age 31.8 + 4.6 years) and one 
normal woman (age 29 years) also underwent TRH 
tests as described above, 

Female patient no. 22, while receiving oral fiu- 
penthixol 12 mg/day in addition to her (above) depot 
medication, underwent a second haloperidol test. On 
this occasion, TRH 200 ug i.v. was given 150 minutes 
after 4 mg haloperidol i.m., and 4 further blood 
samples were collected over 60 minutes (test 2). 

The hormones measured were plasma prolactin 
(radio-immunoassay, as described previously), growth 
hormone (radio-immunoassay kit, Sorin Biomedica) 
and serum thyroid stimulating hormone (radio- 
immunoassay, Hall et al, 1971; R. F. Smith, un- 
published modification). 


TABLE I 
Plasma prolactin during TRH and haloperidol tests in 9 subjects 


———— M MM M —— M MÀ Ó——MÓÓ i tt 


Plasma prolactin (Miu/L) 


NATAL AIOE HT NTC a Nr ttai SUE Mettre nana M irse a aeree rtr 


Subjects TRH test Haloperidol 

TT m i s i tts test 
No. Sex Age Baseline APRL APRL 
MM a U 
3 M | 67 510 1860 1086 
13 M 54 530 780 440 
14 M 56 368 912 1290 
17 M 55 386 1094 456 
19 M 42 436 464 420 
20 M 32 S46 2034 1272 
16 M 58 1950 420 180 
18 M 60 2550 1470 800 
21 F 44 554 1776 1220 
Mean APRL SD 1201 +607* 796 4-433 


* APRL TRH test > APRL haloperidol test; t = 3.15; P «0.02 (two-tailed paired t-test), 
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Results 

Plasma PRL level at 0 minutes (baseline) was within 
the normal range for males in this laboratory (under 
616 miu/L) in 6 of the 8 male patients (all but nos. 16 
and 18, Table I). Prolactin response to TRH of these 
subjects was similar to that of the 6 male controls 
(Fig la). Although mean baseline PRL level was 
higher in the 6 'normal baseline' patients than in 
controls (Mean + SD: 462 4 76 miu/L and 277+ 101 
miu/L respectively, P 0.02), the maximum PRL 
increment ( /;»PRL) did not differ between the groups 
(Mean x SD: 1190 +623 miu/L and 870 + 355 miu/L, 
difference not significant). 

Of the 2 male patients with elevated baseline PRL 
(Fig 1b), one showed a PRL response comparable to 
the ‘normal baseline’ patient group (no. 18; APRL 
1470), while in the other APRL was much smaller 
(no. 16; 420 miu/L). Female patient (no. 21) whose 
baseline PRL at 594 miu/L was within the normal 
range for females for this laboratory (100-638 miu/L), 
responded to TRH with a large PRL rise (APRL 
1776 miu/L) comparable to what has been found for 
normal females (Jacobs er a/, 1973). The second fe- 
male patient (no. 22) had a high baseline PRL in both 
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Fic 1.—Plasma prolactin (PRL) response to TRH 200 ug 
iv. TRH administration at ‘0’ time indicated by an arrow. 
(a) Mean plasma PRL of 6 male control subjects (@—— 9) 
and 6 normal baseline patients (O——O). 
(b) Plasma PRL levels of 2 male patients with elevated PRL 
baseline (No. 16 B ———W; No. 18 A—— A). 


test 1 and test 2 (4400 miu/L; 3050 miu/L respect- 
ively). Peak PRL level after haloperidol was the same 
for both tests (6700 miu/L; 6600 miu/L) and a similar 
maximum level was found after TRH in test 2 (PRL at 
150 mins. before TRH— 5000 miu/L; post-TRH— 
7100 miu/L). 

Prolactin responses to TRH and to haloperidol in 9 
patients who were tested separately with each chal- 
lenge, are compared in Table I. Prolactin peak 
occurred at 15 minutes after TRH, but later and more 
variably (30-150 minutes) after haloperidol. Pro- 
lactin increment was higher after TRH than following 
haloperidol in 8 of the 9 patients (all but no. 14) and 
the difference was significant at P <0,02. 

In patient no. 16 who showed little if any PRL 
response to haloperidol (A.PPRL 180 miu/L, baseline 
PRL 2070 miu/L), TRH elicited a prolactin rise 
(APRL 420 miu/L, baseline 1950 miu/L). 

There were no changes in GH following TRH in 
either patients or controls, with the exception of 
patient no. 22 who showed marked GH elevations 
after haloperidol (GH = 8.4 ng/ml) and after TRH 
(GH = 20.3 ng/ml). Mean baseline TSH levels and 
peak TSH responses to TRH for patients were not 
significantly different from controls. 


Discussion 


Prolactin response to TRH in patients with ‘normal 
PRL baseline’ was comparable to that of controls. 
This is in agreement with previous findings (Naber et 
al, 1979) and suggests that a PRL level within normal 
limits in chronically treated patients is not due to in- 
ability of the pituitary to secrete more prolactin. 
Prolactin responses to TRH in 2 patients with high 
baseline levels (nos. 18 and 22) were comparable to 
those of ‘normal baseline’ patients, suggesting that 
PRL response to TRH is preserved during chronic 
neuroleptic treatment across a wide range of baseline 
secretion. 

The earlier PRL peak (at 15 minutes) after TRH 
compared to haloperidol (30-150 minutes) is probably 
related to the mode of administration (i.v. and i.m. 
respectively), However, peak plasma haloperidol 
levels were found to precede peak PRL levels by 30-60 
minutes, as described in the previous communication. 
This suggests that the discrepancy may also be related 
to the different mode of action at the pituitary of the 
two drugs. 7 

Comparison of data from TRH and haloperidol 
tests is of particular interest in patients nos. 22 and 16. 
The similar peak PRL levels in the 2 haloperidol tests 
and following TRH in patient no. 22 suggest that in 
this case a maximum prolactin response was reached. 
This may represent the maximal response of the 
pituitary to a stimulus inducing prolactin release, or be 
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due to negative feedback operating to maintain plasma Bowzns, C. Y., Friesen, H. G., HwaNa, P., Guypa, H. J. 
prolactin below a certain level. In patient no. 16 who 
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was on high doses of neuroleptics (prochlorperazine . | 
: E (p oe oist; prolinamide. Biochemical and Biophysical Research 


45 mg/day), a negligible PRL rise following halo- 
peridol and a small although definite response to TRH. 


suggest that the high baseline PRL in this patient - 
represented a near maximum PRL secretion by the 


pituitary. Patient no. 16 had had a leucotomy however, 
and while it is not clear how this would affect pituitary 
function, these results should be viewed with caution. 

The growth hormone elevations in patient no. 22 
following both haloperidol and TRH suggest a non- 
specific stress response, as growth hormone levels 
should fall after dopamine blockade by haloperidol. 

In conclusion, in this study of ten schizophrenic 
patients on chronic neuroleptic treatment, all but one 
showed prolactin responses to TRH comparable to 
those of normal controls. No growth hormone 
responses were found and TSH responses were com- 
parable to controls. The TRH test was able to demon- 
strate the pituitary's ability to release prolactin in one 
patient who did not show a marked PRL rise after 
haloperidol challenge. This might have further 
application in cases where the haloperidol test is 
negative. 
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NEUROENDOCRINE TESTS DURING TREATMENT WITH NEUROLEPTIC DRUGS: III 


III. Plasma Growth Hormone and Prolactin Responses 
to Apomorphine 


TAMARA KOLAKOWSKA, MICHAEL GELDER and SHEILA FRASER 


Summary: Hormonal responses to apomorphine 0.005 and/or 0.01 mg/kg 
body weight were studied in 17 schizophrenic patients during their routine 
treatment with neuroleptic drugs. Plasma growth hormone (GH) rose in 9 of the 
20 tests and in 4 of these GH peak exceeded 5 ng/ml. This preserved GH response 
to apomorphine was significantly but weakly associated with lower daily doses 
of neuroleptics. It was unrelated to the extrapyramidal side-effects, plasma 
prolactin (PRL) level, duration of treatment or its therapeutic effect. 

In 13 of the 20 tests, plasma PRL declined by more than 20 per cent of the 
baseline level. This was similar to the fall in PRL observed after placebo in the 
group studied previously. The absolute decline in plasma PRL following apo- 
morphine correlated positively with the baseline PRL concentration and was un- 


related to the daily doses of neuroleptics or to any other variable considered. 


In previous articles (Kolakowska et al, 1979 and 
1981), prolactin (PRL) response to a challenge with 
an additional dose of chlorpromazine or halo- 
peridol was tested in patients treated with neuro- 
leptics. The main aim was to assess whether the 
dopamine (DA) receptor blockade produced by 
the current medication was below that required for 
the maximal PRL response. In this study, growth 
hormone and prolactin responses to apomorphine 
are tested, to assess the residual capacity of the 
relevant dopaminergic systems to react to this 
direct dopamine agonist during neuroleptic treat- 
ment. 

Test doses of apomorphine (APM) 0.5-1.0 mg s.c. 
stimulate growth hormone (GH) release and suppress 
plasma PRL levels. In control subjects plasma GH 
levels rise, to achieve a maximum between 20 and 80 
min. Individual responses are reproducible but vary 
widely between subjects (Rotrosen et al, 1979). A GH 
rise to less than 5—6 ng/ml is considered as inadequate, 
and if the baseline exceeds 5 ng/ml, the test is regarded 
as inconclusive (Tamminga et al, 1977; Ettigi et al, 
1976). 

Growth hormone responses of schizophrenic 
patients, tested after one to fifteen weeks withdrawal 
from neuroleptic drugs, have been reported as 
similar to those of controls (Meltzer ef al, 1976) 
blunted in chronic patients (Ettigi et al, 1976; Pandey 
et al, 1977; Tamminga et al, 1977; Rotrosen et al, 1979) 
and enhanced during acute psychotic illness (Pandey 
et al, 1977). This apomorphine effect is antagonized by 
single doses of neuroleptics and greatly diminished or 
abolished during one to three weeks of treatment with 


small and moderate doses (Lal et a/, 1973 and 1977; 
Rotrosen et al, 1979; Nair et al, 1979; Weiss- 
Brummer, 1980). 

The same test doses of apomorphine have been 
reported to suppress plasma PRL by 20 to 30 per cent 
or more of the baseline level in unmedicated healthy 
subjects (Rotrosen et al, 1978; Tamminga et al, 1977; 
Pandey et al, 1977). A similar suppression (Meltzer et 
al, 1976) or one that is slightly blunted (Rotrosen et al, 
1978 and 1979; Tamminga et al, 1977) has been found 
in chronic schizophrenics withdrawn from medi- 
cation. 


Subjects and Methods 

Seventeen schizophrenic patients (14 men and 3 
women) were studied during their routine treatment 
with neuroleptic drugs. The criteria of selection were 
those adopted in the other parts of the study. Table I 
shows the, clinical characteristics and medication of 
the subjects. 

Patients were tested fasting at least one and a half 
hours after awakening. They rested in bed throughout 
the procedure but were not allowed to sleep. A butter- 
fly needle was inserted into the forearm vein at 9 to 
9.30 a.m., three blood samples ( —30, —15 and 0) were 
collected before administration of apomorphine s.c. 
0.005 mg/kg body weight (7 tests) or 0.01 mg/kg (13 
tests), and further samples were drawn at 15, 30, 45, 
60, 75, 120 and 150 min. after the injection. Yawning, 
drowsiness, general behaviour and spontaneous 
complaints were recorded. 

Plasma prolactin was measured by a specific 
double antibody radioimmunoassay as in the other 
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studies of this series. Plasma growth hormone was 
measured with CIS (Sorin Biomedica) HGH radio- 
immunoassay kit. Intra- and inter-assay coefficients of 
variation were less than 6.5 per cent. 

To compare patients’ medication, daily doses of 
neuroleptics were expressed as chlorpromazine 
equivalents (Davis, 1976). 

Non-parametric statistics were used to relate 
hormonal responses to plasma PRL baseline levels and 
to the clinical variables. 


Results 


Behavioural effects 


With the lower apomorphine dose definite drowsi- 
ness and frequent yawning were observed within the 
first hour in three of seven tests; with the higher dose 
in eight of thirteen tests. One patient complained of 


GH (ng/ml) 
50 a 
40 3 
30 
20 


10 13 





120 


TIME (min.) 


Fig 1.—‘Normal’ (a) and ‘low’ (b) responses of plasma GH 

to apomorphine 0.01 mg/kg (solid line) or 0.005 mg/kg 

(broken line) in 6 male patients receiving neuroleptic 

treatment. Numbers indicate test number in Table I. 

Notice the ten-fold difference in the GH scale between 
graphs (a) and (b). 


nausea. Three patients were alert and did not yawn 
and in six the behavioural effects of apomorphine 
were mild and/or doubtful. 


Growth hormone 


The lower apomorphine dose was followed by a rise 
in plasma GH in three of seven tests and the higher 
dose by a rise in six of thirteen (Table I). All the nine 
GH responses showed a characteristic time-course, but 
in only four tests, all with apomorphine 0.01 mg/kg 
was GH peak higher than 5 ng/ml. Fig 1 shows 
examples of three ‘normal’ and three low responses. In 
nine tests, plasma GH concentrations remained low 
throughout; two tests were inconclusive. 

Among the patients tested with apomorphine 0.01 
mg/kg, the six who showed a GH response were 
receiving, as expected, lower daily doses of neuro- 
leptics (in chlorpromazine equivalents) than the five 
with no GH rise (Mann-Whitney U test; P = 0.026). 
However, among those tested with apomorphine .005 
mg/kg, GH rose in ore patient receiving fluphenazine 
100 mg/week but did not increase in two others who 
were receiving only 25 mg/week. Growth hormone 
responses were slightly more common (4 of 5) among 
acutely psychotic patients who had taken neuro- 
leptics for a shorter time (2 of 6) than in those with a 
chronic illness but this difference was not significant. 

There was no relationship between GH responses 
and basal plasma PRL level, age, sex, anticholinergic 
medication, extrapyramidal side-effects and outcome 
of the current treatment. 


Prolactin 


Table I shows that plasma PRL levels declined by 
more than twenty per cent of the baseline (80-1130 
miu/L) in 13 tests, by 14—18 per cent (50-150 miu/L) in 
four and by 0-10 per cent in three (0-80 miu/L). 

In the 13 subjects :ested with the higher apomor- 
phine dose, there was a positive correlation between 
the absolute PRL decline in miu/L (AAPRL) and the 
PRL baseline level (Spearman rho = .0709; P 
«: 0.01). Prolactin decline expressed as a percentage of 
the baseline showed no such association. This 
decline of plasma PRL was unrelated to any of the re- 
maining variables considered. There was no relation- 
ship between the rise in plasma GH after apomorphine 
and the fall in PRL concentration during the test. Thus 
in six tests, GH did not rise but plasma PRL fell by 
more than 20 per cent; and in two tests GH increased 
after apomorphine but PRL levels did not diminish. 
Fig 2 shows examples of such concordant and dis- 
cordant responses of the two hormones. 

Meither plasma PRL nor GH changes correlated 
with the behavioural effects of apomorphine. 
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Discussion 


Plasma GH rose in nine of twenty apomorphine 
tests carried out during neuroleptic treatment. 


Apparently, the blockade of DA receptors involved in 
GH release was insufficient in these patients to pre- 
vent this effect of apomorphine. The reason for this is 

not clear, as these patients were receiving higher doses. 


of neuroleptics than those reported to abolish GH 
response given either as a single administration or for 
three to twelve days (Lal et al, 1973; Weiss-Brummer 
et al, 1980). Although in the patients we studied, 
response to apomorphine was associated with a lower 
daily dose of medication, this association was not 
consistent. The GH response was not related to the 
drowsiness and yawning induced by apomorphine in 
some patients, neither was there any relationship 
between these responses and the indices of neuro- 
leptic-induced DA receptor blockade in other systems, 
viz. plasma PRL concentration and extrapyramidal 
side-effects. This presumably reflects differences in the 
sensitivity to neuroleptics between the corresponding 
dopaminergic systems. 

The absolute reduction of plasma PRL following 
apomorphine was greater in patients whose baseline 
levels were higher but was unrelated to the daily dose 
of neuroleptics. When expressed as percentage sup- 
pression from the baseline, the fall in PRL did not 
differ from that found after placebo injection in our 
previous study (Kolakowska et al, 1981). This is in 
keeping with the opinion of some other workers that 
the decline in PRL depends on the baseline level, does 
not exceed that observed after placebo and is not 
generally a valid measure of the dopaminergic activity 
(Rotrosen et al, 1979; Nair et al, 1979). This alone 
could account for the discrepancies found between 
PRL and GH responses in our subjects. Otherwise it is 
possible that these discrepancies might be related to an 
action of neuroleptics affecting PRL release mainly at 
the pituitary level rather than in the hypothalamus 
which is the probable site of the effect on GH release. 

Finally, there was no association between response 
of GH and the therapeutic effects of patients’ current 
neuroleptic medication. Thus a functional neuro- 
endocrine test, which is a more subtle measure of DA 
receptor blockade than the baseline PRL concen- 
trations we used previously, (Kolakowska et al, 1979 
and 1980), failed to differentiate between patients 
with poor and good response to treatment. Of course, 
this conclusion applies only to the treatment with 
flexible doses that we studied—and which is that 
adopted in everyday practice. 

In summary, although neuroendocrine tests carried 
out during neuroleptic treatment provided some new 
information about dopaminergic systems, this func- 


tional assessment of the DA receptor blockade seems 
to be of little if any clinical significance. 
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Nortriptyline Therapy in Elderly Patients: Dosage 
Prediction from Plasma Concentration at 
24 Hours after a Single 50 mg Dose 


S. DAWLING, P. CROME, E. J. HEYER and R. R. LEWIS 


Summary: Ten depressed elderly female patients in hospital (mean age 82 
years) received a single oral dose of 50 mg nortriptyline prior to commencing 
treatment with this drug. The nortriptyline concentration in a plasma sample 
obtained 24 hours afterwards was used to predict the daily dose required to 
achieve a steady-state concentration within the range of 50—150 ug.l-*. The 
mean daily dose prescribed was 50 mg (range 20—100 mg). These dosage 
regimes provided a mean observed steady-state nortriptyline concentration of 
104 ug.l, with a range of 76—180 ug.l-! (S.D. 30 ug.l-!). Use of this prediction 
test can prevent the development of toxic plasma concentrations and enhance 


the possibility of therapeutic success. 


Use of tricyclic antidepressant drugs in the elderly is 
often associated with side-effects due to anticholin- 
ergic, central nervous system and cardiac effects 
(Asberg, 1970; Learoyd, 1972; Burrows et al, 1976; 
Asberg, 1978). Recent analytical advances may in- 
crease the effectiveness of these drugs and reduce the 
incidence of toxicity by providing the clinician with a 
knowledge of the plasma drug concentration. In- 
vestigators have suggested the therapeutic range of 
nortriptyline in plasma is 50-150 ug.1 ^! (Åsberg et al, 
1971; Kragh-Serensen et al, 1976; Ziegler et al, 1976; 
Montgomery et al, 1978). However, arbitrary selection 
of dosage regimes does not reliably produce concen- 
trations within this range since there is a 20-30 fold 
variation in steady-state concentrations amongst 
individuals receiving the same daily dose, which is 
independent of body weight (Asberg, 1978; Mont- 
gomery ef al, 1978). 

A. good relationship has been previously observed 
between single dose clearance and steady-state plasma 
nortriptyline concentration in both volunteers and 
patients (Alexanderson, 1972, 1973; Braithwaite et al, 
1978). Dosage selection based on the single-dose 
clearance of nortriptyline has been used successfully in 
elderly patients; the clearance was determined over 
72 hours using a minimum of five blood samples 
(Dawling et a/, 1980). Cooper and Simpson (1978) and 
Braithwaite et al (1978) showed a good correlation 
between the single dose 24 hour nortriptyline concen- 
tration and that obtained at steady-state in volunteers 
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and patients respectively. Similar observations have 
been made using imipramine and desipramine, two 
other tricyclic antidepressant drugs (Brunswick et al, 
1979; Potter et a/, 1980). 

In this study, individualized dosage regimes of 
nortriptyline were prescribed to elderly hospital in- 
patients, which were based on the result of the 
plasma nortriptyline concentration 24 hours after the 
administration of a single 50 mg dose. 


Patients and Methods 


The patients, all women, had been admitted to 
Guy's Department of Geriatric Medicine for a variety 
of physical complaints and were sufficiently depressed 
to require treatment with antidepressants. Ten 
elderly female patients were studied. Their ages, major 
physical disorders, concomitant medication and nor- 
triptyline requirements are shown in Table I. Patients 
with unstable hepatic, renal or cardiac disease were 
excluded from the study, as were those suffering from 
conditions such as glaucoma in whom side-effects 
from these drugs might prove detrimental. Previously 
prescribed medications were continued, although no 
patients had recently been prescribed antidepressant 
drug therapy. — | 

Patients received à : indie oral dose of 50 mg 
nortriptyline at 1400 hr on the first day. Heparinized 
venous blood samples (10 ml) were obtained by vene- 
puncture 24 hours later for the measurement of 
nortriptyline concentration. Data presented in two 
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TABLE I 
Details of patients participating in the trial 











24-hour Prescribed Steady-state 
Patient Age Major physical Concomitant nortriptyline dosage nortriptyline 
No. yr. disorders medication ug. mg per day | mean tSD ug. 
1 72 stroke lactulose, 28 50 109 +13 
paracetamol, 
chlormethiazole 

2 88 diverticular disease, — pericyazine 38 30 76 t3 
spinal osteoarthrosis 

3 79 stroke nil 40 30 109 -- 8 

4 80 . stroke, eczema chlorpheniramine 36 40 83 +16 

5 88 generalized, lactulose, 17 100 112 
osteoarthritis, frusemide 
controlled heart Slow K, hexamine 
failure hippurate 

6 83 stroke lactulose 19 75 1804+11 

7 90 immobility following digoxin 34 40 96 +25 
fractured femur, 
atrial fibrillation 

8 76 immobility following inositol, 36 40 100 + 26 
fractured femur hexamine hippurate 

9 86 rheumatoid mefenamic acid 53 20 7944 
arthritis 

10 82 stroke nil 20 75 94 + 22 
previous studies (Braithwaite et al, 1978; Dawling et TABLE H 


al, 1980) were used to construct a nomogram of 
dosage requirements based on the 24 hour nortrip- 
tyline concentration (Table ID). Within the limitations 
of tablet strengths available (10 mg and 25 mg), the 
dosage regime used was designed to produce steady- 
state plasma nortriptyline concentrations as close as 
possible to 100 ug.17*. The selected dosage was pre- 
scribed to each patient and weekly blood samples 
were obtained for nortriptyline determination during 
the following four weeks. The separated plasma was 
stored at 4°C until analysis. Nortriptyline was deter- 
mined by gas-liquid chromatography using an adapt- 
ation of the method of Dawling and Braithwaite 
(1978). The mean steady-state plasma concentration 
was calculated for each. patient from the values 
obtained during the second, third and fourth weeks of 
treatment. 


Selection of individual dosage regimes of nortriptyline 
(derived from Braithwaite et al, 1978; Dawling et al, 1980) 


24-hour plasma 
nortriptyline Daily dose Suggested 
concentration required dosage 
ug.1^ mg regime 
x 10 200 50 mg qds 
11-13 150 50 mg tds 
14-18 100 50 mg bd 
19-22 75 25 mg tds 
233-31 | 50 25 mg bd 
32-37 40 10 mg qds 
38-50 30 10 mg tds 
51-75 20 10 mg bd 
10 mg on 


276 19 
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The study was given approval by Guy's Hospital. 


Medical School Ethical Committee. 


Results E 
Table I shows selected dosage regimes ranged from 


20 to 100 mg daily, the mean dose being 50 mg. The | | 
predicted dose in eight patients was less than 50 mg 


daily, and in each case this achieved a nortriptyline 
concentration between 50 and 150 ug. ^. 

The mean steady-state plasma concentrations 
ranged from 76 ug.1^! to 180 ug.1^! (Table D, with a 
mean of 104 ug.1^! (SD 30 ug.1^!). Only one patient 
(No. 6) had a plasma nortriptyline concentration 
outside the suggested therapeutic range of 50-150 
ug}, 

One patient (No. 5) whose predicted dose was 
100 mg per day was withdrawn at two weeks because 
of excessive drowsiness, at which time the plasma 
nortriptyline concentration was 112 ug.l ^ !. 


Discussion 


The test described in this paper proved to be a 
satisfactory method of predicting the dose of nor- 
triptyline required to produce plasma concentrations 
within the 50-150 ug.1^! range. Since only a single 
blood sample is required at 24 hours following the 
50 mg test dose, this test is preferred to the previously 
described clearance prediction which requires five 
samples obtained during a 72 hour period. As the test 
is simple to perform and causes only minimal dis- 
comfort to the patient, it may be appropriate for use 
by general practitioners. However, before this method 
can be adopted more widely, it will be necessary to 
improve the facilities available for measuring nar- 
triptyline. To this end a radioimmunoassay technique 
(Aherne et al, 1976) may be more applicable than the 
gas-chromatographic method. 

Eight of the ten patients treated required 50 mg or 
less daily. This confirms our previous observation that 
elderly patients require relatively low doses of nor- 
triptyline to produce ‘therapeutic’ plasma concen- 
trations (Dawling et al, 1980) The appropriate 
starting dose of nortriptyline for the elderly with 
physical disease would therefore appear to be 30-50 
mg daily. 

The dosage prediction test was highly successful in 
that plasma nortriptyline concentrations were con- 
fined to a narrow range. The therapeutic range of 
nortriptyline of 50-150 ug.1^? was defined in patients 
in psychiatric departments and it remains to be 
established if this is also effective in the treatment of 
depression which accompanies physical illness in the 
elderly. Nevertheless use of a nortriptyline prediction 
test in elderly depressed patients who often suffer from 
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"multiple pathology can avoid the toxic effects asso- 


ciated with high plasma nortriptyline concentrations. 
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C. HALLSTROM, I. TREASADEN, J. GUY EDWARDS and M. LADER 


Summary: The therapeutic benefit of combining propranolol. with diazepam 
over either of these drugs given alone was tested in a placebo- controlled cross- 
over study with twenty-four chronically anxious out-patients. The combination 
was generally more effective than diazepam. Diazepam was more effective than. 
placebo or propranolol. A reduction in the resting pulse rate. by propranolol of 
more than 7.5 beats per minute resulted in a greater therapeutic response to this 
drug, alone and in.combination. Lesser degrees of pathology responded better 
to treatment. Psychological factors in treatment showed themselves to be 
important in moderating pharmacological response. Chronically anxious 
patients generally derived little benefit from continued onir anien treatment. 


In a double-blind placebo controlled study, 
Granville-Grossman and Turner (1966) demon- 
strated the specific benefits of propranolol on the 
autonomic symptoms of anxiety. Tyrer and Lader 
(1974a) found that diazepam was generally more 
effective in anxiety states than’ propranolol, even in 
patients with somatic anxiety. Nevertheless, a case 
can be made for considering. beta-adrenoceptor 
blocking agents as treatment for the somatic symptoms 
of anxiety, since they do not have the unwanted 
sedative effects of benzodiazepine and other tran- 
quillizers or a liability to induce dependence (Tyrer, 
1980). Further studies on volunteers (Tyrer and 
Lader, 1974b) confirmed that propranolol had more 


effect on peripheral than on central anxiety symptoms 


and was better in morbid than in experimental anxiety. 
The data suggested that propranolol in low doses had 
an exclusively peripheral action. 

Despite this. proven action in anxiety (Shader, 
Good and Greenblatt, 1976) no studies have been 
undertaken to detect any additive action of beta- 
blockers to the more commonly used drug treatment 
for clinical anxiety, namely benzodiazepines. We 
therefore designed a trial to see whether propranolol 
in combination with diazepam had more effects than 
diazepam or propranolol alone. 


Patients 

Twenty-four out-patients were selected from those 
referred to the Maudsley Hospital, London, and the 
Department of Psychiatry, Southampton General 


Hospital. Six men and six women were studied at the 
Maudsley, seven men and five women at Southampton. 
Each patient. gave his informed consent for partici- 
pation in the trial, which had received ethical approval. 
The patients’ ages ranged from 22 to 50, with a mean 
of 35 years. Each patient had suffered from excessive 
anxiety for at least six months. Patients were excluded 
if they had a primary depressive illness, severe 
personality disorder, history of alcohol or drug 
abuse, schizophrenia, organic brain syndrome, epi- 
lepsy, mental subnormality, physical illness or history 
of asthma. 


Procedure 


Prior to inclusion in the study each patient was 
assessed on one or more occasion and there was 
agreement on the diagnosis by at least two psych- . 
iatrists. The three prime (key) symptoms were 
elicited and these same symptoms assessed throughout 
the trial. There was no pre-trial washout period from 
anxiolytics but any antidepressants being taken were 
discontinued for three weeks before starting treatment. 


, No neuroleptics were taken. 
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The patients then received four treatments in 
succession, each given for two weeks, in a cross-over 
study with each drug period fully matched for 
Occasion. A double-dummy technique was used. = 
treatments were: z 

À. placebo-propranolol and diazepam 
. B. propranolol and placebo-diazepam - 

C. placebo-propranolol and placebo-diazepam 
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D. propranolol and diazepam 

The order of administration followed a fully 

balanced design. 
At the end of each two week phase of treatment, 
- semi-structured interviews and the following assess- 
ments were carried out double-blind: self-assessment 
. Of severity of three key symptoms on a linear analogue 
scale 100 mm long, Salkind self-assessment Morbid 
Anxiety Inventory (MAI, Salkind, 1973) and Hamilton 
Anxiety Rating Scale (Hamilton, 1959). The ratings 
were applied to the symptoms experienced during the 
preceding three days. Data concerning life events 
occurring during the preceding two weeks were 
elicited with a structured questionnaire, modified from 
that of Brown and Birley (1968). Unwanted effects 
were recorded on a standard questionnaire (Edwards 
et al, 1979). The pulse rate was measured at the end of 
the interview. 


Treatments 


Diazepam was formulated as white gelatine cap- 
sules containing 5 mg of drug, propranolol as 40 mg 
white tablets. Each drug was matched with an identical 
placebo. Treatment was started with one tablet and 
one capsule three times a day. After a week, or earlier 
if thought necessary by the patient or physician, the 
dose was adjusted on the basis of clinical improvement 
and/or unwanted effects. Treatment continued in a 
dose of three to six tablets and capsules a day, given 
according to a flexible schedule. Unused medication 
was collected at the end of each treatment period, to 
ensure that none of the drugs taken was from a 
preceding period and to help check compliance with 
treatment. No other drug was allowed, with the 


exception of nitrazepam 5 mg at night given through- 
out the trial to one patient who had taken it for years. 
Supportive psychotherapy and help with social 
problems were given as required and patients were 
encouraged to contact C.H. or LT. if they experienced 
difficulties during the course of the trial, rather than 
to discontinue treatment or seek help elsewhere. Many 
patients availed themselves of this service. 


Results 


The mean dose of diazepam was 7.5 mg three 
times a day, of propranolol 60 mg three times a day, 
of the combination diazepam 7.5 mg and propranolol 
60 mg three times a day and the mean dose of placebo 
was 1.6 tablets three times a day; thus, the addition 
of propranolol did not reduce the amount of diazepam 
required. 

The means and standard errors of the total key 
symptoms score, MAI score, Hamilton total score 
and scores for psychic symptoms and somatic symp- 
toms at the beginning of the trial and at the end of 
each treatment period are shown in the Table. 

The key symptom scores showed significant drug 
differences; the drug combination was therapeutically 
more effective than the other treatments (F3,65 = 
4.07; P «0.02). On this measure diazepam appeared 
to have no advantage over placebo, while propranolol 
was the least effective treatment, Significant drug 
differences were also found for the Hamilton somatic 
symptoms score; diazepam and the combined treat- 
ment were superior to placebo and propranolol 
(F3,65 = 4.7 3; P 0.005). There were no significant 
secular trends over the duration of the trial for any of 
the ratings. 


TABLE 
Mean scores at end of drug treatments 


Pre-trial Placebo 
Standard Standard 

Ratings Mean error Mean error 
Hamilton: 

total 22.8 3.0 18.8 2.5 

factor 1 (somatic) 6.6 1.0 6.7 0.8 

factor 2 (psychic) 7.5 0.9 5.2 0.8 
Salkind anxiety (M.A.L) 24.1 2.9 220 24 
Key symptoms (cm) 19.0 18 166 20 
Pulse rate (beats/min) 75.7 | 62 81.9 5.9 


Diazepam Propranolol Combination 
Standard - Standard ^ Standard 
Mean error Mean error Mean error 
16.6 2.5 18.6 2.5 14.6 2.4 
5.3 0.8 6.8 0.8 5.0 0.7 
4.9 0.8 8.1 0.7 4.0 0.8 
21.1 2.3 23.5 2.5 21.5 2.4 
15.2 1.9 18.6 2.0 13.8 1.8 
78.0 5.9 67.9 6.1 71.3 5.8 
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To seek differential responsiveness to drags 
according to the symptom pattern of each patient, the 


patients were categorized into those with high and low .. 
scores on the Hamilton somatic factor. No significant 


differences were found on any of the rating scales: 
Nor were any differences found when patients were 
split-halved into those with high or low scores on the 
Hamilton psychic factor. Patients with high scores on 
the Hamilton somatic factor also had high scores on 
the analogue scale (F1,65 = 17.95; P <0.001), but 
MAI scores showed no significant relationships. 
Hamilton psychic scores were not related to key 
symptoms or to MAI scores. 

Correlations were computed between scores at the 
end of the placebo period and those after active drug 
treatment for each rating scale (change scores). All 
correlations were significantly positive, correlation 
coefficients (r) ranging from 0.37 (P <0.05) to 0.71 
(P <0.01). Thus, the lower the pathology on placebo 
the greater the improvement on active treatment. 

Correlations were also calculated between change 
scores on the assessment variables for the different 
treatments. That between diazepam and propranolol 
change scores was significant for the Hamilton 
somatic symptom score (r = 0.57; P <0.01), but not 
for the psychic score. This implies that subjects 
responding to diazepam with respect to somatic 
symptoms also tend to respond. to propranolol; 
patients’ psychic symptom changes on diazepam are 
not related to those on propranolol. A similar pattern 
of correlations was found for the combination 
treatment and propranolol. By contrast, the corre- 
lations between change scores on the combination and 
on diazepam were significant for both somatic 
(r = 0.66; P —0.001) and psychic symptoms (r = 
0.70; P <0.001). 


Life events 


There was an average of one life event for each 
two-week treatment period, which is a rather high 
score. There were no significant differences between 
treatment periods. 


Pulse rate 


Pulse rates were decreased significantly by pro- 
pranolol and the combined drugs (F3,50 = 5.16; 
P <0.005). An estimate of the pharmacological 
effect of propranolol can be obtained from pro- 
pranolol-placebo differences in pulse rate. Patients 
were divided into half whose pulse rates dropped more 
than, and half less than, 7.5 beats a minute. Significant 
differences with respect to the therapeutic effects of 
propranolol were found for the key symptoms 
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 (F3,48 = 3.7; P <0,02) and for the Hamilton psychic 
factor (F3, 48 = 5.34; P <0.01), those with the greater 
drop in pulse rate showing the more satisfactory 
— response. During the combined drug treatment, key 





symptoms (F3,53 == 4.63; P <0.01) and Hamilton 
psychic factor acres: (F3,53 = $,65; P <0.01) 
similarly improved more in patients with the greater 
drop in pulse rate. There were no differential effects 
on MAI or Hamilton somatic symptoms scores. 


Side effects 


There was no appreciable difference in side effects 
noted during any of the treatments. 


Discussion 

For the key symptoms and the Hamilton somatic 
scores the drug combination was the best treatment. 
The least effective was propranolol alone which was 
even less effective than placebo. The responsiveness of 
the key symptoms and the Hamilton somatic factor 
was similar, which was to be expected, as the key 
symptoms were mainly somatic in nature. The MAI 
seemed not to relate to any of the other rating scales. 
One possible explanation for this is that it may reflect 
trait as well as state anxiety. This would account for 
the negligible responses to drug treatment detected 
by this scale, as compared with key symptom ratings 
and observer judgments. 

A non-specific placebo response seemed important. 
The better the scores on placebo the better the scores 
on any of the other treatments. That is to say, if the 
patient is capable of improvement on placebo then the 
improvement will tend to be greater on an active 
treatment. Unfortunately it would be invidious for us 
to try and estimate the absolute amount of placebo 
response, as many of our patients were reluctant to 
have a prior wash-out period and we were therefore 
unable to obtain drug-free baseline assessments. 

A surprising finding was that propranolol was 
ineffective in the treatment of somatic symptoms, in 
contradiction to much previous work (Tyrer, 1980). 
Even patients with evidence of beta-blockade, as 
shown by a bradycardia, did not improve. Conversely, 
psychic symptoms and key symptoms were helped 
to a significant degree. Also unexpected was. the 
ineffectiveness of diazepam on psychic symptoms. The 
additive action of the two drugs in combination was 
small, but useful, especially with psychic symptoms. 
A poor somatic response to diazepam, however, was 
not improved by the addition of propranolol, and a 
good response to diazepam did not imply a good 
response to propranolol. However, we estimated 
somatic response by change in the somatic score on the 
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Hamilton Anxiety Scale and this includes items such as 
muscle tension which are not mediated via the beta 
division of the sympathetic nervous system. The key 
symptoms also included many non-beta-sympathetic 
items, which would respond to diazepam. 

. As to the question of adequate dosage of pro- 
pranolol.needed to reach the optimal response, we 
found that there was a greater improvement on the 
key symptoms and Hamilton psychic factor scores if 
propranolol was given at a dose sufficient to reduce 
the resting pulse rate by 7.5 beats per minute over 
placebo. This was also found with the combined 
treatment, suggesting that some effect of the com- 
bination is due to the action of propranolol. This was 
not the case for the Hamilton somatic rating or the 
MAI. Even with doses averaging 180 mg/day of 
propranolol only half the patients showed a brady- 
cardia exceeding 7.5 beats/min. 

These results suggest that diazepam is more 
effective than placebo in treating chronic anxiety, 
especially its somatic symptoms. The addition of 
propranolol to treatment with diazepam significantly 
improved the outcome for psychic symptoms. 

We initially incorporated a two week-pre-trial 
wash-out period for. all drugs in our study design. 
This resulted in a drop-out rate of four of the first 
eight patients before the active phase of the study. 
The reason for the drop-outs was not obvious. Since 
most patients were taking a benzodiazepine drug when 
first seen, drop-outs may have been due to patients 
experiencing a return of their symptoms or the 
emergence of a withdrawal syndrome (Covi et al, 
1973; Hallstrom and Lader, 1981). This is unlikely 
to be the major reason, since there was no dramatic 
increase in. symptoms (or drop-outs) when the 
subjects were later given either placebo or propranolol. 
Psychological explanations. are more likely. The 
patients did not like to start a course of treatment by 
taking no medication. Without the washout period 
drop-out was rare.and, when it occurred was due to 
social factors rather than to treatment failure. 

At the pre-treatment assessments. most patients 
were taking a benzodiazepine. Despite this,. their 
scores on the psychic anxiety factors were higher than 
when they were later treated with an active drug. The 
improvement with active treatment over the baseline 
scores for the somatic ratings was less impressive. 
The findings, together with the high incidence of 
life-events experienced, suggest that the psychological 
support received by our patients was as important as 
the pharmacological effects, at least for the psychic 
symptoms of their. chronic anxiety. As expected this 
effect was less pronounced for the somatic ratings. 
Only the pulse rate, presumably a purely pharmaco- 


logical index, followed the expected pharmacological 
response. l 

Our psychotherapeutic intervention was essentially 
directed towards support, counselling and encourage- 
ment to continue with the medication. The patients 
were seen weekly through the trial and were given 
more time than was usual in our outpatient depart- 
ments. Additional support was given over the tele- 
phone. The combination of psychological support and 
the chronicity of symptoms, associated with the 
high incidence of life events, would seem a likely 
explanation for the disappointing lack of specific 
effectiveness of our treatments in these chronically 
anxious patients. It would: seem that such patients 
derive little benefit from continued anti-anxiety drug 
treatment. 
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Juvenile Drug Abuse and Delinquency: 


Some Differential Associations 
J. KRAUS 


Summary: Juvenile court histories were investigated of male and female 
juvenile drug offenders and of control groups of juvenile delinquents never 
charged with drug-related offences. On most of the parameters of drug-related 
and of other criminal offences, criminal involvement was greatest among opiate 
abusers, followed by those abusing sedatives, and then by cannabis abusers. 
However, this difference was less marked among females than among males. 
involvement with crime not related to drugs was greater among delinquents 
abusing opiates and sedatives than among delinquent controls, while the 
criminality of delinquents abusing cannabis was less than that of the controls. 
There were significant differences between the patterns of offences of the four 
groups, which did not support the economic necessity hypothesis of crime 
among (at least juvenile) drug abusers. The findings were consistent with 
progression from soft to hard drugs, and with the view that where juvenile 
delinquency and drug abuse co-exist, the former tends to precede the latter. 
The association between juvenile drug abuse and delinquency seems to be 
accounted for by a common denominator of a sociopathic character develop- 
ment, rather than by some form of causal relationship between these two 





phenomena. 


The upward trends in juvenile drug abuse and 
juvenile delinquency, reported in recent years from 
most Western countries, bring into focus the need for 
a better understanding of the relationship between 
these two phenomena of behavioural deviance. 
Interest in this relationship is more than academic, 
having obvious implications for prevention and 
remediation, particularly as they apply to the differ- 
ential facets of individual and of social pathology. 

Reported studies seem to give little if any recogni- 
tion to the fact that the relationship between drug 
abuse and crime could be different, both in substance 
and implications, in juvenile and adult populations 
respectively, and might thus require separate in- 
vestigations. Further, most studies are concerned with 
opiate addiction, to the exclusion of other forms of 
drug abuse, which are much more prevalent in the 
juvenile population and therefore an important 
subject for research. 

Generally, published findings negate the popular 
(and not necessarily lay) belief that criminal histories 
of drug users begin as the result of a drug offence 
(Young, 1971) and that ‘economic necessity’, involving 
maintaining of the drug habit, explains the association 
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between opiate use and crime (Schur, 1966; Secretary 
General of the U.N., 1971). However, three types of 
data could be said to refute this hypothesis. First, and 
most relevant to the present study, is the evidence that 
school truancy, rebelliousness, early delinquency and 
deviant conduct are juvenile characteristics antecedent 
to adult drug abuse (Bucky, 1973; Helzer et al, 1975/ 
76; Bell et al, 1976; Egger et al, 1976, 1978; Crawford, 
1978). Second, patients in treatment for drug depen- 
dency who have a criminal record tend to begin their 
criminal histories before, rather than after developing 
their drug habits (Vaillant, 1966; Stimson et al, 1970; 
Boyd et al, 1971; Willis, 1971; Gardner et al, 1971)— 
a pattern which appears to be valid also for. other 
than opiate-dependent patients (Gordon, 1973). 
Further, arrest records of patients after methadone 
treatment showed a decrease in no other but drug- 
related offences (Jacobs, 1978) Third, while the 
proportion of drug abusers among prison inmates 
could be higher than in any other part of the popula- 
tion (The Swedish Institute, 1979), the majority 
acquire their drug habits after they already have a 
criminal record (James, 1969; d'Orban, 1970). 
Consistent with the above evidence is the conclusion 










drawn from a recent review of the literature, that th 
use of drugs and criminal behaviour are not causa 
related (Fink et al, 1978). 


of juvenile delinquency; this has not been investigated 
to date. 


Method 


The study required completed histories of juvenile 
delinquency. The samples were therefore drawn from 
an age stratum, comprising all juveniles dealt with by 
the Children's Court in New South Wales (under the 
Crimes Act, Poisons Act, and Child Welfare Act for 
being ‘uncontrollable’ and ‘exposed to moral danger’) 
during the years 1979-80, who reached their 18th 
birthday during that period. The groups comprised all 
juveniles charged with offences involving a given type 
of drug. Where this total number was large, and with 
control groups comprising juveniles never charged 
with a drug offence, a random sample of 90 was 
taken. This sample size allows it to be assumed, with a 
confidence probability of 0.99, that 90 per cent of the 
values in the population can be found between the 
two extreme values of the sample (distribution-free 
tolerance limits). The effective size of all the samples 
can be seen in the accompanying tables. 

The designation of samples by types of drugs was 
based on the overall prevalence of offences involving 
given drugs. The actual charges accepted as oper- 
ational definitions of a drug abuser were: possess, use, 
and administer. The samples were designated as 
Cannabis (hashish, indian hemp, marihuana), Seda- 
tives (Mandrax, Serepax, Seconal, Tuinal, Nembutal, 
Mogadon, etc.), and Opiates (heroin, morphine, 
methadone). Five drug offenders (of amphetamines or 
LSD) were excluded from the study, as their number 
was too small for a meaningful analysis. 

The histories of juvenile convictions of all Ss, 
between the ages of eight and 18 years, were traced 
through their court records. Only offences under the 
Crimes Act, Poisons Act, and the charges of ‘un- 
controllable’ and ‘exposed to moral danger’ (Child 
Welfare Act), were taken into consideration for the 
purpose of the study. The latter two charges were 
included, because it is a criminological truism that 
they are precursors of more serious delinquency and 
reflect the previously mentioned juvenile characteris- 
tics antecedent to adult drug abuse. 


Analysis and Findings 
Nonparametric tests were used in the analysis. On 
any given occasion, the most powerful test was used 








í that was appropriate to the sa and to. the size 

of the aoe involved (Siegel, 1956). _ i; 
The purpose of the present study is to investigate - Court appearances on drug charges 
the specific relationship between juvenile drug abuse, 
differentiated by type of drug, and selected parameters - 


The numbers o! "drug offenders who had o only. one 
court appearance on. drug charges, and who had more 
than one appearance, are shown in Table I. Neither 
for males nor females are the overall differences 
between groups of offenders statistically significant, 
except that in the female Sedatives group, the number 
of those with two or more appearances is E than 
in the Cannabis group (x? == 3.887, df 1, P <.05). . 


Polydrug users - 

The numbers of drug offenders charged with the use 
of other drugs than that involved in the current or 
principal current charge are shown in Table 1I. For 
the males, the differences between the numbers of 


TABLE I 
Numbers of juveniles in three groups of drug offenders with 


. one and with more than one court appearance on drug charges 





! Number of court appearances 


Group of offenders one two or more 


Males | | 
Cannabis (N = 90) 82(91.1%) 8 (8.9%) 
Sedatives (N = 48) 43 (89.6%) 5§(10.4%%) 
Opiates (N = 20) 16 (80.0%) 4 (20.0%) | 


Females 
Cannabis (N = 58) 
Sedatives (N = 31) 
Opiates (N = 25) 


51 (87.9%) .7 | 
22(71.0%) 9 (29.0%) — 
20 (80.0%) 5 : 


Tape II 


Numbers of juveniles in three groups of drug offenders who 
were charged with offences involving other than the principal 
drug 





Other drugs Ter 


Group of | canna- 


seda- zm JI 
offenders . bis tives TUM Total N 

Males : : 

Cannabis (N — 90) oom 1 0 I E 190) 

Sedatives (N = 48) DUE - 1 8 (16.752) 

Opiates (N = 20). 10 1 - H one 0% M 
Females | : 

Cannabis (N = 58) DRE 3 0 3 (5.24) 

Sedatives (N = 31) 3 - 3. 

Opiates (N = 25) 2 3 =- 


5 (20.0%) - 





(60949 


(44 


i ^ pelydrug users in the three groups of offenders are 
statistically highly significant (z? = 44.524, df 2, 





| P = .0000), with 55 per cent in the Opiates group, as 


E compared to 16.7 per cent and 1.1 per cent in the 






Sedatives and Cannabis groups respectively. For the 
emales, the small (‘expected’) numbers in the Seda- 
s and Opiates groups made it necessary to combine 


' them for the purpose of analysis, which was legitimized 


Females 


by the: fact that the proportions of polydrug users in 





hese groups are virtually identical. The number of 
phis rug users in the combined groups was shown to 

be significantly greater than in the Cannabis group 
(x? = 5.192, df 1, P. <.05). 





Criminal record 


The numbers of drug offenders who were ever 
convicted of offence(s) unrelated to drugs are shown 
in Table III. For males, the differences between these 
numbers, in the three groups of offenders, are overall 
statistically significant (x? = 19.857, df 2, P <.0005); 
for females, the overall differences are not significant. 
Partitioning the. degrees of freedom in the tables 
shows that for the males, the actual difference is 
between the. Cannabis and the two other groups of 
offenders, which are in fact not differentiated by the 
proportion of convicts. With females, the partitioning 


shows that the difference between the Sedatives and 


the other two groups in fact comes near to being 
significant (x? = 2.909, df 1, P <.10). 


Age at first conviction 

Age of the drug offenders and of the delinquent 
control group at the time of their first-ever conviction 
of an offence under the Crimes Act is shown in 
Table IV. For males, the overall differences between 


TABLE HI 


Numbers of juveniles in three groups of drug offenders who 
were ever convicted of offences unrelated to drugs (Crimes 
| Act offences) 


Offences under the Crimes Act 


: : Group of offenders p notconvicted ^ convicted 
Males — - | 
< Cannabis (N = .90) 53 (58.9%) 37 (41. 1%) 
peor: (N = 48) 12 (25.0%) * 36 (75.0%) 
: «Dpiates (N 20) 16 (80.0%) 





- 4 (20.0%) 


Cannabis (N = 58) 
— Sedatives (N= 31) 
. Opiates (N = 25) 


33 (56.9%) 
12 38.7%) 
14 (56.0%) 


25 (43.1% 
19 (61.392) 
11 (44.092) 





* y* = 19.857; df 2; P <.0005. 





J UVENILE DRUG ABUSE AND DELINQUENCY 


TABLE IV 


Age at first ever conviction of offence(s) unrelated to Fue 
(Crimes Act offences), in four groups of juvenile delinquents, 
three of which were also drug. offenders 


| Age at first conviction 
Group of i —— | 
offenders upto 13 | 14-15 16-17 
Males 

Delinquents l 

(N —90) 17 18.9%)  23(25.6%)  50(55.554) 
Cannabis | 

(N —37) 3 (8.170 — 16(43.27) — 18 (48.774) 
Sedatives | ? 

(N = 36) 9 (25.0%) 11 (30.6%) 16 (44.4%) 
Opiates 

(N = 16) 7 (43.8%) 3 (18.7%) 6(37.5%) 

Females 

Delinquents. 

(N = 90) 9 (10.0%) 17(18.9%) 64 (71.174) 
Cannabis 

(N = 25) 3(12.05 10 (40.0%) 12 (48.0%) 
Sedatives 

(N = 19) 3 (26.3%) § (26.3%) 9 (47.4%) 
Opiates 

(N= 11) 28.2%) 5 (45.4%) 





4 (36.4%) 


#42 — 12.159; df 6; P <.06, 


+ Combining ages ‘up to 15°: x? = 10.057; df 3; P < .025. 


the four groups approach statistical significance 
(y? = 12.159, df 6, P ——.06). Partitioning the degrees 
of freedom shows, however, that the actual differences 
between the groups are in the proportions convicted 
at the age of up-to-13 and of 14-15, except for the 
Delinquents and Sedatives groups not being differ- 
entiated by age of first conviction. 

Because of the small numbers. of females, the 
younger ages were combined for the purpose of 
analysis into an up-to-15 category. The overall 
differences between the four groups of the female 
offenders were significant (y^ = 10.057, df 3, P. <.025). 
Partitioning of the degrees of freedom of the 4x2 
table showed the actual difference to be between 
Delinquents and the three drug abusing groups, 
which were not differentiated among themselves by 
age at first conviction. Nevertheless, and in spite of the 
small sample, it seems worth noting the relatively high 
proportion of girls in the Sedatives group who had a 
criminal conviction by the age of 13. 





Aggregate convictions of individuals 

The numbers of offenders with different aggregates 
of juvenile convictions of offences unrelated to drugs, 
are shown in Table V. There were no significant 











TABLE V 


Numbers of juveniles with different aggregates of convict 
of offences unrelated to drugs (Crimes Act offences}, i 
groups of juvenile delinquents, three of which were als 

offenders | 


Aggregate. of convictions. 





Group of - : 
offenders 1-3 | 4-6 7 or more 
Males 

Delinquents 

(N = 90) 43 (47.8%) 22 (24.4%) 25 (27.8%) - 
Cannabis 

(N = 37) 25 (67.6%) 708.9%) § (13.5%) 
Sedatives 

(N = 36) 17 (47.2%) 8 (22.2%) 11 (30.6%) 
Opiates 

(N = 16) 6 (37.5%) 4 (25.0%) 6 (37.5%) 

Females 

Delinquents 

(N = 90) 68 (75.622) 13 (14.4%) 9 (10.095) 
Cannabis 

(N = 25) 20 (80.0%) 2 (8.095 3 (12.0%) 
Sedatives 

(N = 19) 12 (63.2%) 3 (15.8%) 4 (21.194) 
Opiates 

2 (18.295) 3 (27.3%) 


(N= 11) 6 (54.5%) 


overall differences in the numbers of offenders with 
different aggregates between the male groups, and 
between the female groups. However, partitioning the 
degrees of freedom showed the male Cannabis group 
to have significantly fewer offenders with high 
aggregates (7 or more) than the remaining male 
offenders (y* = 3.909, df 1, P <.05). Further, it is 
noteworthy that the rank order of the proportions of 
offenders with few (1-3) convictions is the same for 
males and for females, and that the probability of 
such a replication of rank order by chance alone is 
very low. Also, the Delinquents apart, the inverse of 
the rank order of the drug groups is replicated in the 
two higher categories of convictions, for both males 
and females. ks “ 


Aggregate convictions of groups 

An alternative way of measuring the volume of 
crime in the groups is in terms of.aggregate convic- 
tions of the groups, rather than of the individuals. 
Table VI shows the observed numbers of convictions, 
and the numbers expected on the basis of the relative 
sizes. of the groups. The differences between the 
observed and expected numbers of convictions are 
highly significant for both male and female offenders, 
with the Opiates and Sedatives groups having more, 





e- ^ Group of Offenders. 





TasLE VI EN 
Observed and expected, proportionate to group size, number. 





—of convictions of offences unrelated to drugs (Crimes Act 
offences), in four groups of juvenile delinquents, three of 


which were ' also drug offenders 


Number of convictions 


observed expected ` 

Males —. | . 1036 (100%) 

Delinquents (N =90) 502 (48.5%) 521 (50.3%) 

Cannabis (N = 37) 133 (12.8%) 215 (20.7%) 

Sedatives (N = 36) 267 (25.8%) 208 (20.17,)* 

Opiates (N = 16) 134 (12.9%) 92 (8.9% 
Females 0 459 (100%) 

Delinquents (N = 90) 254 (55.3%) 285 (62.1%) 


Cannabis (N = 25) 70 5.3%) 79 (17.2%) 
Sedatives (N = 19) 89 (19.4%) 60 (13.1%) 
Opiates (N = 11) 46 (10.0925) 38 (7.6%) 


* y? = 67,877; df 3; P = .0000. 
t x? = 21.870; df 3; P «.0005. 


and the Cannabis and Delinquents having less than 
the expected numbers. : 


Patterns of offences in groups 


The numbers of convictions of six types of T 
unrelated to drugs, in the four groups of male and 
female offenders, are shown in. Tables VIIA and Vilp 
respectively, Because of a differential incidence of 
certain offences with males and females, the (aggre- 
gate) types of offences are not identical for both sexes. 
Violent offences against person and against property 
are combined for the females, while ‘Uncontrollable’ 
and 'Exposed to Moral Danger' are differentiated for 
them, but not for the male groups. 

The differences. between the proportions of the 
various types of offences in the four male groups are 
statistically significant (y? = 28.692, df 15, P <.02), 
Though Table. VIIA is self-explanatory, the outstand- 
ing facets of the findings are worthy of note: in the 
‘Cannabis’ group, the relatively low incidence. of 
stealing or receiving, and the high incidence of 
breaking, entering and stealing, assaults and/or 
robbery, and malicious damage; in the ‘Opiates’ 
group, the relatively low. incidence of taking motor 
vehicles and of *other offences', and the high incidence 
of breaking, entering and stealing. 

The differences between the female groups are 
even more accentuated, and of a higher statistical 
significance (y* = 68.641, df 15, P < 0001) than with 
the males. The most notable findings in Table VIE BO 
are: in the Cannabis group, the relatively hig 
incidence of stealing or receiving, and the low incidence 
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—' TaBLE VILA 
Numbers of convictions of six types of offences under the Crimes Act, in four groups of male juvenile delinquents, three of 
| which were also drug offenders 2 


& Break, Take Assault 
| E. Steal or enter and motor and/or Malicious Other Total 
Group of offenders receive steal vehicle robbery damage  offences* offences 


190 (37.8%) 135 (26.99% 108 (21.5%) 19 G.8%) 27 (5.4%) 23(4.6%) 502 (100%) 
75.3%) 129.0%) 
8 (3.0%) 13(4.9%) 114.1%) 267 (10079) 
6 (4.5%) 32.2%) 302.2%) 
* Mainly ‘uncontrollable’ (under the Child Welfare Act), forge/utter, false pretences, etc. 4° = 28.692; df 15; P < .02. 


Delinquents (N = 90) 


Cannabis (N = 37) 35 (26.3%) 47(35.3%) 27 20.3%) 5 (3.8%) 133 (00%) 


Sedatives (N = 36) 86 (32.2%) 71 (26.6%) 78 (29.2%) 


Opiates (N E 16 49 (36.6%) 51(38.1%) 22 (16.4%) 134 (100%) 


Tase VIB 


Numbers of convictions of six types of offences under the Crimes Act,* in four groups of female juvenile delinquents, three of 
which were also drug offenders 


ret e a RR t iii tem atr ara atout 


Steal Break, Take Uncontrollable 
Or enter and motor Violent or exposed to Other Total 
Group of offenders receive steal vehicle offences** moral danger  offences*** offences 


Delinquents (N = 90) 99 (39.0%) 27 (10.6%) 23 (9.1%) 22 (8.7%) 48 (18.9%) 35 (13.8%) 254 (100%) 


Cannabis (N = 25)  40(57.1%) 4 G.7%) 3 (4.3%) 6 (8.6%) 16 (22.9%) 1 (1.4%) 70 000%) 
Sedatives(N = 19) 21 (23.6%) 7 (7.9%) 9 (0.0%) 3 (3.4%) 37 (41.6%) 21. (23.6%) 89 (10075) 
Opiates (N = 11) 11 (29.9%) 4 (8.7%) 705.2%) 7 (15.274 16 (34.874) 1 (2.2%) 46 (10075) 


* Except ‘uncontrollable or exposed to moral danger' complaints under the Child Welfare Act. 


** Assault and/or robbery, malicious damage. 
*** Mainly forgery, false pretences, etc. 
y? = 68.641; d£ 15; P « 0001. 


of other offences; in the Sedatives group, the high 
incidence of those uncontrollable or exposed to moral 
danger, and of other offences, and the low incidence 
of taking motor vehicles and of violent offences; in 
the Opiates group, the high incidence of violent 
offences, taking motor vehicles, being uncontrollable 
or exposed to moral danger, and the low incidence of 
other offences. 


Drug related offences 

The only offences that could be identified from the 
court records as being drug-related were forgery and/ 
or uttering of prescription. The numbers of individuals 
"in the three groups of drug offenders (Table D, who 
were convicted of either or both of these offences were 
as follows: 0 in the male and female Cannabis groups; 
3 (6.3 per cent) in the male and 6 (19.4 per cent) in the 
female Sedatives groups, with totals of 4 and 21 
offences respectively; 1 (5 per cent) in the male and 


1 (4 per cent) in the female Opiates groups, with totals 
of 2 and 1 offences respectively. The two offenders 
in the Opiates group, however, were polydrug users, 
and both had convictions for the use of a sedative 
type drug in addition to that for the use of an opiate. 


Committal to a corrective institution 

Committals to institutions can be viewed as a 
measure of the seriousness of juvenile crime, as it is 
perceived by the courts making the dispositions. 
Table VIII shows the numbers of individuals in the 
four groups of male and female offenders who were 
ever committed to an institution for offences unrelated 
to drugs (Crimes Act offences). | 

Although there are substantial differences between 
the proportions that have been committed in the 
various groups, they are statistically not significant 
(Chi-square). However, the rank order of the three 
drug groups is replicated here again (as in Table V, and 





TABLE VIH 


Numbers of juveniles committed to a corrective institution’: 


for offences unrelated to drugs (Crimes Act offences), in 


four groups of juvenile delinquents, three of Nom were. -also fe 


drug offenders 





Committal to an institution 


one or 
Group of offenders none more 
Males 
Delinquents (N — 90) 58 (64.4%) 32 (35.6%) 
Cannabis (N = 37) 30 (81.1924) 7 (18.9%) 
Sedatives (N = 36) 22 (61.1%) 14 (38.9%) 
Opiates (N = 16) 9 (56.3%) 7 (43.8%) 


Females 
Delinquents (N = 90) 


71 (78.9%) 


19 (21.1%) 


Cannabis (N = 25) 19 (76.075) 6 (24.0%) 
Sedatives (N = 19) 12 (63.2%) 7 (36.8%) 
Opiates (N = 11) 6 (54.5%) 5 (45.5%) 


logically consistent with it) with both males and 
females, the probability of such replication by chance 
alone being low. It is not an unreasonable assumption, 
therefore, that the seriousness of crime, as seen by the 
courts, is greatest in the Opiates groups, followed by 
the Sedatives and then by the Cannabis groups. 

Among those who were ever committed, the 
number of times an individual has been committed can 
be regarded as an additional measure of the serious- 
ness of their criminality. None of the drug offender 
groups differed significantly in this respect from the 
Delinquents (Mann-Whitney U test). Males from the 
Opiates group were found to have significantly more 
committals than those from. the Cannabis group 
(Randomisation test, P <.002). Females from the 
Opiates group had significantly more committals than 
the females from the Sedatives and Cannabis groups 
(Randomisation test, P = .01), and the ones from the 
Sedatives more than those from Cannabis (Ran- 
domisation test, P <.002). Thus, at least with the 
female offenders, the rank order of the three drug 
groups could be said to reflect not only greater 
numbers of serious criminals, but also criminals with 
more serious offence records. 


Discussion 

The findings indicate that there is an association 
between juvenile drug abuse and official (i.e. court 
recorded) juvenile delinquency involving other than 
drug related offences, but that this association is 
contingent upon the type of drug that is abused, 
rather than on the abuse per se. The abuse can be 
considered as the critical factor only where the three 
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po of drug offenders differ from the control 
group of Delinquents all in the same direction. Thus, 
girls who have a record of delinquency and drug 


abuse tend to be younger at the time of their first 


conviction. of an offence unrelated to drugs than 


delinquent girls who do not abuse drugs. The latter 
have also relatively fewer. convictions of being 
uncontrollable or exposed to moral danger than do 
the drug abusers. These two findings apart, the type 
of drug appears to be the critical factor, albeit the 
non-drug Delinquents still provide a base-line against 
which the abusers can be evaluated. 

The most interesting evaluation against this base- 
line is perhaps that of the criminality of the Cannabis 
group, as this.criminality was found to be less than 
that of the Delinquents on some, and not greater on 
any of the parameters that have been investigated 
here. More of the Cannabis delinquents are convicted 
of only a small number of offences, and at least the 
males among them have also a lower overall rate of 
offending. Further, these males acquire their first 
juvenile conviction at a later age than Delinquents, 
and fewer of them are ever committed to a corrective 
institution for offences unrelated to drugs. 

The evaluation against this baseline of the other two 
groups of drug abusing delinquents produced the 
converse of the Cannabis group results. The crimin- 
ality of both, the Sedatives and the Opiates delin- 
quents was found to be greater than that of Delin- 
quents on most parameters used in the present study, 
in both male and female samples. The drug abusing 
groups comprised. greater proportions of individuals 
convicted of larger numbers of offences, and had 
higher overall rates of offending. They tended to 
acquire their first conviction at a younger age, and 
more of them had at least one committal to a correc- 
tive institution. However, there were no differences 
between those who were institutionalised in the 
number of times they were subiect to a committal 
order. 

The criminality of the Sedatives and Opiates 
delinquents was also greater than that of Cannabis 
delinquents on all the-above parameters, except that 
male Sedatives delinquents who were ever sent to 
institutions were not so more frequently. Further, these 
parameters. differentiated between the Sedatives and 
Opiates delinquents, showing the latter to be more 
criminal, except again for the frequency of in- 
stitutional admission which did not differentiate 
between the delinquents who were committed from 
the Opiates and the Sedatives groups. 

The rank order.of criminal involvement of the 
three groups—Opiates followed by Sedatives and then 
Cannabis—was virtually replicated on the three- 
parameters used here to evaluate them in their 
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totality: proportion of polydrug users; proportion 
with. more than one court appearance on drug 
charges; and proportion ever convicted under the 
Crimes Act. The exceptions were that with females, 
the greatest proportion with multiple court appear- 
ances on drug charges and those ever convicted under 
the Crimes Act were not in the Opiates but in the 
Sedatives group. 

The relevance of the type of drug being abused 
to the patterns of offences committed by juveniles 
seems to be shown by the finding that, not 
unexpectedly, forgery and/or uttering of prescriptions 
is the exclusive province of the Sedatives groups and 
polydrug users involved with sedatives. The relation- 
ship of other types of drugs to these patterns is less 
clear, however, and its interpretation is problematic. 
What could be said with reasonable confidence is that 
the present results do not support certain findings 
reported in the literature: that polydrug abuse is 
predictive of offences against the person (Simonds 
et al, 1979), and that there are no differences between 
drug-using and non-using delinquents in the numbers 
of violent offences in their criminal histories (Cockett, 
1971). In the latter case, however, the differences 
found here were limited to one type of drug for each 
sex, since male cannabis and female opiate users had 
greater proportions of recorded violent offences than 
their non-drug-using counterparts. 

The present findings also fail to support the 
'economic necessity hypothesis of crime among 
drug abusers, since the major property crimes (i.e. 
steal, receive, break enter and steal) are in no larger 
proportion. with drug-abusing than non-abusing 
delinquents, excepting the opiates users among males 
and the cannabis users among females. By the same 
token, the findings do not support the economic 
necessity of prostitution as the extension of this 
hypothesis, because the relevant delinquency (uncon- 
trollable or exposed to moral danger) is not most 
prevalent in that female group in which the cost of 
maintaining the drug habit is highest (i.e. Opiates). 
On the other hand, the relatively high proportion of 
these forms of female delinquency in the Sedatives 
and Opiates groups is noteworthy, as possibly fitting 
some alternative explanation, stemming from earlier 
research into the behavioural predispositions of drug 
abusing juveniles. — | 

At best, only a highly speculative interpretation 
can be given to the finding of a relatively low pro- 
portion of taking motor vehicle offences in the male 
group, and a relatively high proportion in the female 
group, of Opiates delinquents. The males obviously 
concentrate on economic crime, which lowers the 
proportions of 'fun' crimes, such as taking rides in 
stolen cars and vandalising property. With females, 


it suggests a greater degree of participation in de- 
linquency with boys, because in this type of offence, 
girls are invariably only the accomplices of male 
delinquents. The same explanation could well apply 
to the high proportion of violent offences among 
these females. 

Interpretation. of the high proportion of other 
offences (mainly forgery, false pretences, etc.) among 
female Sedatives delinquents also can be only specu- 
lative. One possibility is that many of these offences 
are drug-related (i.e. forge and/or utter prescription), 
but have not been identified as such in court records. 
Another possibility is that an inclination (perhaps 
reinforced by success) for this type of offences is 
generally characteristic of the Sedatives delinquents, 
although it would be expected to be independent of 
the sex of offenders, which is not the case here. 
Finally, the high involvement of these girls in being 
uncontrollable or exposed to moral danger, as 
contrasted with their relatively low involvement with 
virtually all the Crimes Act offences, suggests that 
they basically present a behaviour and not a criminal 
problem. As such, they would be inclined to resort to 
the apparently most facile and least risky offences of 
forging, false pretences or representations, etc., which 
do not require accomplices. 

Although the present findings cannot shed any 
direct light on the sequential relationship between 
drug abuse and delinquency, and on the popular 
hypothesis of progression from cannabis to hard 
drugs, they do allow some inferences to be made 
about these issues. The young age at first conviction of 
offence(s) unrelated to drugs with the Opiates de- 
linquents suggests that their criminal convictions 
preceded their use of opiates, because it seems most 
unlikely that they would have had access to this type 
of drugs at such an early age. This applies also to the 
Sedatives delinquents, but to a limited extent, because 
younger children are known to ‘steal prescription 
drugs from: their parents. Thus, the inference is 
consistent with the previously quoted sequential 
relationship reported in the literature. 

The progression hypothesis seems to be supported 
by the contrast between the large proportions of 
polydrug offenders using cannabis, in the Sedatives 
and especially the Opiates groups, and the virtual 
absence of polydrug offenders in the Cannabis groups 
of comparable age and sex. It must be stressed that 
this inference relates in no way to the mechanism 
of any progression. There is, of course, direct evidence 
of the sequence of drug taking being from soft to 
hard drugs, with the former abused at a significantly 
earlier age than the latter (Bean, 1971). 

It is interesting that the present findings diverge in 
many respects from those of the most comparable 





study found in the literature. This found (M 
1973) no significant differences between the conv 
rates of juvenile drug offenders and other delinq 
and between the rates and types of offences in di: 
drug-offender groups, although prospectively, 
with previous convictions for non-drug offences 
more likely to become opiate users than were firs 
offenders. On the other hand, the present findings are 
congruent with the conclusions of a study of juvenile 
delinquency, in which the issue of drug abuse was 
treated only incidentally: *. . . delinquents are less 
conforming and less socially restrained than non- 
delinquents, and this difference shows up in all aspects 
of their lives . . . (including the fact that) they more 
often take prohibited drugs" (West et al, 1977, p. 78). 
Further, because the findings of this study were based 
on self-reported drug abuse, they could be said to 
cross-validate rather than replicate some of the 
present findings. This is an important consideration, 
since only a minute proportion of illicit drug users 
are convicted of drug offences (ibid; Plant, 1975). 
The main findings were that the proportion of boys 
with criminal (non-drug) convictions among those 
who used drugs was more than twice the proportion 
among boys who did not use drugs; that among drug 
users, the proportion of those who were convicted 
was lowest among those who used cannabis; and that 
boys who used drugs more frequently were likely to 
have more convictions. The study's conclusions 
apart, drug use was made subordinate to the delin- 
quent character also in an applied context, by being 
designated as an 'antisocial factor' and included in a 
"Combined Scale of Antisocial Tendency', which the 
authors proposed for the assessment of boys' delin- 
quency potential (West et al, ibid.) 

What preventive and remedial measures could be 
suggested, in the perspective of the literature, by the 
present findings? If the hypothesis is tenable that the 
association between juvenile drug abuse and delin- 
quency is accounted for by a common denominator 
of a sociopathic character development, then little 
if anything can be done at the individual level. This is 
because it is a truism that sociopaths have yet to be 
shown to respond to any psychotherapeutic, edu- 
cational, punitive, or other social intervention 
measures that have so far been tried. The instigation 
of any possibly effective measures would have to be 
done, therefore, at the social level, with the family, 
the school, and the community. 

Prophylactic measures against drug abuse contagion 
in schools should be practicable, because ‘it seems that 
delinquent character formation begins early', and that 
many hard core delinquents are “recognizably 
deviant from an early age" (West et al, ibid). It seems 
justifiable to suggest that the use of cannabis should 


















treated as an entirely different problem from that 


of other forms of drug abuse and the drug may even 
= have possible positive uses. Pg 
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A Comparison of "Offender" and "Non-Offender" 
Male Patients Admitted to.the State Hospital, 
Carstairs between 1966 and 1975 


A. V. M. HUGHSON 


Summary: A comparison was made between ‘offender’ (part V) and 'non- 
offender’ (part IV) male patients admitted to the State Hospital, Carstairs, over a 
ten year period. More than a third of the 'non-offender' group had at some time in 
the past been in penal institutions: During their stay in the State Hospital, the 
‘non-offender patients were more disturbed in behaviour than their ‘offender’ 
counterparts, and relatively fewer of them were discharged during the period of 


study. 


The purpose of this study is to provide comparative 
data on ‘offender’ and 'non-offender' male patients 
admitted to the Scottish State Hospital, Carstairs. 
Background informatlon on the State Hospital is 
given in a survey of female offenders by Mitchell and 
Murphy (1975). In a fifteen year review of female 
patients admitted to the State Hospital, Brooks and 
Mitchell (1975) found that they fell naturally into two 
groups—those transferred from other hospitals under 
Part IV of the Mental Health Act (Scotland) 1960, and 
those sent from the courts or prisons. The two groups 
differed in respect of background history, diagnosis 
and prognosis. It was, therefore, decided to examine 
differences between male patients admitted under 
part IV of the Act Cnon-offenders’) and those sent 
from courts or prisons (‘offenders’). This article aims 
to answer three main questions: 

(1) How real is the distinction between 'offenders' 

and 'non-offenders' ? 

(2) How does tbe behaviour in the State Hospital of 

the two groups differ ? 

(3) Do the groups differ in rate of discharge from 

and length of stay in the State Hospital? 


Method 

The study was a retrospective one, based on case 
record material. Carstairs case notes are very detailed 
and follow a standardized format. Extracts from 
previous psychiatric notes and photostats of previous 
convictions are routinely obtained. In addition, there 
is, for each patient, a separate typewritten file con- 
taining the nursing reports. The quality of the case 
notes was found to be particularly good from the 
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mid-1960's onwards. For this reason, and to obtain an 
adequate sample, males admitted over a ten-year 
period, 1966-1975 inclusive, were reviewed. During 
the ten-year period, 54 male part IV (‘non-offender’) 
patients were admitted. The case notes of one such 
patient could not be traced, leaving 53 records for 
analysis. Over the same period 321 'offender' patients 
were admitted —i.e. patients admitted under what was 
formerly part V (sections 55, 60, 63, 66 and 67) of the 
Mental Health (Scotland) Act 1960, now replaced by 
corresponding sections of the Criminal Procedure 
(Scotland) Act, 1975. For convenience, however, the 
‘offender’ group of patients will be referred to as 
‘part V" patients. From the 321 part V patients, a 
random sample of 53, stratified by year of admission, 
was drawn. Details were extracted from the case 
notes as tabulated under ‘Results’. In addition the 
nursing records were scrutinized for evidence of 
episodes of disturbed behaviour which were classified 
under five headings: physical aggression (directed at 
people); damage to property; self-injury; verbal 
aggression; and acute psychotic episodes. The first 
three categories are quite clearcut, since a detailed 
record was made whenever a patient hit somebody, 
damaged something or injured himself. The latter two 
categories are less reliable, however, as they depended 
on the writer’s interpretation of comments made in the 
nursing records. 


Results 
Age on admission 


The mean ages on admission of the two groups did 
not differ significantly. 








432 OFFENDER AND NON-OFFENDER MALE PATIENTS IN STATE HOSPITAL, CARSTAIRS 


Diagnosis 


There were relatively more cases of schizophrenia | 


and relatively fewer cases of personality disorder in the 
part IV group. - 

The díagnoses were those of the Carstairs' con- 
sultants. Where more than one diagnosis was given, a 
single diagnosis was chosen by applying the following 
order of preference: organic psychosis functional 


TABLE I 
Age on admission 

Age group No. part IV No. part V 
10-19 i 9 9 
20-29 ae 16 19 
30-39 22 10 
40-49 5 11 
50--59 1 2 
60-69 0 2 
enn ace 29.6 32.1 
t= 1,18; NS 

TABLE ll 

Diagnosis 

No. part IV No. part V 
Schizophrenia 27 (51%) 15 (28%) 
Personality dior dni 5 (9.5%) 16 (30%) 
Mental deficiency 16 (30%) 16 (30%) 
Miscellaneous 5 (9.5%) 6 (12%) 


y! 9.28;d.f. = 3;P < .05 


Ni TABLE IH 
Reasons for admission to State Hospital security 


No. part IV No. part V 


Homicidal S | He : l 11 
Assault Gnani sexual) a i 42 | 20 
Sexual misconduct hr gb OE 6 
Other. " 9 16 


cuiii E 48; d.f. = 2; P < ,001 


psychosis ^ mental deficiency > personality disorder/ 
alcohol or drug abuse—i.e. the more reliable diag- 
nosis was chosen. An exception to this rule was made, 
however, where it was clear that a diagnosis which 
would have been chosen according to the above 
formula was doubtfully present or borderline. Thus 
schizophrenia plus personality disorder would be 
classed as schizophrenia unless the schizophrenia were 
doubtfully present in which case personality disorder 
would be chosen as the diagnosis. 

The miscellaneous patients comprised the following: 
in the part IV group, two manic-depressives, one case 
of schizophreniform psychosis secondary to epilepsy, 
one of temporal lobe epilepsy, and one of psychosis 
secondary to intra-cranial infection; in the part V 
group one case of manic psychosis, one of endo- 
genous depression, one of recurrent atypical depression, 
one of temporal lobe epilepsy and one of chronic 
alcoholism. Of the part IV patients, 14 (26 per cent) 
had a history of epilepsy of any kind, compared with 7 
(13 per cent) of the part V group. This difference just 
fails to reach statistical significance. 


Reasons for admission to special security of State 
Hospital 

These are given in Table III. 

The one homicidal act by a part IV patient is an 
artefact: this patient had been admitted to special 
security in England under the English equivalent of 
part V of the Scottish Act; on subsequent transfer to 
Scotland, he was detained under part IV. Of the part 
IV patients with a history of assault, 11 had hit 
hospital staff, 9 other patients, 18 both staff and 
patients and 4 other persons. The most serious in- 
juries recorded in the victims were loss of an eye and 
loss of part of a finger. The assaults of the part V 
patients were not readily classifiable. The ‘other’ 
category includes fire-raising, theft, persistent ab- 
sconding, ‘unmanageable’ and not adequately re- 
corded. _ | 


Previous admissions to the penal system and to 
psychiatric hospitals | 

Twenty (38 per cent) of the 53 part IV patients had 
spent at least some time in the penal system (borstal, 
young offenders' institution or prison) or List D 
schools, compared with 33 (62 per cent) of the part V 
group. (x? = 6.36; d.f. = 1; P <.02). As expected, all 
of the part IV patients had had previous admissions to 
psychiatric hospitals; of the part V patients 35 (66 per 
cent) had had such admissions. Three of the part IV, 
and 9 of the part V, had had a previous admission to 
special security, prior to 1966. 

Total amounts of time spent in the penal system and 
in psychiatric hospitals were summed up for the part 
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TABLE IV 
Previous institutional care according to diagnostic sub-groups 








Schizophrenia Mental deficiency Personality disorder 
Total part IV part V part IV part V part IV part V 
number 
of months No. (9) No. (92) No. (%) No.(92) No. (% No. (%2 
V Ren DUM 
16 (59) 7 (47) ]4 (88)* 5 (31) 2 (40) 3 (19) 
1-50 10 (37) 7 (47) 1 9 (56) ‘ 3 (80) 8 (50) 
> 50 1 (4) - 1 (6 1 2 (13) 0 5 (31) 
(b) In psychiatric hospitals 
0 0 4 (27) 3 (19) 0 11 (69) 
1-50 13 (48) 5 (33) 2 (12) 10 (62) 3 (60) 3 (19) 
>50 - 14 (52) 6 (40) 14 (88) 3 (19) 2 (40) 2 (12) 
* +* (rows 2 and 3 combined and with Yates’s correction) = 8.34; P < .01. j n i 
f x* (rows 1 and 2 combined and with Yates's correction) = 12:61; P < .001. : i ' "0 
Remaining differences not significant (7* and Fisher tests as appropriate). 
TABLE V 
Number of part IV and part V patients exhibiting disturbed behaviour 
l Physical . Damage to Verbal Acute psychotic 
aggression property aggression ; 
No. of incidents - 
per year IV V IV V IV y IV V 
0 19* 27 31t 47 231 33 264 39 
Q-1 12 18 14 5 10 13 5 8 
>I : 22 .8 1 20 «3 22 6 
* X5 =m 9.14; df. = 2; P < 02 
tx? (rowsZand3combined) = 12.42; P < .001 


tp. 58; d.f. = 2; P < .02 
$ x? = 12.44; df. = 2; P < .01 


IV and part V groups according to diagnosis. The 
figures for the penal system are nominal in that in- 
formation on possible remissions of sentence was not 
avallable. Table IV gives figures for the main diag- 
nostic sub-groups. 

Diflereaces reach signiicancs puly lathe Guss of the 
mental defectives. (Figures for the miscellaneous cate- 
gory are not given but were not significantly differ- 
ent) The part IV mental defectives largely avoided 
prison but had: spent particularly long periods in 
psychiatric hospitals.’ 

The figures for the duration of stay in the penal 
system and psychiatric hospitals were combined, to- 
gether with any time spent in children’s homes, to give 
overall totals for duration of institutional care. 
Thirty-seven (70 per cent) of the part IV group had 
spent more than 4 years in institutional care com 


pared with 21 (40 per cent) of the part V group Qè = 
9.76; d.f. = 1; P «.01). 


Behavlour in the State Hospital 

Because patients had spent variable lengths 'of time 
in the State Hospital up to the time of study, the 
numbers of incidents of disturbed behavlour per 
year, under the five headings already described, were 
calculated for each patient. Self-injury was uncommon, 
occurring respectively in only 3 and 2 patients in the 
part IV and part V groups. a DANIY i a 
ever, hanged himself 

The numbers of patients exhibiting disturbed be- 
haviour in the four remaining categories are shown i in 
Table V. 

in oll. ctore Che Dart TV. Paden were alant: 
ficantly more disturbed than the part V. : 


“d 


434 OFFENDER AND NON-OFFENDER MALE PATIENTS IN STATE HOSPITAL, CARSTAIRS 


TABLE VI 
Numbers of patients in main diagnostic sub-groups exhibiting disturbed behaviour 


Schizophrenia Mental deficiency Personahty disorder 
No. of IV V V IV V 
incidents 
per year No. (%) No. (%) No. (%) No. (%) No. (%) No. (%) 
All types combined : 
0-1 6 (22)* 8 (53) 5 (31) 8 (50) 2 (40) 11 (69) 
>I 21 (78) 7 (47) 11 (69) 8 (50) 3 (60) 5 (31) 
(b) Physical aggression and 
property damage 
0-1 14 (52) 14 (93) 9 (56) 12 (75) 3 (60) 14 (88) 
-1 l 13 (48) 1 (7 7 (44) 4 (25) 2 (40) 2 (12) 





* X! (Yatee's correction) & 4.46; P « .05 
1 x* (Yates’s correction) = 5.88; P < .02 


Remaining differences not significant (x? and Fisher tests as appropriate). 


Incidents of all types were then combined together 
and comparisons were made according to the three 
main diagnostic categories of schizophrenia, mental 
deficiency and personality disorder. (Table VI). 

A trend towards greater disturbance is seen in all 
three part IV diagnostic sub-groups, and reaches 
significance in the case of the schizophrenics. 

The same pattern is seen if only physical aggression 
towards persons and damage to property are con- 
sidered together, ie. excluding the potentially less 
reliable data on verbal aggression and acute psychotic 
episodes. 

As further evidence of the relatively greater dis- 
turbance of the part IV groups, the records of acci- 
dents to nursing staff for the two-year period 1974— 
1975 were obtained. In all but three instances of 
injuries inflicted on staff by patients, the names of the 
patients involved were recorded. Although there were 
more part V than part IV patients resident in Car- 
stairs at the time, only 19 injuries were inflicted by 
such patients, compared with 32 inflicted by part IV 
patients, over the two year period. 

The injuries were for the most part bruising, minor 
cuts or broken spectacles, although there was one 
fractured metacarpal and one member of staff was 
rather severely beaten up by a patient wielding a 
shovel, causing a fractured rib and deep lacerations. 


Discharges 

By the end of 1980, only 19 (36 per cent) of the part 
IV patients admitted during 1966 to 1975 had been 
discharged from State Hospital security, compared 
with 32 (60 per cent) of the part V patients studied 
(xX* = 64; d.f. = 2; P <.02). For the 19 part IV 
patients who were discharged, the mean length of 


stay was 53 months, compared with 25 months for the 
32 part V patients, a difference which fails to reach 
statistical significance. One of the part IV patients, and 
4 of the part V, had been readmitted by tbe end of 1980 
(not significant —Fisher exact test). 


Discussion 


Results confirm differences between the two groups. 
The part IV patients had been institutionalized for 
longer periods prior to admission to the State Hos- 
pital. More than a third of them had at some time in 
the past been inmates of penal institutions. This 
compares with nearly two thirds of the part V group. 
However, Table IV shows that whilst there is a trend, 
the difference between the groups is significant only in 
the case of the mental defectives. The part IV mental 
defectives had spent particularly long periods in 
psychiatric hospitals. They may thus have been pro- 
tected from committing offences or from being pro- 
ceeded against even if they did offend. The distinction 
between 'offenders' and 'non-offenders' is not as 
clear-cut as might first appear. 

The part IV patients—particularly the schizophrenic 
subgroup—showed greater behavioural disturbance 
than the part V, as judged from nursing records. If 
there were a selective bias in recording incidents of 
violence or disturbed behaviour, one might expect the 
recording to be more accurate in patients referred 
from the Courts; the observed difference would then 
be less than the real one. In parallel with their greater 
behavioural disturbance, significantly fewer of the 
part IV patients were discharged from special security 
over the period of study, and for those discharged 
there was a trend towards a greater length of stay. 

Males admitted to the State Hospital under part IV 
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of the Act are mainly individuals considerably disabled 
by psychosis or mental handicap and appear to be 
among the most persistently disturbed patients in 
Scotland. In present circumstances, there seems no 
alternative to sending such patients to the State 
Hospital, despite their ‘non-offender’ status and the 
remoteness of the State Hospital to many of their 
relatives. The care of disturbed patients is, however, 
currently (1981) the subject of discussions between the 
Scottish Division of the Royal College of Psychiatrists 
and the Scottish Home and Heaith Department. 
Current thinking favours the development of intensive 
care units, adequately staffed and adequately fitted, 
for the care of acutely disturbed patients in most of 
the Scottish psychiatric hospitals—rather than.the 
development of ‘medium security’ units. Some part IV 
patients now sent to the State Hospital would pre- 
sumably be managed in such intensive care units. 
Attention has been drawn (Bluglass, 1978; Orr, 
1978) to the reluctance of psychiatric hospitals in 
England to accept patients from the courts with the 
result that there are many mentally ill patients mis- 
placed in prisons. Yet it seems that Scottish mental 
hospitals can produce patients who show more overt 
disturbance than that group of mentally abnormal 
offenders regarded as requiring State. Hospital ad- 


mission. The findings for the Scottish State Hospital 
might not hold true if part IV/part V comparisons 
were made in ordinary mental hospitals; but if they did, 
it would seem illogical for mental hospitals to refuse 
offender patients merely because they were thought to 


_ be disturbed or potentially violent. 
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Suggestibility, Low Intelligence and 


a Confession to Crime 


JEREMY COID 


There are considerable practical and ethical diffi- 
culties that confront a psychiatrist preparing a report 
for the defence when the case against the accused 
rests upon his confession of guilt. Until recently there 
has been widespread belief that a false confession is 
not made to a serious crime except in highly unusual or 
irregular circumstances. Indeed, Sir Henry Fisher, a 
former high court judge, who had been requested by 
the Home Secretary to examine the cases of three 
youths who had confessed to the murder of Maxwell 
Confait, a transvestite prostitute, concluded that their 
confessions could not have been made unless at least 
one had been involved in the killing. His belief has now 
been considered ill-founded, yet it was an opinion 
made after the three boys had been given their 
absolute discharges at appeal. 

A psychiatrist who gave evidence at the original 
trial described Colin Lattimore, an 18-year-old boy 
with an IQ reported as 67, as “very markedly sug- 
gestible so that the slightest indication of the expected 
answer will produce it" (Price and Caplan, 1977). A 
case is reported to illustrate the difficulties in demon- 
strating that an individual could have made a false 
confession. 


The offence 


The body of a 12-year-old boy was found in a river 
with evidence of sexual assault. His neck had been 
compressed, but death had finally been due to 
drowning. Four days later, during a house to house 
enquiry, a 17-year-old youth, D.H., said he had been 
fishing under a bridge on the same river between 
12 a.m. and 1 p.m. He went to the police station on his 
own and six hours later willingly signed a confession to 
killing. the boy and buggering him. This was in the 
presence of a social worker who had been called in to 
witness observance of Judges’ Rules (1978), as the 
officer in charge believed from his own observations 
that D.H. might have been borderline subnormal and 
therefore vulnerable to suggestion. 

The defence entered a plea of Not Guilty, in that 
D.H. subsequently claimed that his confession had 
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been false. There was no forensic evidence offered by 
the prosecution to connect D.H. with the deceased. 
The case against D.H. rested on his own confession. 


Personal history 


His family was well known to the local social 
services. At the age of 10 years D.H. was sent to an 
educationally subnormal (ESN) school and later to a 
boarding school. The headmaster's report described 
his powers of concentration in the classroom as 
limited, his behaviour sometimes difficult, but that he 
developed a persistent interest in swimming and run- 
ning. His first job had been at a factory and he had 
left, being unable to keep up on the production line. At 
the time of arrest he was working as a fork-lift driver. 
He was described as a loner, but had friends, including 
a steady relationship with a girl that had lasted 18 
months. She was later to give evidence that this had 
been a sexual relationship which had gradually 
broken down in the months prior to arrest, partly due 
to D.H.'s habit of telling her fanciful stories. For 
example, he claimed to have a white Mustang car, a 
house in America where he claimed he had worked, 
and that he drove a lorry—until she pointed out that 
he was under the necessary age. He had no previous 
convictions. 


Examination 


I was asked to prepare a report on his sexuality and 
suggestibility. At interview he was of good appearance, 
polite and eager to please. There was no evidence of 
mental illness, nor did he appear superficially of low 
intelligence. He knew colours, right and left and the 
use of money. He knew the Queen's name, but. Was 
unable to say who her children were, the names of any 
British Prime Ministers or Presidents of the USA. 
Although he had heard of simple proverbs in con- . 
versation he was unable to explain appropriately 
what any of them meant. The headmaster’s report 
stated that at the age of 10 years Stanford-Binet full 
IQ score 78 had been obtained, and that on a previous 











occasion the score had been 68. On leaving school his 

reading age on the Neale A analysis was found to be — 
7.9 years. Whilst on remand he was found to have a — 
full scale IQ (test unknown) of 85. During this period _ 


of assessment he was described in a psychiatric report 
as of normal behaviour, without homosexual ten- 
dencies, socializing with other prisoners at a facile and 
immature level, fit to plead and responsible for his 
actions. 


Criteria of suggestibility 

For purposes of the report it was necessary to 
devise criteria that might demonstrate to a court that 
D.H. could have been suggestible: 1. That the 
accused could easily be persuaded to change his story 
or elaborate on it by influence from the interviewer. 
2. That he could easily be led to believe falsehoods 
that would be obvious to those within the normal 
range of intelligence or no longer in their childhood. 
3. That the accused would be unable to understand the 
implications of the situation he was in. 4. That he 
could not understand the words or concepts used in 
the statement he signed. 5. That he would con- 
fabulate or that he would exhibit pseudologia phan- 
tastica. 6. That he would be unable to understand the 
concept of what truth is (Margo, personal communi- 
cation). 

D.H. could not be demonstrated as suggistible on 
any of these criteria, which was not surprising in view 
of his level of sophistication. He was certainly aware of 
the implications of the situation he was in, and he 
understood the longer words and concepts in the 
statement he had signed. He was not suffering from 
psychiatric illness nor was there a history suggestive of 
psychopathic disorder. 


Discussion 


In retrospect the criteria can be seen to ignore two 
other essential aspects of the confession—the in- 
. fluence of the police themselves and the situation in 
“which it was made. Irving and Hilgendorf (1980) 
describe the importance of imposing sufficient stress to 
induce a confession and influencing the suspect in his 
decision on whether to stay silent, tell lies, evade the 
questions or confess. If the individual is innocent he 
has the further choice of insisting on this against police 
pressure. These authors cite the experiments of 
Milgram (1974) to illustrate normal subjects' potential 
to obey instructions they would normally dismiss, and 
conclude that decision making is involuntary when 
conditions impair the subjects' ability to decide. In 
this situation the police themselves can unwittingly 
provide information for the suspect to draw on for his 
confession. 

The defendant's late change of mind as to the truth 
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his confession could suggest a ploy at trial. How- 





< ever, this may not always be a correct appraisal. 1 
-examined two reports of proved false confessions and 


found that in the Confait case two defendants signed 
their confessions in the presence of their parents, who 


themselves signed that they had witnessed their sons 


signing. Timothy Evans, who falsely confessed to 
murdering his wife and daughter (Kennedy, 1961), was 
interrogated at night and taken to Brixton prison at 
midday the next day. He was interviewed by the 
medical officer in the afternoon and continued to 
maintain his guilt. It was not until the following day 
when his mother visited him that he maintained his 
innocence. A possible explanation for this pheno- 
menon has been described as 'conversion' by Hinkle 
and Wolff (1956), but in a more severe form after brain 
washing'. In the case described it is not known how 
long D.H. continued to maintain his guilt. However, 
by the time the medical officer's report was prepared, 
it was described that his ‘interpretation and rational- 
ization of the offence agrees with the police’, except 
that by that time *he persistently denied any homo- 
sexual relationship with the deceased'. 


Conclusion 


The defendant received the comparatively light 
sentence of 3 years, having been found guilty of man- 
slaughter (not a unanimous verdict). His case illus- 
trates practical and ethical difficulties in assessing an 
individual whose confession constitutes the major part 
of a prosecution case, and this paper is intended to 
offer some guidance. Further discussion of the 
importance attributed to confessions by courts has 
been avoided. However, the case of Timothy Evans 
(also of low intelligence) who falsely confessed to 
murder and received his pardon 7 years after he had 
been judicially hanged for the offence, gives an import- 
ant lesson. 


Acknowledgements 


I would like to thank Dr Paul Bowden for his advice 
with the manuscript, and Martin Lowe and Co, Solicitors. 


References 


HINKLE, L. E. & Worrr, H. G. (1956) Communist inter- 
rogation and indoctrination of 'Enemies of the 
States'—analysis of methods used by the Communist 
State Police (a special report). Archives of Neurology 
and Psychiatry, 76, 115-74. 

Irving, B. & HirceNDonr, L. (1980) Police Interrogation. 
The Psychological Approach. A Study of Current 
Practice. Royal Commission on Criminal Procedure. 
London: HMSO. 





438 SUGGESTIBILITY, LOW INTELLIGENCE AND A CONFESSION TO CRIME 
JupGES' RULES AND ADMINISTRATIVE DIRECTIONS TO THE MILGRAM, S. (1974) Obedience to Authority: An Experi- 


Pouce (1964) London: HMSO (re-issued June, 1978). mental View. London: Tavistock Publications, 
Kennepy, L. (1961) Tem Rillington Place. St Albans, Price, C. & CAPLAN, J. (1977) The Confait Confessions. 
Herts: Granada Publishing (Panther Paperbacks). London: Marion Boyars. 


Jeremy Cold, M.R.C Paych., Senior Registrar, Bethlem Royal and Maudsley Hospital, Denmark Hill, London, SES 


(Recetved 17 February; revised 29 June 1987) 


Brit. J. Psychiat. (1981), 139, 439-449 


Delirium and Confusion in the 19th Century: 


A Conceptual History 


G. E. BERRIOS 


Summary: 


Delinum remained a stable psychiatric category until the early 


19th century when it underwent aetiological and phenomenological redefinition, 
precipitating the transformation of the functional insanities into psychoses. 

Confusion, introduced by French workers during the second half of the 
century, referred to a syndrome wider than (but including) delirium. It empha- 
sized chaotic thinking and cognitive failure. The notion of clouding of conscious- 
ness (and temporo-spatial disorientation) established a common denominator 
for the two concepts, while Chaslin and Bonhoeffer redefined confusion and 
delirium as the stereotyped manifestations of acute brain failure. 


Part |: Delirium 

Delirium refers to a cluster of mental and be- 
havioural symptoms occurring in the wake of physical 
disease (Lipowski, 1980). Definitions in general 
highlight its transient, intermittent and stereotyped 
nature. This last feature (probably reflecting the 
biological basis of delirium) underlies its secular 
phenomenological stability and provides the historian 
with a clinical point de repére. 

This paper will explore the relationship between 
delirium, confusion and psychological theory and 
their role in the formation of a viable psychiatric 


taxonomy; it will also contend that delirium and not ` 


paralysis of the insane (Bayle, 1825; Zilboorg, 1941; 
Leibbrand and Wettley, 1961; Ackerknecht, 1957), 
provided the descriptive and organizational paradigm 
for 19th century psychiatry. From the historiographic 
point of view it will assume that current psychiatry 
shares the same epistemological space with its 19th 
century counterpart. 


The Beginnings 

Reference to an association between physical and 
mental disease can be found in medical writing since 
antiquity. Amongst the Greeks, for example, the 
cognate terms delirium, phrenitis and lethargy, 
referred to severe disturbance of thought, mood and 
action associated with physical disease. Jones states: 
“The Hippocratic collection is rich in words meaning 
delirium: (1) those in which mental derangement is 
the dominant idee: and (2) those in which stress is 
laid upon delirious talk" (Hippocrates, 1972). On this 
Jones is right, as delirium has since that time been 
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considered as resulting either from global mental 
impairment or from specific damage to the ‘intellect’. 
In the Hippocratic Corpus the most frequent asso- 
ciation of delirium is with phrenitis which (together 
with mania, melancholia and paranoia) constitutes 
one of the four categories of Greek psychiatric 
taxonomy (Roccatagliata, 1973; Simon, 1978). Some 
psychiatric historians have been anachronistic in 
assuming that the last three are semantically co- 
extensive with current use (Zilboorg, 1941; Alexander 
and Selesnick, 1966; Starobinskl, 1962). 

The concept of phrenitis illustrates well how 
behavioural and medical symptoms were combined in 
5th century B.C. Greek medicine (Garrison, 1929). 
For example, the absence of fever was used to separate 
conventional madness (e.g. mania) from delirious 
states secondary to physical iliness. This criterion 
remained central to Western medicine up to the early 
19th century (Cullen, 1785; Sutton, 1813; Middleton 
et al, c. 1780; Esquirol, 1814). 

On this von Feuchtersleben (1845) wrote: "the 
question: Are delirtum and insanity identical... has 
been answered thus: that acute delirium with fever 
must be distinguished from the chronic variety which 
is called insanity" (my translation). Noticlng the 
insufficiency of this demarcatory criterion the Austrian 
writer went on to say: "but the presence or absence of 
fever, which is possible in every condition (cannot) 
decide the matter”. He proposed a differentiation on 
the basis of natural history, symptomatology and 
aetiology : "Delirium...isa symptom which indicates 
the transition of a purely somatic disease into a mental 
disorder". With respect to the manifold classification 
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of delirium he commented: “‘it is fruitless, as has been 
frequently done, to consider differences in the object 
(of the delusion) as a ground for division . . . (as)... 
they do not express the essence of the disturbance" 
(my translation). 

Concepts similar to delirium may also be found in 
other cultures of antiquity. For example, Hankoff 
(1972) examined medical concepts in the Talmud 
and identified a transliteration of the Greek term 
Kordiakos which was used to refer to a temporary 
madness associated with wine drinking, probably a 
form of delirium tremens. 


The roth Century 


Psychiatric observations culled from classical 
literature are epistemologically discontinuous with 
the present; nevertheless, the historian of psychiatry 
must analyze them and endeavour to extricate the 
psychological and behavioural happenings they 
contain. More importantly he must unravel the 
conceptual. systems that made those observations 
possible. For example the fact that in the pre- 
Cartesian world no clear ontological distinction was 
made between physical and mental disease meant 
that, in practice no descriptive or aetiological difficulty 
arose whenever the two were found together. The 
17th century acceptance of the Cartesian separation 
between thinking and extended substances forced a 
conceptual shift on insanity theories, and Western 
medicine began to puzzle about the association 
between physical and mental disease (Kenny, 1968; 
Sauri, 1969; Lain Entralgo, 1978). 

The 19th.century constructed in response to this 
its own psychiatric epistemology (Swain, 1977), and 
witnessed the development of a psychology that viewed 
consciousness as a non-material construct (Boring, 
1950; Hamilton, 1859). Psychological symptoms 
therefore became ‘signifiers’ of disease and were 
conceived of as existing in a separate ontological 
realm. The old observation that mental changes may 
accompany physical disease did, for the first time, 
create a theoretical conundrum. Hence the need 
developed for (1) a phenomenological description of 
the mental changes themselves; and, (2) a mediation 
theory that.could explain the causal link. 

The. history of how and by which mechanisms 
physical illness can produce mental symptoms must 
distinguish three areas of analysis: firstly, the develop- 
ment of the modern concepts of delirium and con- 
fusion, secondly, the formation of the notion of 
exogenous psychosis; and, thirdly, the metamorphosis 
of the term dementia. In this paper only the first area 


Delirium 

The term delirium is present in Galen as coextensive 
with mentis alienatio (Siegel, 1973). In this guise it 
remained unchanged until the 19th century. Dr 
Johnson (1755) captured both the medical and non- 
medical usage: Delirious he defined as "light headed, 
raving and doting’. His citation from Swift illustrates 
well the fluctuating and intellectualistic aspects of the 
concept: “the people about him said he had been for 
some hours DELIRIOUS, but when I saw him he had 
his understanding as well as ever I knew". (This 
quotation was to be incorporated into the O.E.D. a 
century later). Dr Johnson also defined delirium as 
‘alienation of mind’ and quoted Arbuthnot: "Too 
great alacrity and promptness in answering, specially 
in persons naturally of another temper, is a sign of an 
approaching DELIRIUM. In a feverish delirium there 
is a small inflammation of the brain". .- 

From the earliest usage recorded (as indeed its Latin 
etymology shows) the meaning of delirium has been 
associated with disturbance in the train of thinking. 
This intellectual interpretation (of what in practice is a 
generalized behavioural disturbance) reigned supreme 
until the early 19th century (Middleton et al, c. 1780). 
For example, when Sutton (1813) described the 
concept of delirium tremens, or shaking delirium, he 
felt the need to play down this old view of phrenitis: 
"As the disease advances, the faculties do not, 
generally speaking, show themselves in disorder, by 
any extravagance of thought (my italics). By including 
affective and motor disturbances in his description 
Sutton widened the concept of delirium and under- 
mined the intellectualistic interpretation. 

This theoretical shift did not occur in a vacuum. 
Since the beginning of the 19th century Associationism 
(the classical psychology of British empiricism) had 
come under the challenge of faculty psychology, a 
view contained in Wolf's psychology and in the 
Scottish philosophy of common sense and popularized 
by phrenology (Spurzheim, 1826; Klein, 1970). The 
gradual acceptance of faculty psychology led, in 
practice, to viewing the mind as a set of autonomous 
functions. In due course this provided a new classi- 
ficatory framework (Esquirol, 1838; Billod, 1848; 
Bucknill and Tuke, 1858). 

The ancient double meaning of delirium was present 
during the early 19th century mainly in French 
psychiatry (Ball and Ritti, 1882). For example Pinel 
(1809) used délire to refer both to a specific error of 
judgment and to phrenitis. ar 

Esquirol (1814) took a similar line and developed a 
view of délire as primarily a perceptual disturbance. 
“A person is delirious when his ideas are not in 
keeping with his sensations etc." . . . “hallucinations 
are the most frequent cause of délire". In the same 
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article however, Esquirol shifts from talking. ab 
delusions to delirium proper. Georget (1820) use 
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Indeed he suggested as possible sources for délir ; 
personality; antagonistic thoughts; and, intelligibilit 
(à la Jaspers) in terms of the precipitant disorde 
bizarre or morbid origin. Parallel to this he also usé 
délire (as in délire aigu) to refer to “a disorder i 


intellectual (and other) functions resulting from 
general illness or illness of the brain" (Georget; 1820). _ 
He complemented this definition with a detailed table 


showing the differential diagnosis between délire aigu 
and folie and noticed the symptomatic, intermittent 
and reversible nature of the former. In a posthumous 
article (1835) Georget took a more syndromatic view 
and separated délire aigu (or febrile) from the délire 
chronique ou sans fièvre which he considered as 
tantamount to insanity proper. Impairment of 
consciousness, which was to constitute the crucial 
distinction during the latter part of the 19th century, 
is not yet included in these writings. 

By 1860 differential usage had become established 
and délire was being used more and more to refer 
only to the aberrant ideas that accompanied delirium. 
This was consolidated by Laségue (1852), Falret 
(1864), and Magnan (Magnan and Sérieux, 1911) and 
legitimized in Littré's dictionary (1877). The gap left 
by this specific usage of délire in French psychiatry, 
was after the middle of the century, occupied by the 
term confusion. This explains why its career in France 
has been far more enduring than, say, in British 
psychiatry where delusion and delirium were ade- 
quately separated. 

Likewise in German psychiatry, there was no 
terminological confusion and delirium was used 
during this period to refer to the complete syndrome 
(Walther-Büel, 1973). The old High German Wahn 
(madness) underwent a readjustment to accommodate 
the narrow, intellectualistic notion of delusion (Ey, 
1954). 

In Great Britain the term delusion had been used 
since earlier in the century to refer to perceptual 
disorders (Conolly, 1830); after 1850, however, 
it began to refer to ‘wrong beliefs’ (Bucknill and Tuke, 
1858; Clouston, 1887; Gowers, 1888). 

Lipowski (1967), without any attention to the French 
literature states: “Tuke’s conception of delirium, 
which antedates Bonhoeffer's influential work, con- 
tains the core of the modern definition of this syn- 
drome", The entry to which he refers, however, was 
probably written by J. F. G. Pietersen, the super- 
intendent of Ashwood House Asylum (who com- 
posed all short definitions from A to M in Tuke's 
Dictionary (1892)), and was ‘inspired’ by a similar 
entry in the New Sydenham Society's Lexicon of 
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oe edicine (Power and Sedwick, 1882). In fact Pieter- 


n’s short entry (1892) does not summarize well 


-> views on delirium in the early 1890's. For example it 
! does. not refer to the disturbance of consciousness 


hich at the time was widely accepted both by 
inental and British writers. 


| Delirium versus Insanity 


. When the medicalization of psychopathological 
descriptions took place during the early 19th century 


. «delirium was already a stable category (Middleton 


et al, circa 1780). During this period, however, some 
called. into question the fundamental distinction 
between delirium and- the conventional insanities 
(Feuchtersleben, 1845; Brierre, 1845). The latter was 
an important figure in this regard and in a long and 
influential essay on acute delirium (1845) opted for a 
syndromatic view. He based this on some statistical 
evidence that showed, at least to his satisfaction, that 
delirium and the other insanities shared. the same 
*moral' aetiology; and also on his own post-mortem 
studies. which either failed to find any pathological 
changes or found only unspecific alterations. He asked, 
therefore, “‘is it the case that acute delirium is just an 
acute form of (conventional insanity)?" He studied 
19 cases (11. described in his paper) of which only 
7 showed an acute onset, in the remainder the disturb- 
ance having appeared insidiously over a period of 
months. Cases 3 and 9 were patients in clinically 
acute catatonic states who, after persistently refusing 
to drink (“symptomatic hydrophobia" according to 
Brierre) seem to have died of electrolytic imbalance 
and terminal seizures. Likewise he included cases 3, 4, 
5, 6, 7 and: 8 simply on the strength of their terminal 
illness, disregarding their long lasting, pre-delirious 
lypemanic (depressive) state. This heterogeneous 
sample led him to call into question the usefulness 
of pathological and clinical criteria and even the 
presence of fever. Consequently he believed there was 
no way in which delirium could be separated from the 
rest of the insanities. “The state of consciousness" 
criterion, with its concomitant "spatial-temporal 
disorientation symptom" was not yet available. It 
became so after the term 'confusion' became popular 
during the latter part of the 19th century (vide infra). 

Brierre’s views were influential. The American 
Journal of Insanity sponsored them twenty years later 
and offered a favourable summary (Leader, 1864) 
without however, giving the reference! Likewise in 
Germany, Griesinger (1876) included Brierre's views 
in the second edition of his textbook. Indeed the issue 
of whether acute delirium constituted a separate form 
of insanity or was just its acutest form went on until 
the end of the century (Ball and Ritti, 1882; Gowers, 
1888). 
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However, Brierre's departure from the classical 
view was not widely accepted (Feuchtersleben, 1845). 
Since a psychopathology of consciousness was not yet 
available the only option open to reassert the organi- 
city of delirium was to go back to the post-mortem 
slab. Calmeil (1859) in a voluminous work accused 
researchers of giving up too soon and wasting time over 
symptomatic differences. He re-affirmed the organic 
nature of delirium and concluded that delirium was a 
mild form of encephalitis and hence pathological 
alterations of varied intensity could always be found. 
Others remarked upon the rarity of delirium both in 
private practice and mental hospitals (Thore, 1850). 

The differential diagnosis debate is very relevant to 
the history of the psychoses. As the anatomopatho- 
logical view of disease gained popularity in medicine 
the old demonological or moral view was no longer 
acceptable. The discovery by Bayle (1822, 1825) of 
some recognizable pathological changes in general 
paralysis of the insane satisfied only the aetiological 
needs of the new model of disease but did not help to 
identify stable clinical patterns which could be brought 
in line with theories of normal function. Thus a re- 
analysis of the clinical picture of delirium was far 
more useful to the development of psychopathology 
than Bayle's aetiological claim. In the event delirium 
was found to be, in spite of its fleeting and fluctuating 
course, a microcosm of insanity, with pathological 
changes affecting cognition, emotions and action. 
Brierre's claim that delirium is only an acute, proto- 
typical form of insanity supports this hypothesis. 
Indeed, Calmeil himself, beyond re-affirming an 
aetiological difference, did not state that delirium and 
insanity could always be separated clinically. Thus in 
the conclusions of his chapter on acute delirium he 
enumerates symptoms shared by both delirium and 
(what he calls) the functional insanities. 

It is outside the scope of this paper to analyse the 
relevance of this issue to the concept of Einheits- 
psychose (unitary psychosis) as it developed around 
this period in German psychiatry (Llopis, 1954). 
Griesinger (1878) and Kahlbaum (1874) for example 
held a unitary view and some non-psychiatrists such as 
Gowers (1888) also believed that delirium was a form 
of insanity with known aetiology. Norman (1890) in 
Ireland suggested a continuum hypothesis. Others 
considered this was no longer acceptable (e.g. 
Worcester, 1889), 

Later in the century the separation of delirium from 
the insanities was made on the basis of an involvement 
of consciousness. It would seem that this criterion 
stemmed less from empirical research. than from 
conceptual readjustments required to explain the 
status and characteristics of the remaining insanities. 
These changes were performed in terms of the then 


current theories of disease (Sauri, 1972). The 1847 
translation of Feuchtersleben's book (1845) seems to 
have introduced the term ‘psychosis’ into British 
psychiatry. The older meaning of psychosis as a 
general psychological concomitant of any neurological 
change remained, however, in use until the end of the 
19th century (Baldwin, 1901). The fascinating process 
whereby the psychoses became gradually organic 
while the neuroses crossed over, in the opposite 
direction, towards the psychological pole has not yet 
been fully studied by historians of psychiatry. Lopez 
Piüero's book on the neuroses (1963) goes a long way 
to explaining their transformation. 

During the last two decades of the 19th century the 
transformation of the insanities into the psychoses was 
consolidated by three additional conceptual inno- 
vations, two of which we owe to Magnan. Firstly, his 
notion of genetic stability explained how certain 
forms of insanity remained true to form either intra- 
individually or in successive generations; this put an 
end to Morel's progressive degeneration view (1857; 
Baruk, 1967; Pistoia, 1973). Secondly, his separation 
of insanity with acute onset and good prognosis from 
insanity with a chronic course, leading to eventual 
deterioration, ie. délire chronique (Magnan, 1886) 
paved the way for a less pessimistic view of the 
psychoses. The third contribution was Kraepelin's 
view that the natural history of each psychosis must 
become part of its definition. 


Consciousness and its Disorders 


Three changes characterize the transformation of 
psychology into an autonomous discipline during the 
19th century: (1) emphasis on the analysis of the 
contents of consciousness via psychophysics and 
introspection; (2) reconciliation of classical asso- 
ciationism and faculty psychology; (3) establishment 
of links with physiology and quantificatory techniques 
(Boring, 1950). 

Concerning the nature of consciousness the 19th 
century oscillated between two views. It was con- 
sidered as either an extra function of the mind (i.e. 
as a separate ontological entity) or as an epipheno- 
menon, a kind of awareness inherent in each mental 
function (Hamilton, 1859), Clinical and classificatory 
needs rendered 19th century psychiatry increasingly 
dependent upon descriptions of the contents of 
consciousness (Berrios, 1981). This shift from be- 
havioural to mentalistic description created a need for 
units of analysis of mental acts and states. These were 
provided, during the first haif of the century, by the 
combinatorial epistemology of associationism. Hence, 
insane behaviour became fragmented into discreet 
symptoms (e.g. hallucinations, obsessions, delusions 
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etc) which in due course came to be regarded as the 
basic furniture of the psychotic mind. 
The incorporation of psychopathology into: the 


medical sciences led to a reinterpretation of the- 


pathological as a quantitativé variation of the normal 
(Canguilhem, 1975; Foucault, 1954). This continuity 
model worked well in the case of some units of 
analysis such as hallucinations (Ey, 1973) but less so in 
others such as obsessions, for no agreement could be 
reached as to what mental faculty was involved; 
obsessions therefore resisted integration and were 
considered as foreign bodies (Berrios, 1977). 

This integratory strategy led to.the complementary 
analysis, namely, to ask whether all mental functions 
could develop pathological alterations. Consciousness 
was one of these functions and since its description 
included a ‘field’, a ‘central beam’, a ‘penumbra’; its 
alterations came to be referred to as blurring, con- 
striction, clouding, opaqueness, obliteration, sharpen- 
ing etc.; that is, as those pertaining to a kind of 
autonomous supra-perception. This view was con- 
sonant with faculty psychology principles and 
provided an explanation for clinical phenomena such 
as depersonalization and clouding. On the other hand, 
however the neurophysiology of the period demanded 
that each function was given if possible a cortical 
localization; consciousness was not an exception to 
this. 

Localizationists were divided as to whether con- 
sciousness was located in the cerebral cortex or in 
subcortical structures (Davies, 1873). This debate took 
place against the backdrop of religious and evolu- 
tionary ideas (Young, 1970). By the 1870's however, 
the contribution of Carpenter, Maudsley, Jackson 
and Bastian tilted the balance in favour of a centrence- 
phalic localization (Walshe, 1957). Bastian's article on 
consciousness (1870) set the conceptual scene for 
British psychiatry. Wernicke's article Uber das 
Bewusstsein (1879) did likewise for German psychiatry 
(Heimann, 1974). 

Clouding of consciousness became during the 
second half of the 19th century the clinical criterion to 
separate delirium from the rest of the insanities. The 
clinical observation that delirious patients may be 
disorientated, obtunded, retarded and unable to 
remember their experiences after remission had been 
documented in the classical literature (Dupuytren, 
1834). No attempt had been made, however, to 
consider these symptoms as the central ones in 
delirium nor to explain them as resulting from an 
impairment of consciousness. The acceptance by 
classical psychology of a view of consciousness as a 
separate psychological function led psychiatry to 
reinterpret disorientation and confusion of ideas as a 
disturbance of this new function. 


Part ll: Confusion 





- wffhe | ferm confusion persists in British psychiatry 
(Fish, 1974) and has been enshrined in the Inter- 
national Classification of Diseases as acute confusional 
‘state (WHO, 1978). The French have also retained 
. confusion mentale (Cottereau and Gaussel, 1971; 


Bernard and Trouvé, 1977), although it was not 
included in the 1968 INSERM classification (Postel, 
1972). 

Verwirrtheit is infrequently used in German 
psychiatry and no longer differentiated from Ver- 
worrenheit (Scarfetter, 1980). DSM III (American 
Psychiatric Association, 1980) and PSE (Wing et al, 
1974) have dropped the term altogether. Writers on 
the organic states either disregard confusion (Lipow- 
ski, 1980) or confine it to a purely descriptive role 
(Lishman, 1978). 

The term confusion has been used in legal language 
since Roman times, in logic since the mediaeval period 
and in epistemology sincé the 17th century (Eisler, 
1904); in psychopathology since the 19th century 
(Grimm and Grimm, 1956). Confusion of ideas 
interpreted as a psychological aberration gained its 
earliest theoretical support from  Associationism 
(Warren, 1921). 

Confusion has therefore carried both in logic and 
in psychology an intellectual interpretation. For 
example Esquirol (1838) used it to describe a state of 
intellectual disorder or chaos and J. S. Mill referred to 
the fallacies of confusion that resulted from “indistinct, 
indefinite and fluctuating conception of what the 
evidence is" (Mill, 1845). Baron Dupuytren (1834) 
used it to describe the disorientation that char- 
acterized nervous delirium. 

Verwirrtheit, and the related Verworren and 
Verwirren also described states of mental chaos and 
ensuing behavioural perplexity (Grimm and Grimm, 
1956). Heinroth, Ideler and Spielman (Wille, 1888) 
used the term to refer to states of mental disorder and 
Griesinger (1878) established its nosological status. 
Wille in his classical paper referred to it as “acute, 
rarely chronic, functional disorder of the brain 
characterized by confusion, hallucinations, delusions, 
disorder of consciousness and sometimes stupor'. 
This is the same cluster of mental phenomena that 
Meynert (1890) described as Amentia (Pappenheim, 
1975). The influence of Wundt's Associationism is 
clear both on Wille and Meynert. Confusion has no 
entry in Tuke's (1892) or in Power and Sedwick's 
dictionaries (1882). l 

The psychiatric concept of confusion devira 
during the 19th century both in France and Germany 
to refer to an abnormal state, found associated with 
delirium or the insanities, and consisting in a severe 


444 DELIRIUM AND CONFUSION IN THE 19TH CENTURY 


defect in the organization of ideas (Chaslin, 1892). At 
the beginning it referred specifically to chaotic 
thinking and did not entail an organic aetiology. 
Hence, for at least 40 years it was accepted that 
confusion could accompany any form of mental 
disorder. Indeed in spite of Chaslin's efforts, some 
writers (e.g. Bleuler, 191 S still preferred the old 
syndromic view. 


“Confusion” in French Paychi 

The term ‘confusion’ can be found mentioned in 
relation to delirium as early as 1834 (Dupuytren, 1834) 
but was reintroduced into French psychiatry by 
Delasiauve (1851). He opposed Baillarger's views on 
the clinical identity between confusion and stupor, 
stating that lypemanic (i.e. depressive) and organic 
confusion were different; and to explain the apparent 
cognitive impairment seen in some depressions he 
advocated a concept similar to 'depressive pseudo- 
dementia’. Delasiauve compared confusion with 
dreaming, thus returning to ‘onirism’, a hypothesis 
present in French psychiatry at least since Baillarger 
(1843). 

Confusion did not come into common use until 
late in the century but theconcept, as Chaslin remarked 
in 1892, had been all along contained in the German 
notion of Verwirrtheit. This delay was due to the 
success of Baillarger's view that confusion was a form 
of melancholia (Camuset, 1897). The gradual con- 
traction of the concept of melancholia led to the 
breaking away of the confusional state; Chaslin 
wrote his first paper on the subject precisely during 
this period. Only two years earlier Conolly Norman 
had published his paper on "Acute confusional 
insanity" (1890) containing most of theclinical elements 
later expanded by the French writer. The Irish 
psychiatrist defined the syndrome as having rapid 
outcome,. impairment of consciousness and hallu- 
cinatory experiences. Chaslin did not pay much 
attention, at least overtly, to Norman's work. The 
category survived into the 20th century e.g. Bolton 
(1906) or Bruce (1935), a Maudsley Lecturer who 
studied its physical accompaniments. 

Chaslin's first paper on Confusion Mentale Primitive 
(1892) was an expanded version of a communication 
written by him but read by Seglas at the Psychiatric 


Congress of Blois the previous August. From the start 


he used confusion (under the influence of Wille) as 
tantamount to delirium and in a wider sense than the 
traditional intellectualistic one. He considered mental 
confusion as a basic symptom in the wake of which 
hallucinations, stupor, delusions and physical symp- 
toms might follow. He differentiated this from 
superficially similar states accompanying mania, 
melancholia, délire chronique (i.e. schizophrenia) and 


febrile delirium. He speculated that confusion might 
be due to cerebral weakness. 

Chaslin’s paper struck the right hörd A year 
later at the psychiatric congress at La Rochelle, a 
number of studies on confusion were read supporting 
his views. Seglas (1894) in his Salpetriére lecture 
acknowledged Chaslin’s contribution and regretted 
the fact that Delasiauve’s early usage had fallen into 
desuetude. This he also explained on the basis of the 
persistent popularity of Baillarger’s and Morel’s ideas. 
He also remarked on the usefulness of the German 
terms Verwirrtheit, Amentia and Dysnoia for they 
referred “‘in the strict sense of the term not to a banal 
symptom accompanying all forms of insanity but to a 
very specific impairment . . . consisting in the loss of 
voluntary control upon the intellectual faculties" 
(my translation). 

Chaslin's monograph appeared in 1895. There he 
considered confusion mentale as resulting from psycho- 
logical automatism, i.e. an explanatory category that 
after Ribot and Janet had become central to French 
psychopathology (Baruk, 1972). Psychological auto- 
matism stemmed from the release of lower functions 
resulting from a dissolution of higher ones. Ribot's 
interest in Spencer had led him to Hughlings Jackson 
(Delay, 1953). The hierarchical model of the mind 
that Chaslin borrowed from Ribot was therefore 
Jacksonian in origin. His associationist views (resulting 
from Wundt's and Ribot’s influence) were noticed 
both by a British reviewer (Brain, 1896) and by 
Camuset (1897) who confirmed the impact of Chaslin's 
book on French psychiatry. Another British reviewer 
(anonymous, 1898) felt that Chaslin's reliance on 
Meynert's theory was unjustified. 

The term acquired international circulation as a 
result of Régis and Hesnard's (1911) contribution to 
Marie's “Traité International de Psychopathologie". 
They identified three stages in the evolution of the 
concept: a first periód up to 1843 during which 
confusion, dementia and stupidité were conflated 
(Berrios, 1981); a second period beginning with 
Baillarger’s paper (1843) during which stupor was 
redefined to include the confusional states; a third 
period starting with Delasiauve (1851) and completed. 
by Chaslin, Charpentier, Hannion, Seglas, Marandon 
de Montyel and others that considered confusion 
mentale as a separate syndrome. 

In his next paper on the subject Chaslin (1915) 
departed in three ways from his original position by 
referring to confusion as a syndrome and not as a 
maladie; describing it as a global disorder of mental 
function and not only of intellect: and highlighting its 
organic aetiology. This latter point he made in the 
context of a debate with Eugen Bleuler who still 
believed in the syndromic view of confusion and who 
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had criticized Anglade (one of Chaslin's disciples) for 


stating that true confusional syndromes (organic) were 


different 
(Bleuler, 


from schizophrenic — pseudo-confusion 
1911). Régis (1906) in Bordeaux also 


"theoretical one: confusion referring to incoherence of 


ideas; delirium to perceptual and motor disorders. - 





The Aftermath 


expressed a Bleulerian view and so did Toulouse et a] 7^ 


(1920). 

The French debate on this topic occurred in 1920 
and is reported in the minutes of three successive 
meetings (29 March to 31 May) of the Société Médico- 
Psychologique (1923). Chaslin therein outlined, for 
the last time, a view of confusion which has survived 
unchanged to this day. His intervention followed the 
claim by Toulouse et a/ (1920) that confusion and 
dementia were not clinically differentiable because 
both resulted from the same pathology, namely a 
disorder of ‘autoconduction’.. The. latter was a 
psychological category that enjoyed some popularity 
in France around the Great War and meant something 
between self-deportment and ego self-organization. It 
referred to those voluntary and involuntary aspects of 
the personality which in dynamic terms fulfilled an 
adaptational function. Toulouse et al also criticized 
the structureless interviewing techniques used in 
psychiatry at the time and considered them too crude 
to detect any diagnostic differences that might exist. 
They proposed the use of standardized techniques 
based on the questionnaires and personality analysis 
of the kind Binet had proposed years earlier (Wolf, 
1973; Binet, 1892). 

Chaslin (1920) reiterated the view that the crucial 
psychological disturbance in the confusional state 
consisted in a loosening of synthesis affecting in- 
tellectual, affective and volitional functions and stated 
that Toulouse's auto-conduction was just another 
name for the old, associationist notion of synthesis. 
He believed that the origin of the misunderstanding 
by Toulouse. et al did not stem from any clinical or 
pathogenic similarity between confusion and dementia 
but from the recently developed fashion of using 
dementia as a prognostic tool. He warned that 
prognosis was unsafe when made on the basis of 
cross-sectional examination. Indeed one of the central 
issues in the 1920 debate was whether a cross-sectional 
analysis of mental state was sufficient for diagnosis and 
prognosis. Toulouse et al postulated that it was if 
properly conducted. Chaslin defended a historical 
approach. 

An offshot of the 1920 debate was that mental 
confusion also became linked to the notion of clouding 
or obnubilation of consciousness (Porot, 1975). This 
effectively made it synonymous with delirium; hence 
later attempts to separate the two, either in terms of 
severity or type of mental functions involved, were 
bound to fail as both concepts referred to the same 
biological phenomenon. The only difference was a 


^ With Kurt Schneider (1948; Conrad, 1960) clouding 
bécame 'axial' to the German school; its clinical 
counterpart being temporo-spatial disorientation. 
The simplistic use of this notion has often concealed its 
complexity (Levin, 1956; Benton et al, 1964; Lipowski, 
1980; Marchais, 1981). The urgency of achieving an 
understanding of disorientation is determined by the 
fact that it carries, at least in English-speaking 
psychiatry, the burden of being the clinical con- 
comitant of ‘clouding’, a metaphorical description 
still considered as the fundamental feature of delirium 
(Lipowski, 1980). | 

The perceptive observation by Chaslin that acute 
organic states. can occur without clouding was 
rescued by the German school when in the 1950's it 
recognized the Durchgang or transitional syndrome 
(Wieck, 1961) as a reversible symptomatic psychosis 
without clouding of consciousness. This has been 
supported by continental writers (Alonso Fernandez, 
1977). Interestingly enough this view has influenced 
the relevant nosological categories in DSM HI 
(e.g. organic delusional or affective syndrome). 

It is beyond the temporal limits of this paper to 
explore the way in which the evolution of delirium, 
confusion and clouding of consciousness converged in 
the work of Bonhoeffer (1910) and related to the 
vexed issue of the false exogenous-endogenous 
dichotomy. From what has already been said it can 
be surmised that I believe that Bonhoeffer’s contri- 
bution has been somewhat overrated and that the 
crucial conceptual issues involved in the organic states 
had been sorted out by the end of the 19th century. 
The over-estimate of Bonhoeffer results from too 
linear a historical interpretation and a complete 
disregard for. French sources (Bleuler et al, 1966; 
Zutt et al, 1969). Perhaps an explanation for the 
rapid acceptance after 1910 of Bonhoeffer's stereo- 
typed view of delirium and cognate syndromes can be 
found in the quality of his monograph, or even in 
Aschaffenburg's prestige. This is not very plausible, 
for Redlich's monograph (1912) in the same series is 
far more impressive than Bonhoeffer's. 

A better explanation is suggested by the evolution 
of the concepts themselves. The acquisition by the 
functional psychoses of their own organizational 
principles in the post-Kraepelinian world led to a 
conceptual neglect of delirium and confusion as they 
no longer had to provide a paradigm for the psychoses 
or indeed define themselves in fine psychopathological 
detail, Consequently the. stereotyped view became 
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sufficient (Evidence for this will be Been in a future 
paper). 


Summary and Conclusions 

The acute organic states in psychiatry with atten- 
dant categories such as delirium and confusion are 
important from the clinical and theoretical point of 
view. Adequate historical studies on the evaluation of 
these phenomena are needed before more complex 
historical accounts are attempted. 

The following points have been made: 

(1) That changes in the concept of delirium during 
the first half of the 19th century resulted from the 
separation of the narrower notion of délire (delusion). 

(2) That delirium was redefined by the new psycho- 
pathology as a disturbance of consciousness, its 
accompanying symptoms being considered as secon- 
dary or release phenomena and its aetiology as 
organic in a strong sense. 

(3) That this redefnition of delirium led to its 
successful separation from the functional insanities, 
thus accelerating the conceptual transformation of 
the latter into psychoses. 

(4) That 'confusion' is a contribution of the 19th 
century. At its inception it constituted a narrow 
intellectual notion, deemed to result from a distur- 
bance of synthesis. Thence it could accompany either 
organic or functional states. 

(5) That confusion has survived in French psych- 
iatry because it fulfils a conceptual role, the same that 
delirium serves in British psychiatry. 

(6) That from the historical viewpoint the concept 
of confusion illustrates better than delirium the 
efforts by 19th century psychiatrists to elucidate the 
psychological dysfunction that characterizes acute 
organic states. 

(7) That the concept of clouding developed as an 
offshot of 19th century views on consciousness, 
providing delirium with a symptom core far more 
flexible than the intellectual interpretation of con- 
fusion. That temporo-spatial disorientation has 
proved to be an unreliable clinical feature to ascertain 
the presence of clouding. 

(8) That the concept of confusion and the newer 
one of transitional syndrome may acquire new 
usefulness if reinterpreted in terms of the 20th century 
psychology of cognition and adequately supported by 
empirical evidence. 
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editary Factors in the Pathogenesis of Affective Illnesses - 
BARBARA JAKIMOW-VENULET 


Summary: The purpose of the study was verification of a genetic distinction 
between bipolar and unipolar affective illness and investigation of hypotheses 
concerning the mode of genetic transmission of both illnesses. The investigation 
demonstrated a difference between a group of 150 probands with bipolar affective 
illness and 50 probands with unipolar affective illness. 

A genetic-correlation analysis of both diseases showed that they are deter- 
mined by different, partly correlated liabilities. Evaluation of the mode of 
inheritance suggests a multifactorial mode of inheritance of both affective 
illnesses : although genetic factors are of basic importance, continuously acting 
environmental factors also have a significant influence on the manifestation of 
the illness. The results suggest possible heterogeneity of both illnesses from the 


genetic standpoint. 


Twin and family studies of affective illnesses have 
provided important support for a genetic determin- 
ation of these conditions. The results of these studies, 
equivocal and frequently controversial, seem to sug- 
gest that bipolar and unipolar affective illnesses are 
probably not only separate groups of diseases but each 
of them is also non-homogenous from the genetic 
standpoint. Bipolar affective illness can be trans- 
mitted in some patients as an X-linked dominant trait, 
while in other patients the mode of transmission can be 
autosomal dominant with incomplete penetrance, and 
in yet other cases polygenic (Mendlewicz et al, 1972, 
1973; Perris, 1971). In unipolar affective illness there 
may be at least two subgroups, the so called pure 
depressive disease and depression spectrum disease in 
which a polygenic mode of inheritance is supposed 
(Baker et al, 1972 ; Perris, 1971). 

The purpose of this study was verification of the 
genetically distinct character of bipolar and unipolar 
affective illnesses, and the investigation of hypotheses 
on the mode of inheritance of both these disorders. 


Material and Method 

The study group comprised 200 probands with the 
diagnosis of affective illness treated at the Psycho- 
neurology Institute in Warsaw in the years 1974-1978 
and their 1110 first degree and 1917 second degree 
relatives. In 150 probands (98 women and 52 men) 
bipolar affective illness was diagnosed, while in 50 
probands (35 women and 15 men) unipolar. 

The diagnosis of bipolar affective illness was made 
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in patients with at least one documented depressive 
and one manic phase. The diagnosis of unipolar 
affective illness was based on the criteria of Perris, 
1974 i.e. a history of at least three documented de- 
pressive phases without a manic or hypomanic 
phase. The features of ‘premorbid personality’ and 
certain clinical symptoms of depression were also 
considered (Puzynski, 1979). Similar criteria were 
used for the relatives cf the probands. 

The genetic interviews with probands and relatives 
(pedigree studies) were conducted with a standard 
inventory of Puzynski (1974) prepared specially for 
this study. In 53.5 per cent of cases history data were 
completed by spouses and/or first degree relatives, in 
14 per cent of cases data from medical records of 
relatives with affective illnesses were obtained. Besides 
that, all available medical documentation concerning 
the probands was studied. In evaluating the ‘genetic 
risk’ affective illnesses, other psychoses, suicides, 
alcoholism and other addictions, and personality 
disorders were taken into account. 

For determining the morbidity risk for affective 
illness in first degree relatives the method of Weinberg 
modified by Strómgren (Larsson and Sjogren, 1954) 
was applied. For checking whether affective illnesses 
are transmitted in accordance with simple Mendelian 
inheritance models segregation analysis was used. 
Since family registration was done according to one 
proband, in calculating segregation frequency the 
method of Weinberg was applied for single ascertain- 
ment, and in the analysis of families with a greater 
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number of affected children equations for truncate 
ascertainment were used (Morton, 1959). 

Variance analysis (James, 1971) was used for study- 
ing genetic transmission of affective illnesses in mono- 
genic models with incomplete penetrance. 

For partitioning the variance of the phenotypic 
trait ‘affective illnesses’ into its genetic and en- 
vironmental components the method of least squares 
(Nance and Corey, 1976; Gindilis, 1979) was applied. 
The partitioning was done using a model of continuous 
distribution of the liability to affective illnesses. The 
model proposed by Reich et al (1972) served for veri- 
ficatlon of the hypothesis suggesting presence of one 
liability for both affective illnesses, and the model of 
Smith (1976) was used for verifying the model of two 
correlated liabilities. - 

Results 

The investigations demonstrated a difference 
between the groups of patients with bipolar and uni- 
polar affective illnesses. In bipolar illness the age of 
onset was significantly lower and the frequency of 
recurrences of the illness was greater. The mean age of 
onset of bipolar illness was 32.3 years, and that of 
unipolar illness was 38. 3 years (t = 3.070, P <0.05). In 


both groups the age of onset was lower when affective 
illnesses occurred also in first degree relatives, but a 
significantly lower age of onset was found only in 
probands with unipolar affective illness whose parents 
had this illness as well (mean 29 years). 

In probands with bipolar affective illness the number 
of recurrent phases of the illness was significantly 
higher in the group without family history than in 
those with a positive family history (x° = 13.972, 
P <0,001). On the other hand, in unipolar affective 
illness a statistically significant correlation was 
demonstrated between the age of onset and the 
frequency of recurrences: a significantly higher fre- 
quency was observed in the group with illness onset at 
age above 45 years than in the group with the iliness 
beginning at an earlier age (x? = 12.636, P 0.01). 

The morbidity risk for affective illness in first degree 
relatives of patients with bipolar illness was higher 
than in the group of relatives of probands with uni- 
polar illness. This was true both when only certain 
diagnoses in these relatives were considered and when 
certain diagnoses were considered together with 
probable diagnoses (Table J). 

The study demonstrated that bipolar affective illness 
is infrequent in first degree relatives of probands with 


TABLE I 


Morbidity risk for affective illness in first degree relatives of probands with bipolar and unipolar affective illness 





No. of No, of Morbidity risk 
Proband Relatives subjects cases yA + SE 
dM Parents - 300 a = 29 a = 11,83 +2.06 
b m 45 b = 18.35 +2.47 
Siblings ^^322 a = 21 a = 12.08 +2.47 
l b = 29 b = 16.69 +2.82 
Bipolar illness » s 
Children , 1& au 7 a = 17.46 +£5.99 
b= 8 b = 19.95 16.30 
Total ' 804 a - 57 a «~ 12.42 +1.53 
po b = 82 b = 17.86 . +1.78 
Parents 100 am 6 aw 7.44 +2.92 
b - 10 b = 12.39 +3.68 
Siblings 144 a = 10 a= 10,50 +3.14 
b == 17 b m 17.85 '" +3.90 
Unipolar illness 
Children 62 a- 3 a = 21.89 +1.11 
b= 3 b = 21.89 
Total 306 8 m 19 am 10.02 12.18 
b = 30 b. 15.82 +2.65 
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unipolar affective illness, since its incidence in these 
. relatives was similar as in the general population. The 
morbidity. risk for bipolar affective illness in this 
group wasQ.52percent. —— 

In first degree relatives of probands with bipolar 
affective illness both types of the disease occurred but 
he morbidity risk for unipolar affective illness was 
significantly lower (6.1 per cent) than the risk for 
bipolar affective illness (11.8 per cent) P «0.01. 

Application of the model of Reich et al (1972) 
enabled rejection of the hypothesis concerning the 
presence of a common liability to both these variants 
of affective illness. When the bipolar variant was con- 
sidered as a narrow form of the disease the value of 
y? was 33.4 (P. <0.001), when the unipolar affective 
illness was considered as a narrow form 7? = 108.3 
(P. .—0.001). The results of a genetic-correlative 
analysis show that both illnesses depend on two differ- 
ent, although partly correlated liabilities (Smith's 
model, 1976). The coefficients of genetic correlation 





TABLE H 


Coefficients of hereditability and coefficients of genetic 
correlation of bipolar and unipolar affective illness — 


Affective illness in first degree relatives 











Proband Bipolar Unipolar 
Bipolar 

illness h = 0.47 g = 0.640+0.045 
Unipolar 

illness g = 0.277 +0.07 h = 0.47 





between both variants of the disease have demon- 
strated presence of correlation asymmetry (Table II) 
corresponding to the above mentioned 





d values of me 
morbidity risk for affective illness in the relatives. - 

The phenomenum of correlation Dsvnuetéy 
(occurrence of the opposite type of the illness in the 
relatives. of probands with bipolar affective illness) 
could be interpreted as supporting the heterogeneity of 
bipolar affective illness. i 

Affective illnesses were significantly more mer 
in first degree relatives of the probands with early 
onset of the illness and the morbidity risk was also 
higher in this group of relatives. In both groups of 
relatives the illnesses were more frequent in women. In 
first degree relatives of probands with bipolar affective 
illness the ratio of affected women to men was 2:1. 
In relatives of probands with unipolar affective illness 
this ratio was 2.5: :1. Similarly, the morbidity risk for 
affective illness in female first degree relatives was 
statistically. significantly higher than the risk facing 
male relatives, independently whether the proband 
was female or male. 


Segregation analysis of affective illnesses based on 
simple Mendelian inheritance models 


The value of the morbidity risk in the relatives of 
probands and the values of segregation parameters in 
Table III indicate that the experimental data do not 
fit the monogenic model with full penetrance (domin- 
ant and recessive inheritance). 

It should be stressed that in the probands with 
bipolar affective illness siblings with bipolar and uni- 
polar affective illness have been registered in the 
segregation tables for probands as patients. This 


TABLE IT] 


Values of segregation parameters for the groups: I-affective illnesses in families with many children, II-bipolar affective illness, 
Ill-unipolar affective illness ! 





Criterion t of student 











SF = Segregation frequency. 
Parents: NN = non affected —non affected. 


NA = non affected affected. 


* in the group parents with bipolar and unipolar affective illness were considered in calculations. 


No.of Total No.of No. of ill Recessive Dominant 
Parents SF SsF families children children model model 
NN 0.0986 0.0516 17 72 20 3.7 — 
1 | 
NA 0.1668 0.1011 11 32 13 3.3 3.3 
NN 0.0478 0.0135 91 342 103 . 15.0 — 
NA* 0.2286 0.0502 38 108 54 5.4 5.4 
NN | 0.1053 0.0287 35 149 47 5.0 = 
Iu 
l NA 0.1667 0.0680 9 39 14 4.9 4.9 











deviation from the classic schema of segregation 
analysis was done to demonstrate that even a: 


crease in the number of patients did not cause a rise in 
.. the values of segregation parameters to the level exe 





pected theoretically in: simple Mendelian inheritance 


models. Besides that, to eliminate a source of error 


which could be due to addition of sporadic cases to the 
group, segregation analysis was carried out in a group 
of families with at least two affected Children, but in 
this case also the results failed to agree with the values 
expected on the assumption of simple Mendelian 
inheritance models. E E 


Genetic analysis of affective illnesses according to 
monogeneic models with incomplete penetrance 

The analysis of inheritance of- affective illnesses 
based on monogenic models with incomplete pene- 
trance (Table IV) showed that. in bipolar affective 
illness the values of genotype penetrance of hetero- 
zygotes (2.1 per cent) and ‘mutated’ homozygotes 
(4.5. per cent) were almost equal which supported the 
hypothesis that transmission of bipolar affective ill- 
ness is mediated by.a-dominant gene with incomplete 
penetrance. On the other hand, the results obtained in 
unipolar affective illness suggest that the mode of 
inheritance of this condition is pseudorecessive. 
Among. patients with. unipolar. affective: illness a 
considerable number (32 per cent) of sporadic cases 
was found. Taking into. account this fact and the 
difference in the frequency of affective illnesses bet- 
ween the groups of proband relatives with unipolar 
affective illnesses of early and late onset it could be 
suggested that these illnesses are genetically different. 

The low values of genotype benetrance in the model 
of one biallelic locus suggest rather a multifactorial 
mode of inheritance of affective illnesses. 
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enetic analysis of affective illnesses according to 
tifactorial threshold models ! : " 

e partition of the phenotype variance was 
d out using the model of a continuous dis- 
on of liability. Table V presenting the dis- 
tribution of variance of the phenotypic trait 'affective 
illness’ shows that in bipolar illness genetic variance 
is almost completely additive, In unipolar affective ill- - 
ness, besides the additive component, the variance due 
to dominance plays an evident role, but the reality of 
this second component is questionable, considering 
that the standard error exceeds the value of the com- 
ponent. The investigations have demonstrated that 
although genetic factors are of basic importance 
(G ~ 50-60 per cent), an essential influence on disease 
manifestation is exerted also by the always active 
‘intrafamilial’ environmental factors, the so called 
common environment (ECH in bipolar affective 
illness was 20.0 per cent, in unipolar affective illness-— 
28.9 per cent). . 







RÀ 


Occurrence of other psychoses, suicides and 
alcoholism in relatives in both groups of probands 
Schizophrenia occurred exclusively in the relatives 
of probands with bipolar affective illness. The value of 
schizophrenia risk (0.18 per cent) and schizoaffective 
psychosis risk (0.9 per cent) in first degree relatives of 
these probands was not different from that in the 
general population, ^ d 
An interesting finding was a relatively high risk for 
schizoaffective psychosis in children of probands with 
bipolar affective illness (6.7 per cent). In the families of 
these children ‘exclusively affective disorders were 
found. It seems that schizoaffective psychoses are a 
genetically non-homogenous group, and perhaps some 
of them are nearer to affective illnesses. | 


TABLE IV 












Results of genotype penetrance determination in a monogenic model 











. Values of Genotype distribution in . In patients In healthy 
Proband . parameters population | | a. X subjects 97 
pe2.2* | RS 
p me 4.5% ‘Mutated’ homozygotes—aa ^ > 2 0.1 
Bipolar illness Ámes19 Heterozygotes—Aa (0d | 98 42 
. § = 11075. D A ee ee | | 
| Ta = 22.7% ‘Mutated’ homozygotes—aa 28 0.2. /— 
Unipolar illness mc,—0.95.  Heterozygotes—Aa d 40 — 10.1, 
To = 0.008% Wild homozygotes—AA = 32 BI 
S = 2210- a TEES 





p—population frequency of the main studied allele, penetrance of the genotype of ‘mutated’ 
penetrance of heterozygote genotype, 7t, —penetrance of wild homozygote genotype; ^ 





homozygotes, oe 
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TABLE V 
Distribution of the general phenotype variance of the 
liability to affective illnesses in a genetic model with con- 
tinuous distribution of liability 








Variance | 

components Bipolar illness | Unipolar illness 
G—A. 56.7:15.8  35.5+28.5 
G —D 0.3+20.1 26.34+31.5 

EB, — CH 20.04 8.6  28.9+15.5 

Summated contribution 

of genetic 

components to 

general variance 57.0 61.8 


Variance components: G-A additive genetic, G-D 
dominant genetic, E,.-CH common environment (com- 
mon house). 


The analysis of alcoholism prevalence showed that 
it was more frequent (without statistical significance) 
in the relatives of probands with the diagnosis of 
unipolar illness. In both groups of probands alco- 
holism was reported mainly in fathers and brothers of 
the probands, especially female probands. 

No significant difference was found in the pre- 
valence of alcoholism and sociopathy between the 
relatives of probands with early (below the age of 30 
and 45 years) and late (above 30 and 45 years) onset of 
the disease, and between the relatives of probands 
with. bipolar and unipolar affective illness. 

The study failed also to show any significant 
differences in the frequency of suicides between the 
groups of probands and between their relatives, but 
suicides were more frequent in bipolar affective ill- 
ness. 


Discussion 


The reported study confirmed the observations of 
other authors (Angst and Perris, 1968; Shopsin et al, 
1976; Winokur et al, 1971) who noticed significantly 
lower age of onset and greater number of recurrent 
phases in probands with bipolar affective illness in 
relation to those with unipolar illness. In both groups 
of probands the age of onset was lower in those who 
had first degree relatives with affective illnesses, as 
reported by Mendlewicz et a/ (1972). However, a 
statistically significantly earlier onset was observed 
only in the group of probands with unipolar affective 
illness whose parents also had affective illness. 

In bipolar affective illness the frequency of re- 
currences was significantly greater in those without a 
positive family history than in those with such a 


history. In unipolar affective illness significantly more 
frequent recurrences were observed in patients with an 
age of onset above 45 years as compared with those in 
whom the onset was below that age. A similar relation- 
ship was reported by Grof et al (1974). 

The morbidity risks for affective illness in first 
degree relatives in both groups of probands were not 
significantly different from those described in the 
pertinent literature. The morbidity risk for affective 
illness in the relatives of probands with bipolar 
affective illness was higher than in the relatives of 
probands with unipolar illness, but the difference was 
not statistically significant. Bipolar affective illness was 
a rare condition in probands with unipolar affective 
illness. Unipolar affective illness was slightly more 
frequent in the relatives of probands with bipolar 
affective illness, but statistically significantly less 
frequent than bipolar affective illness. Of course, the 
possibility of a future manic phase in some relatives 
with the unipolar form of the illness (in the group of 
‘bipolar’ probands) should be taken into consider- 
ation, especially, since this was a young group; Perris 
(1974) showed that the probability of manic phase 
development in patients with three depressive phases 
was about 23 per cent. | : 

These data and the results of the genetic-correlation 
analysis of both affective illnesses show that they are 
determined by two different although partly corre- 
lated liabilities. Affective illnesses are not trans- 
mitted in accordance with simple Mendelian in- 
heritance models—dominant and recessive with full 
penetrance. The analysis based on monogenic models 
with incomplete penetrance shows that the mode of 
bipolar affective illness inheritance corresponds to the 
type of dominant inheritance with incomplete pene- 
trance, and the mode of unipolar illness inheritance is 
pseudorecessive with incomplete penetrance. The 
values of genotype penetrance are very low, which 
could suggest rather a multifactorial mode of inheri- 
tance. The distribution of phenotype variance showed 
that in bipolar illness genetic variance is expressed 
with the additive component. In unipolar illness, 
besides the additive variance an evident effect is 
exerted also by the variance resulting from dominance, 
but the reality of the second component is doubtful. It 
is worth stressing that although genetic factors are of 
basic importance (G ~ 50-60 per cent) a great effect on 
the manifestation of both diseases was exerted by 
common environment factors (E,-CH — 20 per cent). 
These observations confirm the suggestions of Shopsin 
et al (1976) and Gershon et al (1976) concerning the 
possibility of multifactorial inheritance of affective 
illnesses or at least some of them. These authors 
suggested that a greater number of genes may parti- 
cipate in the transmission of the illness, and perhaps 
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none of them is of principal importance, and the form 
of the illness developing in a given patient depends on | 
the interrelations between the genetic and environ- 










mental factors. 

Since none of the hypothetical modes of inhe 
has been unanimously accepted by all authors, 
may be that bipolar and unipolar affective illnesses are 
genetically heterogenous. The present study failed to 
provide data for confirming the classification sug- 
gested by Winokur et a/ (1971, 1972) of unipolar 
affective illness into pure depressive disease and de- 
pression spectrum disease. Affective illnesses de- 
veloped significantly more frequently in the relatives of 
probands with early age of onset in both groups of 
probands. In the group with bipolar as well as uni- 
polar affective illness—relatives of probands with 
early and late age of onset showed also a sex-related 
difference-—-female relatives had a greater frequency of 
affective illnesses than males. Alcoholism was more 
frequent in male relatives (mainly fathers and 
brothers) of female probands with unipolar affective 
illness as compared with a corresponding group of 
relatives of probands with bipolar affective illness, but 
the difference was not significant statistically. No 
statistically significant differences were demonstrated 
in the prevalence of alcoholism and sociopathy 
between the relatives of probands with early and late 

age of onset. 

The possibility of heterogeneity of both illnesses, 
especially of bipolar affective illness, may be suggested 
by asymmetry of the results of genetic-correlation 
analysis. Another fact implying heterogeneity of 
unipolar affective illness may be the presence of 32 per 
cent of sporadic cases in the group with this illness, 
Taking into account these data and statistically 
significant difference in the incidence of affective 
illnesses in the relatives of probands with unipolar 
affective illness with early and late age of onset it may 
be that these groups had two genetically different 
illnesses. 
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Summary: An educational history, corroborated by. records where. available, 
was obtained:on 54 of the 58 adult offspring of 17 bipolar manic-depressives. 
The offspring were also.interviewed and psychiatric status was ascertained. 
Primary and other affective disorder in the offspring was not associated with a 
lower IQ or lower ultimate educational attainment than that of the remaining 
offspring. There was a trend towards increased educational failure in the offspring 
with primary affective disorder, but they were as likely as other offspring who 
had failed. to have resumed their. education at a later date. Ill offspring with any 
form of school failure had a significantly earlier onset to their psychiatric illness, 
although school failure could not be Snown to be a part of an early symptom 


complex. 


Bipolar manic-depression is familial.in distribution, 
and there is substantial evidence that the inheritance 
is genetic (Nurnberger and Gershon, 1980). Thus, the 
offspring of bipolar patients are at high risk of 
developing the disorder. Furthermore, there is good 
evidence that bipolar manic depression may be more 
prevalent among individuals who have periods of 
definite social and creative success (Waters, 1980a). 
In an effort to understand this, recent reports have 
focused on educational attainment. and IQ before the 


onset of bipolar manic. depressive disorder to see if: 


higher attainment is already apparent at that stage. 

In this report. we evaluate the educational per- 
formance, attainment. and intelligence quotient of the 
offspring of bipolar manic-depressives, almost half of 
whom already show some evidence of affective 
disorder (Waters and Bouer, 1980). We hypothesize 
that, prior to the: onset of affective symptoms, the 
affectively ill offspring will not show any decline in 
educational performance or have a lower IQ than 
their well siblings. Furthermore, we hypothesize that 
after the onset of symptoms these ill offspring will still 
be capable of the same levels of academic attainment 
as their well siblings. 

Woodruff. et- al (1968) nina: the: highest 
occupational and educational achievement of 50 male 
and 50 female primary affective disordered (PAD) 
. patients with their siblings of the same sex. Seven of 
... the male and five of the female probands had been 


<: admitted on the index occasion for mania and the 


. remainder for depression. Overall, female probands 





had attained. a higher. occupational (but not edu- 
cational) level. than their female. siblings. Male 
probands and their brothers were indistinguishable on 
these same indices. In this study, female occupational 
attainment was registered on the basis of the husband's 
attainment rather than that of the subject herself. 

In a subsequent report, an enlarged sample of 70 
unrelated males and their 128 brothers was examined, 
using similar indices and methodology but taking 
into consideration whether the proband was bipolar 
(29) or unipolar (41) (Woodruff et al, 1971). Overall, 
the bipolar probands and their brothers showed a 
higher level of occupational and educational achieve- 
ment than the unipolar probands and their brothers, 
whose occupational and educational attainment 
indices approximated to population norms. However, 
the bipolar probands had not shown a higher level of 
attainment than. their siblings. Both these studies 
relied on the proband as the sole data source, The 
siblings were not interviewed. 

In a Swedish study. of 117 bipolar patients, Petterson 
found that only 26 per cent had not been educated 
past elementary school and that 29 per cent had 


. matriculated (Petterson, 1977). This differed sig- 


457 


nificantly from the educational profile of the populace 
of large towns, where 60 per cent had not been 





educated past elementary schooland only 10 percent > ` 
had matriculated: It is not clear, however, whether = 
controlled for the substantial social class ^ " . 
advantage the bipolar sample held over the ? gener IR 





Petterson | 





population. 
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Mason (1956) examined the pre-recruitment IQ’s 
of 510 army veterans hospitalized for functional 
psychiatric disorders. As a control, data were avail- 
able on 290,163 recruits assessed at the same time 
with the same test (Army General Classification Test; 
AGCT). Of the psychiatrically ill veterans, 368 had 
been hospitalized for schizophrenia and 25 for manic- 
A depression. The schizophrenic subjects in general, and 
the paranoid and simple subtypes in particular, scored 
significantly lower on the AGCT, whereas the manic- 
depressive subjects scored significantly higher. Al- 
though the sample of manic-depressives is small and 
polarity is not specified, this follow-back design is 
robust, and the findings on the schizophrenic subjects 
are consistent with more recent reports (for a review, 
see Offord and Cross, 1969). 

In another follow-back study Burns and Offord 
looked at the pre-illness IQ and educational attain- 
ment of 20 severely depressed females (Burns and 
Offord, 1972). The depressed subjects were not 
distinguishable from their siblings or from a matched 
control group on either variable. Unfortunately only 
four of the patients were bipolar. 

Kuperman and Stewart looked at a small and 
heterogeneous sample of depressed children and 
adolescents (Kuperman and Stewart, 1979). They 
found that these children had higher IQ's than the 
general child and adolescent psychiatric population, 
a mean of 110 compared with 95. They had pre- 
viously excluded mentally retarded, autistic and 
learning-disabled children from their psychiatric 
control group: None of these children was bipolar. 

Worland and Hesselbrock compared the intelligence 
of children of normal controls, physically ill patients, 
schizophrenics and manic-depressives with the in- 
telligence of their parents, as measured by the Wech- 
sler Intelligence Scale for Children and the Wechsler 
Adult Intelligence Scale respectively (Worland and 
Hesselbrock, 1980). Among the offspring the verbal, 
performance and full scale IQ's of the children of 
manic-depressives were not significantly different from 
those of other groups of children. Similarly, there were 
no significant differences in IQ between groups of 
index parents, nor between their spouses. Of the 
manic-depressive parehts, six were bipolar and 17 
were unipolar. The offspring of the bipolar parents 
had significantly lower verbal IQ's than the offspring 
of unipolar parents. The IQ's of the bipolar parents 
and. their offspring were significantly correlated. 
There was no significant correlation between the IQ's 
of unipolar parents and their offspring. Since the 
offspring of the manic-depressive parents were still 
children (mean age 10.2 years) the question of 
whether there was any association between manic- 


depression in the offspring and IQ could not be 
examined. 

Finally, in an anecdotal report, Kestenbaum 
described six of thirteen children with a family 
history of bipolar disorder as exhibiting “‘specific 
patterns in psychological test scores . verbal 
achievement (was) significantly greater than per- 
formance (achievement), with considerable subtest 
scatter” (Kestenbaum, 1979). These six children 
presented with depression and learning problems. Of 
the remaining seven children, five were also depressed 
but the three who had been tested did not show the 
above cognitive profile. These data provide scanty 
support for Kestenbaum’s suggestion that such a 
profile may reflect a genetic liability to manic- 
depression (Waters, 1980b). 

Although there are data which indicate a higher 
IQ and higher educational achievement among 
bipolar patients as compared with the general popu- 
lation, only the Woodruff studies have examined 
these variables within families. However, Woodruff 
et al did group comparisons between proband and 
siblings, rather than within-family analysis. They 
found that bipolar patients had similar IQ's to their 
siblings and attained the same educational levels. 

Other problems with these few available reports are 
that the authors have either included too few bipolar 
subjects or, as in the case of the Woodruff studies, 
have used retrospective data and did not interview the 
sibling controls themselves. In this study all subjects, 
with the exception of those who committed suicide, 
are interviewed. 


Methods and Procedures 

1. Selection of subjects. The records of consecutive 
admissions for manic-depression to the Royal Ottawa 
Hospital in the three years between 1976 and 1978 
were screened. Sixty-six patients who remained in 
active outpatient treatment, and who met the Research 
Diagnostic Criteria (Spitzer, Endicott and Robins, 
1977) for bipolar affective disorder, were selected. The 
23 bipolar patients who had one or more adult 
offspring over the age of 15 were retained for this 
study. | 

Each bipolar proband was approached and inter- 
viewed employing the Schizophrenia and Affective 
Disorders Schedule—life-time version (SADS-L ; 
Spitzer and Endicott, 1977) and the diagnosis was 
verified in all cases. Each proband was then asked to 
participate in a family studv of affective disorder. 
All but one agreed. After contact with the spouses and 
offspring five more families were excluded from the 
study, two because the spouses would not participate 
and three because two or more of the offspring would 
not participate, 
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The six patients whose families did not participate © 
were similar to the 17 study probands in terms of age, : 
sex distribution, social class, age at onset of illness 


and number of hospitalizations. Their families were 
similar in size to the study families (5.1 and 5.4 
members respectively). 

For this study, we interviewed 17 BP patients and 
their spouses. Out of 58 offspring one was overseas 
and unavailable for interview, two refused to be 
interviewed and two had previously died by suicide. 
Thus 53 were available for interview. Diagnostic and 
educational information was available on one of those 
who had committed suicide. 

2. Interview procedure. After the appropriate 
signed institutional consent form was obtained, each 
Offspring was given a semi-structured interview com- 
prising: 

(a) theSADS-L 

(b) an educational history 

(c) anoccupational history 

(d) a medical history 

(e) atime-use profile. 

Following the interview, signed releases of inform- 
ation were obtained to give us accesstoeach offspring's 
pregnancy and birth records and a summary of 
school records. We were able to obtain parental 
consent for the records pertaining to offspring who 
had committed suicide. At the termination of the 
interview each offspring completed Forms A and B 
of the Cattell 16 Personality Factors Inventory 
(16PF). 

The educational history comprised a detailed 
account of primary, secondary, tertiary and extra- 
curricular educational achievement. Years failed, 
years repeated and subjects failed were all noted in 
chronological sequence. In addition data on remedial 
teaching, special class placement and other indirect 
evidence of academic difficulties were noted. Finally, 
the reasons for failure and termination of education 
were probed. 

3. Record collection and coding. Having obtained 
the appropríate signed consent, the last secondary 
school each subject had attended was approached and 
the official school record was obtained. It is the 
practice for the current or last school of a pupil to 
retain his or her accumulated school records. Thus our 
procedure generally generated à complete official 
record including marks, records of IQ and other 
achievement testing, and the record of any special 
(remedial or other) education provided. 

These records verified the account of education 
provided by each subject at interview and were also 


^. the source of IQ data. In each case concordance 


between the official school record and the retrospec- 
tive interview data was sought. When records were 
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unobtainable, interview data were the sole source. To 
heck the accuracy of this procedure, 20 records were 







randomly selected and checked against interview data. 


There was complete agreement on 94 per cent of items. - 


` When a disparity remained the records were relied 


on. 

School failure was measured in three ways: 

(a) the number of full grades failed or necessitating 
placement in a special class in either E Penner Or 
secondary school. 

(b) the number of courses failed in secondary 
school. 

(c) the number of years in which either a course or 
a full grade was failed. 

Educational attainment was registered on a seven- 

point scale, as follows: 

(1) Completed graduate school. 

(2) Four year college graduate. . 

(3) 1-3 years college, business or trade school. 

(4) High school graduate. 

(5) 10-11 years of school (part high school). 

(6) 7-9 years of school. 

(7) Under 7 years of school. 

IQ scores were obtained exclusively from school 
records. Where multiple scores were available.on the 
same individual, the IQ score which was used was that 
obtained closest before the tenth birthday. 

We shall restrict IQ comparisons to those possible 
within the sample. However, local School Board 
statistics yield a mean IQ for fifth-grade students in 
the Ottawa area of about 110. The only other relevant 
local comparative data is that of Beitchman et a/, who 
established a mean full scale IQ of 95 for 85 children 
attending the child psychiatric facilities of the Royal 
Ottawa Hospital (Beitchman et al, 1981). They 
excluded mentally retarded, earning disa Dies and 
psychotic children. 


Results 
1. Diagnosis 


Table I summarizes our interview data and indicates 
the distribution of cases who met Research Diagnostic 
Criteria by diagnosis; PAD (primary affective 
disorder), OAD (other affective disorder) and NAD 
(non-affective disorder; alcoholism, generalized 


anxiety disorder, antisocial personality). Thirty per 


cent met criteria for PAD, 13 per cent for OAD and 
13 per cent for NAD. The distribution of cases by sex 
of parent and sex of offspring is also indicated. PAD . 
and OAD were twice as prevalent in female as in male 
offspring. ! | 


2. School performance and attainment 


Within the full cohort of offspring, lower ultimate 
educational attainment was not associated with grade 
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TABLE I 
Interview data 





~ Mother bipolar — 


Father bipolar 


Either parent 
bipolar n = 17 | n = 9 4 Oo Meg 
P .. Sons  . Daughters Sons*. . Daughters* . Sons**. E - Daughters*** 
Interviewed (53 of 58) | . (24/28) . (29/30) (9/10) (17/18) | . Q5l 18) (12/12) 
Bipolar or IT | 3 5 1 3 | 2 2 
PAD Hypomania eine) d 2 ud ~ - | 2 
: (Unipolar "i <P. 5 B 4 5 i 
EOE Suicide : 2 i - = z Jee T 
OAD Minor depression  . - 4 - 3 - i 
Intermittent depression —  - I - | - 


he SUUS UN T ENSE crease RR UR RARIOR ERREUR ! ' 
NAD | | 2 5 2 2 - 3 


* two refused to be interviewed 
** two deceased prior to the study 
*** one unavailable 


failure in primary school. Furthermore, those off- 
spring who did not complete secondary school did not 
have a significantly lower IQ than those who did. 
No. group of psychiatrically ill offspring (PAD, 
OAD, NAD) failed a grade in primary or secondary 
school significantly more often than the well offspring. 
However, there was a. trend towards more grade 
failure by the PAD offspring (df = 21, t = 1.73, 
P. «0.1). Hl offspring had failed about as many 
secondary school courses as well offspring and they 
did.not have significantly more years when they had 


There was not a significant difference in the number of 
years the well, ill; or any subgroup of ill offspring had 
spent in primary and Morte education (see 
Table II). 

Iil offspring attained the same ultimate Paes 
level as the well offspring. Failure of either a grade or 
a course was not significantly associated with lower 
educational attainment in any subgroup of offspring, 
although there was a trend for increased course 
failure among the low achieving NAD offspring 
(df = 6, F = 5.25, P <0.1), | 

Examining the relationship a school failure 


failed a course ora grade than the well offspring. 


TABLE II 


School performance and attainment 


All Well Tl PAD OAD NAD 
: n 55 25 30 16 7 7 : 
Mean grades failed* 0.43 0.36 0.48 0.63 |. 9.45 . 0.14 


(Primary and secondary school) - 





Mean courses failed** iue 83. qus 2.3 T 2227 2 2.4 7 20 ^ — 2$ 
Oe school pl only) XM | iu ML a o 






Highest educational attainment’ 
= (high 1—low Bé ve ie 


© formation: missing on one subject 
** information missing on three subjects 














and the onset of affective disorder (PAD, O4 
we found that the mean age of onset of illness in thi 
15 offspring who had experienced any failur 

primary or secondary school was significantly | 





(14.9 years) than in the 7 who had never failed - 
(18.7 years) (df = 20, t = 234, P 4005 (see z 


Table HI). 

We therefore closely examined tie time sequence of 
school failure in the affectively ill group, to see if it 
could be attributed to the onset of affective symptoms. 
Twelve of the 15 affectively ill offspring had had their 
illness onset before the age of 17 (mean age of onset 
was 13,5 years). We matched each one with a well 
offspring who had failed either a coursé or a grade in 
as many years, was of the same sex, and was within 
five years of the same age. For each proband-control 
pair, years failed before and after the proband's 
illness onset -were tabulated. Both within each pair 
and between the proband and control groups, the 
patterns of failure were almost identical. The 12 
probands had had a failure in a total of 3 years 
prior to illness onset and a total of 17 years after 
illness onset. The well controls had failed in a total of 
^4 years prior to ‘illness onset date’ (the age the 
matched proband became ill) and in a total of 17 
years after ‘illness onset date’. Forthermore, the mean 


| TABLE III 
Age of onset of affective disorder and academic performance 
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hest level of attainment of the probands was not 
gnificantly different from that of the controls (4.1 


and 44 respectively). That is, failure shows the same 
time sequence in affectively ill offspring as in matched — 


f spring. and rg concentrated i in the period 


3s pO ME quotients 

Of the 55 offspring in our iu it has -— possiblé 
to obtain full scale IQ data on only 38. These are 
tabulated in Table IV. Records were unobtainable on 
17 offspring for a number. of reasons, generally 
because of loss, or the policies.of some local School 
Boards systematically to destroy records seven years 
after students graduate. Offspring whose records were 
unobtainable were similar in terms of prevalence of 
illness, age; sex, school attainment and school failure 
to those for whom records were obtained. 

There are serious limitations with this IQ data, in 
that tests were not administered at the same age or 
grade level for each subject, and a number of different 
tests of IQ were used, depending on the School Board 
under which the child came. Nevertheless all IQ 
scores were standardized to a similar mean (100) and 
standard deviation (15). yis 

The mean IQ of the sample was 109.7 cena 
88-143; S.D. 10.4). There was à non-significant trend 
for the subjects with affective disorder (PAD, OAD) 


to have a higher IQ than the well and NAD subjects. 


For 12 subjects, verbal and performance IQ (VIQ, 


ds aH Controls PIQ) data were available in addition to full scale IQ. 
EL filled: Pata Three were ill (one PAD, one OAD, one NAD) and 
(PAD, OAD) (P AD, OAD) (well) nine were well. For the well subjects the mean PIQ 
ee . Was 110.7 and the mean VIQ was 104.2. For. the ill 
n 15 7 12 subjects, mean "e was 108. 3 and mean: VIQ was 
BE A 103.3 
Age at onset 14.9 . 18.7*. n.a 
PAD, NAD n ‘Discussion 
(years) | | Our school performance and IQ data suggests that, 
» | Mos | in general, affectively ill offspring with primary and 
LA oo : e E an other affective disorders do no better at school, 
attainment | progress no further academically and are no more 
Ee intelligent than their well siblings. Thus in contrast 
* «0.05 to schizophrenics, who do poorly at school compared 
TABLE IV 


Full scale IQ 
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with their siblings (Offord and Cross, 1969), affectively 
ill offspring do not seem to have impairment of 
cognitive functioning as measured by IQ and school 
performance. 

Those PAD and OAD offspring who had failed at 
school had a significantly earlier illness onset. How- 
ever, their failure could not be definitely or clearly 
attributed to the onset of affective symptoms. Their 
time sequence of failure was identical to that of their 
well, but also failing, siblings, and suggests that both 
groups may have been failing for the same reasons, 
which were independent of the development of 
affective disorder. Those who failed did not have a 
lower IQ, so it could not be said that their earlier age 
of onset reflected any cognitive impairment. 

Our limited PIQ/VIQ data do not support the 
hypothesis of Kestenbaum, We did not find a higher 
verbal intelligence quotient in the ill offspring; 
rather, they had a slightly lower verbal than per- 
formance quotient, a pattern identical to that which 
we found in the well offspring. 

Thus our data have not demonstrated any clear 
cognitive advantage held. by affectively ill offspring 
which. might explain the high social status and 
educational and occupational achievement of the 
families of bipolar patients (Waters, 1980a). 

It is possible, however, that our data are less than 
complete. A factor which may have significantly 
skewed the data is the youth of the offspring. Their 
mean age was 28 years, which put them less than 
halfway through the period of risk for primary 
affective disorders (15-65 years). We may find that 
the highest achievers are clustered in the late-onset 
cases, and that, at this early point, their presence in the 
well group artificially inflates the achievement 
variables of that group. Late onset cases may manifest 
incomplete penetrance of the gene, and they may reap 
the advantages of the genotype and suffer fewer of the 
disadvantages. This hypothesis deserves further study. 
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Morbidity Risks in Subtypes of Unipolar Depressive Illness: 
Differences Between Early and Late Onset Forms | 


J. MENDLEWICZ and M. BARON | 


. Summary: Despite the high prevalence of unipolar depression in the general 
population, few genetic studies are available on subtypes of unipolar illness. 
We evaluated morbid risks for depression, alcoholism and/or sociopathy tn the 
relatives of early onset (before age 40) and late onset (after age 40) unipolar 
patients in a sample of 106 probands consecutively admitted to the New York 
State Psychiatric Institute. Unipolar patients with an early onset disease have a 
greater familial morbidity for depression, alcoholism. and sociopathy than 
unipolar patients with a late onset disease. There is an excess of unipolar 
depression in female relatives of early onset unipolars when compared to. late 
onset probands, regardless of the proband's sex. Alcoholism and sociopathy are 
also more prevalent in the relatives of early onset unipolars versus late onset 
probands. Our morbidity risk data show familial genetic. differences between 
early and late onset forms of unipolar illness and partially confirm Winokur's 


concept of two subtypes of unipolar depression. 


It has been the recent practice to discriminate 
between bipolar and unipolar affective disorders. 
Bipolar patients have a cyclical manic-depressive 
course of illness while unipolar patients only manifest 
depressions. Bipolar patients have more affective 
illnesses (including suicide) in their first degree 
relatives than do unipolar patients, and mania is more 
often diagnosed in relatives of bipolar than unipolar 
patients (Angst and, Perris, 1968; Winokur et al, 
1969; Mendlewicz and Rainer, 1974).. Most investi- 
gators today consider bipolar and. unipolar illness as 
two distinct genetic entities although there may be 
some overlap between the two psychoses. 

On the basis of family studies, Winokur has 
proposed to discriminate between two kinds of 
unipolar illness, the so-called ‘depression spectrum 
disorder' and 'pure depressive disorder' (Winokur, 
1973). The clinical as well as genetic differences 
between these two depressive subtypes have recently 
been reviewed (Winokur, 1979). 

According to Winokur, ‘depression spectrum 
disorder’ is diagnosed in female depressive patients, 
suffering from a primary affective episode according 
to Feighner and colleagues (1972), who have an onset 
of the disorder before age 40, and a specific con- 


stellation of familial morbidity characterized by a | 


relative excess of depression in their female first 
degree relatives and an excess of alcoholism and/or 
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sociopathy in their male first degree relatives. “Pure 
depressive disorder’. is more often seen in male 
patients, the age of onset being older (above age 40), 
with an equal amount of depression in male and 
female first degree. relatives, and very few male 
relatives with alcoholism or sociopathy. 

In general therefore, early onset probands show 


more familial affective disorder and alcoholism than - 


late onset probands. 

Preliminary data originating from the same group 
indicate that ‘depression spectrum disorder’ may be 
linked to such genetic markers as C3 or «-haptoglobin 
(Tanna et al, 1976). To our knowledge, the present 
study is the first one to attempt to replicate Winokur's 
findings of two subtypes of unipolar illness, using a 
large sample of affectively ill patients. - 


Methods 
The probands were all from a population of 240 


affectively ill patients admitted consecutively from 
January 1971 until June 1974 to an outpatient (182 


patients) and. inpatient (58 patients) clinic treating 


patients with affective disorders at the New York 
State Psychiatric Institute. The sample consisted of 
106 unipolar patients and 134 bipolar patients | 
referred mainly by private physicians, other out- 
patient clinics, and both state and private. hospitals. 
The existence of secondary cases in the families were- | 
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not a criterion for admission to the hospital. After 
obtaining their informed consent, all patients, their 


spouses and their available first degree relatives were- 


personally examined. The morbidity rísk data in 
spouses are reported elsewhere (Baron et al, 1981). 
When interviewing a proband's relative, the examiner 
was kept blind with respect to whether the proband 
was unipolar or bipolar. Similarly, the proband's 
diagnosis was assessed independently of any inform- 
ation about his relatives. The diagnoses of bipolar 
(manic-depressive), unipolar (depressive) illness, alco- 
holism and sociopathy were made separately by two 
investigators using criteria similar to those of Winokur 
and colleagues (Winokur ef al, 1969) and according 
to the research diagnostic criteria of Velghnos 
(Feighner etal, 1972). ^" - 

The Current and Past Psychopathology Scales 
(Endicott and Spitzer, 1972) and a clinical semi- 
structured interview were used for the evaluation of 
psychopathology in all probands and relatives. 
Unipolar depression was diagnosed im individuals 
aged 20 or over who had never experienced mania or 
hypomania but had experienced one or more depres- 


“give episodes severe enough to require outpatient 


treatment or hospitalization. The lower age limit for 
unipolar illness was taken as 20 to avoid confounding 
depression with childhood and adolescent disorders. 
>. The family study method (i.e. blind personal interview 

| with the relatives) was used because it has proved to 
be more reliable than the family history method (i.e. 
family data collected only from the proband) 
(Mendlewicz et al, 1975). Pertinent medical and social 
records about probands and relatives were used when 
available. A total of 82 per cent of all living first 
degree relatives were personally interviewed. Inform- 
ation about each proband and relative was coded, 
punched on IBM cards, and run on an IBM 1130 
computer. The frequency of psychiatric illness among 
first-degree relatives was investigated in terms of age 


corrected morbid risks using the Strömgren method | 
(Strómgren, 1935). 


Results and Discussion - Se 

Table I presents the morbid risks for "bead 
depression, alcoholism and sociopathy in parents and 
sibs of unipolar probands according to the age of — 
onset of affective illness in the probands. Like Winokur .. 


` (1979), we subdivided our unipolar probands in early 


onset cases (onset before age 40) and late onset cases ` 
(onset after age 40). | 

As indicated in Table I, the number of rélatives at | 
risk is comparable in both groups. The morbid risk 
for depression spectrum disorder (unipolar depression, 
alcoholism and sociopathy) is significantly higher in 
the relatives of early onset unipolar’ probands as 
compared to late onset probands (y* == 4.88, df = 1, 
P <0.05). This difference is mainly due to the risk for 
alcoholism and sociopathy, which is significantly 
higher in the relatives of early onset probands versus 
late onset probands (y? = 5.20, df = 1, P <0.05). 
These results are consistent with Winokur’s obser- 
vation, i.e. relatives of early onset unipolar probands 
are at higher risk for depression spectrum (depression, 
alcoholism, sociopathy) and for alcoholism and 
sociopathy considered separately, when compared to © 
relatives of late onset unipolars. 

Table II presents the morbid risks for unipolar _ 
depression in parents and sibs according to the age _ 
of onset of the probands and the sex of the relatives. 
The morbid risk for depression in mothers and sisters - 
(i.e. females) of early onset probands is significantly 
higher than that found in fathers and brothers (Le. - 
males) of the same probands (y? = 528, df = 1, 
P <0.05). These data are also comparable to that of ^ 
Winokur (Winokur, 1979) and demonstrate a higher 
prevalence of unipolar depression in female relatives 
of early onset unipolar patients. 

Table III presents the morbid risks for depression, . 


l TABLET 
Depression, alcoholism andlor sociopathy in parents and sibs of early onset versus late onset unipolar probands . 








Unipolar Alcoholism and us 
— " depression: sociopathy: A : D 
ales tance drain m ion d Number at risk MR we "m 





zarly onset (N = 56) | 


| Late onset (N = $0). | 
(>40 years. of age) — l 32 7 





MR = Morbid risk (age corrected) according to the method of Strömgren ies 1935). 


* x? = 520, df = 1, P «0:05 
** 33 — 4,88, df = 1, P «0.05 





| “(x40 years of age) E 253 ]8* 


Jj" | 246.8 | 28.545.8 











The synapse: 
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The complexities of the synapse 
are gradually being elucidated by Astra CNS 
Research. Highly skilled teams working in small, 
flexible groups are backed by the resources of 
a company dedicated to improving our 
knowledge of brain chemistry. 

Indeed, Astra invests 17% of its turnover 
in research -more than almost any other 
pharmaceutical company in the world. 

The major effort is directed towards 
developing substances with highly specific 
activities in the brain. This fundamental 
approach has increased the total under- 
standing of brain mechanisms as well 
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effective and better tolerated. 

Exciting results — for 


scientist, doctor and patient alike - have 
already been presented at major international 
symposia and congresses as various agents 
undergo preclinical and clinical investigation. 
The regular newspaper “Psychiatric 
Topics” and the subject index “Review Themes 
in Psychiatry” are both available free on request, 
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} acolour print of the synapse drawing 
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TABLE If 


Morbid risk for unipolar depression in parents and sibs of 
umpolar probands, according to age of onset 


Number Number 


ill at risk MR % 
Early onset 
Mothers 22 68 32.3 £5.6 
Fathers 4 70 5.7 1.8 
Sisters ; 21 68 30.8 i6.1 
Brothers 6 42 14.3 +5.5 
Mothers and sisters 43 130 33.0* 75.2 
Fathers and brothers 10 112 : 8.93.9 
Late onset 
Mothers 10 60 16 6 +4.8 
Fathers 4 59 6.7 +2.9 
Sisters 10 40 25.0 +5.1 
Brothers 8 63 12.7 +3.2 
Mothers and sisters 20 106 18.8 +4.1 
Fathers and brothers 12 122 9.8 +2.2 


* o 22.5, df = 1, P «0.001 vs. morbid risk in fathers 
and brothers of early onset probands. 

T x* =m 528, df =e 1, P «0.05 vs. morbid risk in mothers 
and sisters of late onset probands. 


TABLE III 


Morbid risk for depression, alcoholism andjor sociopathy 
in first degree relatives of unipolar probands 


Male probands Female probands 
(N = 41) - (N = 65) 
Early Late Early ‘Late 


N=36 N= 29 


Depression 
Male relatives 
Number ill 4 2 7 4 
Number at risk 39.2 24.8 87.5 65.8 
MR % 10+2.2 812.0 8t+2.8 6+2.4 
Female relatives 
Number ill 5 2 17 8 
Number at risk 31.1 25.2 100.2 79.8 
MR % 17+2.9 8+1 8 17+4.1 10+3.1 
Alcoholism and sociopathy 
Male relattves 
Number ill 3 2 6 4 
Number at risk 39.2 24.8 87.5 65.8 
MR 5; 843.5 8+1.8 8413.2 642.5 


alcoholism and/or sociopathy in male and female first 
degree relatives of unipolar probands according to the 
sex and the age of onset of the probands. Early onset 
female unipolar patients ('depression spectrum 
disorder’) have twice as much depression in their 
female relatives (MR = 17 per cent) than in their 
male relatives (MR = 8 per cent). Conversely, late 
onset male unipolar patients (pure depressive disorder) 
have equal amounts of depression in both male and 
female relatives (MR = 8 per cent). This sex ratio of 
depression in the relatives of the two subtypes of 
unipolar illness is identical to the one reported by 
Winokur (1979). However, our ‘late onset’ female 
probands and ‘early onset’ male probands were also 
characterized by an excess of depression in their 
female relatives. Furthermore, we could not confirm 
Winokur's observation of an excess of alcoholism and 
sociopathy in male relatives of early onset female 
unipolar patients. 

Although we found an overall excess of alcoholism 
and sociopathy in the relatives of early onset probands 
(Table D), there is no significant difference in the 
familial distribution of alcoholism according to the 
sex of the probands and of the relatives (Table IIT). 
Our morbid risk data in unipolar patients partially 
confirm Winokur’s concept of the existence of two 
subtypes of unipolar depression. Unipolar patients 
with an early onset disease have a greater familial 
morbidity for depression, alcoholism and sociopathy 
than do unipolar patients with late onset disegse. In 
our sample, there is also a relative excess of unipolar 
depression in female relatives of early onset unipolars 
when compared to late onset probands, regardless of 
the sex of the proband, although this pattern also 
exists in female relatives of late onset female probands. 
The familial distribution of alcoholism and sociopathy 
is in excess in relatives of early onset unipolars as 
compared to late onset unipolars, tbe sex of the 
probands being of little influence on this distribution. 

Although there may be some overlap between the 
two types of unipolar depression, our data support 
Winokur's concept of the existence of two major 
subtypes of unipolar depression. We have previously 
reported genetic and clinical differences in early versus 
late onset forms of bipolar illness (Mendlewicz et al, 
1972; Mendlewicz, 1976; Mendlewicz, 1979). The 
age of onset is thus an important clinical variable in the 
genetic study of affective illness because, apart from 
defining a specific risk period, it also provides an 
indication of severity of the illness; as an index of 
phenotypic expressivity. 

The classification into early and late-onset subtypes 
of unipolar depression is supported by clinical-genetic 
studies (Tanna et al, 1976; Winokur, 1979). This 
classification has operational value for investigating 
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homogenous subgroups of affectively ill patients in 
biological studies (including therapeutic trials) of 
unipolar depressive illness. 
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Acromegaly and Depression 


“A. MARGO 


There is only a small literature on the psychiatric 
complications of acromegaly. Manfred Bleuler (1954) 
reported an acromegalic man who had blunted affect 
and apathy and suggested that this clinical picture 
represented a special variation of the endocrine 
psychosyndrome. Avery (1973) reported a further case 
of depression and anxiety in association with the 
illness. There are relevant reviews by Michael and 
Gibbons (1963), Beumont (1972), Labhart (1974) and 
Lishman (1978). 

The rarity of reports of pathological mood disorder 
in acromegaly encouraged me to describe the case of a 
53-year-old woman with a chronic depressive illness 
beginning 12 years before acromegaly was diagnosed. 


Case Report 

A placid, happily married, reserved woman, aged 
forty-one, became ill shortly after an uncomplicated 
subtotal hysterectomy for menorrhagia. The major 
symptoms led clinicians over eight admissions to make 
a diagnosis of retarded 'endogenous depression'. It 
was of note that she had demonstrated very obvious 
psychomotor retardation which persisted over many 
years and that this was only briefly relieved by therapy. 
A wide variety of drug regimes were applied in 
adequate dose, but she remained sluggish, depressed, 
lacking in confidence and plagued with chronic 
headaches. Her descriptions of the headaches had 
latterly acquired a bizarre stereotyped quality, based 
on her notions of aetiology. She referred to the nerves 
in her head as 'drawn up', 'rolled and twisted', 
believing this to be caused by brain pathology. 
Although there was no additional evidence in support 
of a psychotic illness, she was convinced that the 
rolling and twisting was a concrete event and would 
not accept the reassurances of her physicians. 

A dramatic change occurred in her facial appear- 
ance which led to a clinical diagnosis of acromegaly 
eventually being made in 1980. 

Detailed studies were made of hormones and 
electrolytes. A paradoxical rise in growth hormone 
levels was found after a loading dose of 50 g glucose. 
This is characteristic of acromegaly, although the 
levels (7.1 mu/l—14.4 mu/l) were not exceptionally 
high. 


Serum calcium was raised—2.93 mmol/l (normal-— 
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2.3—2.8 mmol/l). This reflects the metabolic distur- 
bance which occurs in acromegaly. Other investi- 
gations (parathyroid hormone, prolactin, thyroid 
stimulating hormone, glucose tolerance test) were 
normal, while FSH 25 uL (normal—1—10.0), and LH 
28.7 u/l (normal-—1-9.7) confirm that she is meno- 
pausal. Pituitary fossa tomography yielded equivocal 
results, and there were no cognitive deficits elicited in 
an extensive psychological assessment. 

She was treated with pituitary fossa irradiation. 
The paradoxical rise in growth hormone following 
glucose persisted, suggesting that a hypothalamic 
mechanism may operate in this disorder. 

There has been no dramatic change since the radio- 
therapy four months ago, but she claims that she is no 
longer depressed, and her husband considers her to be 
‘somewhat more active’. 


Discussion 


Although the case exhibits many of the cardinal 
features of Bleuler’s endocrine psychosyndrome, there 
is not the marked fluctuation of symptoms which is 
often considered to be the essence of that condition. 
The prominent motor retardation in this case con- 
forms better to Bleuler’s concept of a special acro- 
megaly syndrome. A persistent complaint of head- 
aches in acromegaly is quite typical. Labhart (1974) 
gives an incidence of 87 per cent for headache in 
acromegaly. It is uncertain whether the depressive 
illness was caused by acromegaly or whether two 
unrelated illnesses coincided for twelve years. 

In support of the former relationship one can draw © 
attention to studies of impaired growth hormone 
responses to clonidine (Checkley et al, 1981) in 
endogenous depression. With regard to the second 
relationship one should note that acromegaly is rare. 
Only 45 out of 36,000 attenders at the Medical Clinic 
in Zurich (Labhart, 1974) were given this diagnosis, 
an incidence of 0.1 per cent of out-patient attenders. 
The incidence of depression in those attending medical 
out-patients is known to be about 30 per cent and 
coincidence of uncommon and common conditions 
is not unlikely. A further possible relationship is that 
the physical illness may have had a non-specific 
influence in producing psychiatric morbidity through 
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accumulations of life events and impact on intra- 
familial dynamics. 

The case is reported to draw the attention of 
psychiatrists to the possibility that a specific growth 
hormone abnormality may have been responsible. 
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Co-Existence of Incubus and Capgras Syndromes 


ATUL C. PANDE 


Since de Clérambault (1920) described the syndrome 
of erotomania, there have been several reports in the 
literature amplifying various aspects of the condition. 
However, it was only recently that Raschka (1979) 
reported two cases of what he labelled the 'incubus 
syndrome'. This syndrome is a variant of erotomania 
and the feature central to it is a delusion of imposed 
intercourse with an imaginary lover during one's 
sleep. 

The Capgras syndrome is another uncommon con- 
dition characterized by the delusion that a person, 
usually closely related to the patient, has been re- 
placed by an exact double (Enoch, Trethowan and 
Barker, 1967) Though erotomania has been re- 
ported to co-exist with the Capgras syndrome (Sims 
and White, 1973) and folie à deux (Pearce, 1972), 
there does not seem to be any report of the co- 
existence of the Capgras phenomenon with delusions 
of imposed intercourse. The present report focuses on 
such a case, in which a feature of additional interest 
was that the patient's father was cast in the role of the 
incubus. 


The Case 


A 20-year-old single, female clerk was admitted 
with a history of disordered behaviour which had 
developed over a period of one month. Described by 
her mother as being a shy, sensitive person, the 
patient had begun to exhibit unusual aggressive 
outbursts towards her father, whom she perceived as 
rigid, over-religious and an advocate of puritanism. 
She complained that her father had compelled her to 
have sexual intercourse with him a year before. She 
seemed vague as to whether this had occurred on just 
one or several occasions; and she inferred this from 
the sensation of a hand moving over her body and 
touching her genitalia while she was asleep. She 
further stated that the lady accompanying her was her 
step-mother and was posing as her real mother. No 
amount of reasoning, including production of the 
birth certificate, could convince her that she was 
mistaken. 

She was the eldest of three children. Her relationship 
with her father was distant largely because of religion. 
The family belonged to a Christian sect known as 
The Brethren, whose codes of conduct included 
such things as total renunciation of worldly posses- 
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sions and avoidance of social intercourse with anyone 
except fellow Brethren. The father attended religious 
meetings daily and exhorted his family to do the same, 
equating their reluctance with evidence of sin. 

At puberty her father began to restrict her social 
contacts and made repeated allusions to her (imagin- 
ary) male friends. Each day he insisted upon having a 
detailed account of her movements, including the 
people she had spoken to. This aroused great resent- 
ment in her and she told her mother, who, though 
sympathetic, expressed her helplessness against the 
father's overpowering ways. 

Mental examination on admission showed affective 
blunting, thought disorder, auditory hallucinations 
and a total lack of insight. She was started on anti- 
psychotic drug therapy and improved significantly 
over the next few days. Though her affect continued to 
be flat, thinking became clearer, the hallucinations 
disappeared and she developed insight. Interviewed at 
this stage, she reiterated that her father had had sex 
with her during her sleep and that her mother was not 
her real mother. But she also admitted that everything 
seemed like a dream and that she was experiencing 
difficulty in distinguishing between dreams and 
reality. Three weeks later these phenomena had dis- 
appeared and the patient denied that her father ever 
had sex with her or that she doubted her mother’s 
identity. 


Discussion 

In her schizophreniform psychosis the unsatis- 
factory relationship with father gave rise to a longing 
for a loving father, and the delusion of incest, which 
put her in competition with her mother for the 
father’s affections. The delusion whereby her mother 
became her step-mother, and therefore an impostor 
(Capgras) helped acceptance of the competition, The 
basic defect in reality testing is illustrated by the 
patient’s own admission that she could not make out 
dreams from reality. The delusions, therefore, re- 
presented an overt expression of unconscious fantasies 
as a result of failing ego function. In phenomeno- 
logical terms, these conditions demonstrate the 
primary delusional experience which is a feature of 
schizophrenia (Sims and White, 1973). Further, the 
complete resolution of symptoms with antipsychotic 
treatment lends support to the conclusion that the 
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.  . incubus and Capgras phenomena shown by the patient 
. were the outgrowth of the underlying psychotic 


process and not independent entities. 
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THYROID FUNCTION SCREENING IN 
PSKCRIATRIC IN-PATIENTS 
DEAR SIR, 

In relation to the paper by Drs Carney, MacLeod 
and Sheffield (Journal, February 1981, 138, 154-56) 
we would like to make the following comments: 

1. The authors diagnosed abnormal thyroid func- 
tion if one of 3 criteria was reached: (a) successively 
abnormal FTI’s during the same admission: (b) single 
FTI exceeding 1.55 or below 0.45; or, (c) a well- 
founded clinical diagnosis of thyrotoxicosis or 
myxedema. The first two criteria, if accepted as 
sufficient, may lead according to our findings, to false 
positive diagnoses of thyroid dysfunction. 

We have reported that among 480 newly-admitted 
psychiatric patients, 85 had abnormal FTT's (called in 
our report Estimated Free Thyroxine or EFT). Fifty 
per cent (27 elevated and 16 decreased) returned to 
normal within 4-14 days of admission. These 
‘transient’ abnormal values were as low as 0.5 and as 
high as 3.6 (normal range is 1.0-2.1). This indicates 
that even a severely abnormal index may reflect only a 
transient effect of psychiatric illness and/or hospital 
admission. Distinguishing between such ‘transient’ 
and ‘persistent’ abnormalities is useful since it is only 
the latter type of dysfunction that has any clinical 
significance (Cohen and Swigar, 1979). 

2. It would be interesting to know whether, in 
patients whose thyroid dysfunction was diagnosed 
before onset of their mental disorder, the abnormal 
FTI reflected non-compliance with thyroid medication 
prescribed. In our group, this was the cause of the 
abnormal index in 9 patients. 

3. Finally, we wonder whether alcohol abuse, 
common among psychiatric patients with various 
diagnoses, and especially among those with affective 
illness (Kolakowska and Swigar, 1977; Stokes, 1974) 
could have played a role in low FTI’s in some patients. 
In our sample transient decreases in thyroid function 
were highly associated with alcohol or sedative use 
and abuse. 

Mary E. SwiGAR 
KENNETH COHEN - 
School of Medicine, Yale University, 
New Haven, Connecticut, USA 
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PROPRANOLOL IN SCHIZOPHRENIA 


Dear SIR, 


It will be a pity if the dubious conclusion of Peet 
et al (Journal, August 1981, 139, 105-11) is allowed to 
confound the important issue of the place of pro- 
pranolol in treating schizophrenia. 

On the measures actually presented (BPRS schizo- : 
phrenia scale, NOSIE total assets, relapse rate) the 
authors found no significant difference between 
placebo and propranolol, and conclude “We have 
demonstrated that propranolol has no important 
advantages over placebo". On the same measures, 
over the same period, they also found no significant 
difference between placebo and chlorpromazine—yet 
conclude that “our patients as a group were chlor- 
promazine-resistant"! This is special pleading—why 
not conclude that gh'arpromazine has no advantage 
over placebo ? 

Perhaps the most practical measure in the study was 
the numbers of patients withdrawn from it by their 
physicians due to relapse. The relapse rates were 
chlorpromazine 25 per cent, propranolol 21 per cent, 
placebo 39 per cent. These figures suggest that it is 
not propranolol which is ineffective, but short- 
duratic ion trials i in E ironic conditions. 

| A. C. CARR 
Institute of Psyehlairy; mE 
De Crespigny Park, 
Denmark Hill, 
London SES 8AF — 
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NEUROPSYCHIATRIC ASPECTS OF 
BILINGUALISM 
DEAR Sm, 

I have seen a patient whose case throws further 
interesting light on G. W. Hughes' review (Journal, 
July 1981, 139, 25-28) of neuropsychiatric aspects of 
bilingualism. 

He was a Palestinian who left the Middle East at 
the age of 25, then spent two years in Britain, and 
then established himself in business in Chile for the 
rest of his life. He spoke good Spanish, but used 
Arabic frequently in his family life and business 
contacts. 

During bronchoscopy in Santiago he had cardio- 
respiratory arrest for at least three minutes, and was 
then in coma on controlled ventilation for three days. 
On the fourth day he started muttering unintelligibly. 
This was regarded as dysphasic or dysarthric speech 
secondary to brain damage until an Arabic-speaking 
night nurse realized that he was talking in that 
language about his youth. He spent about two more 
days at this stage, but with a further improvement in 
his level of consciousness he switched from Arabic 
to a rather faulty English, talking about his time in 
Britain. This stage lasted for about 24 hours, at the 
end of which time he was fully conscious and making 
increasing use of Spanish for communication. 

The patient's disability was thus acute cerebral 
hypoxia and its sequelae, and he was a true bilingual 
(or trilingual), using at least two languages, and 
dominant, in the sense that he had great fluency in 
his native language. In view of the pattern of his 
recovery, one is tempted to speculate that he was 
recovering the use of different languages as different 
areas, or systems, of his brain were recovering from 
the anoxic injury, rather as memory recovered 
chronologically. 

ENRIQUE ZAPATA 
St John's Hospital, 
Stone, Aylesbury, Bucks 


NORADRENERGIC OR DOPAMINERGIC 

ACTIVITY IN CHRONIC SCHIZOPHRENIA 
DEAR Sin, 

A. A. Schiff and B. C. Shanley (Journal, February 
1981, 138, 178) discussed the role of noradrenergic 
(NA) overactivity in chronic schizophrenia. On the 
other hand G, W. Ashcroft et al and C. D. Marsden 
(Journal, March 1981, 138, 268-70) discussed the role 
of dopamine (DA) in schizophrenia. We have recently 
shown that although the DA-blocking agents (DBA) 
haloperidol, sulpiride, pimozide and phenothiazine 
derivatives strongly modified distal colon motility in 
most non-psychotic subjects (4,100 out of 4,824 = 


85 per cent), this effect was registered in only 38 out 
of 302 (7.9 per cent) of psychotics (Lechin and van der 
Dijs, 1979a, 1979b, 1981a; Lechin et al, 1980a, 1980b). 

The 264 noradrenergic-hyperactive psychotic 
patients fulfilled the Research Diagnostic Criteria of 
Schizophrenia, whereas the dopaminergic-hyperactive 
patients were diagnosed as having schizoaffective 
disorders. Noradrenergic-hyperactive subjects were 
improved with clomidine, a drug which inhibits 
release of NA, while dopaminergic-hyperactive subjects 
were improved with clonazepam, a drug which 
inhibits release of DA (Lechin et a/, 1980b; Lechin 
and van der Dijs, 1981b). The addition of sulpiride, 
thioproperazine, trifluoperazine,  prochlorperazine 
(DBA), and phentolamine, dihydroergotamine, prazo- 
sin (noradrenergic blocking agents) to clonidine and 
clonazepam, respectively, induced further significant 
improvements in both types of psychotic patients. 

In the light of the physiologic and therapeutic 
results obtained from our studies, we postulated the 
existence of two main psychotic mechanisms, one 
showing hyperactivity of the NA system and the other 
showing hyperactivity of the DA system. Super- 
sensitivity of. DA receptors and of NA receptors, 
respectively, would accompany the schizophrenic and 
schizoaffective patients. 

With regard to this, it is possible to think that the 
often postulated overactivity of DA system supposedly 
present in schizophrenia could be secondary to a lack 
of DA at the synaptic cleft level (supersensitivity of 
deafferentation). Similarly, a supersensitivity of NA 
receptors could be invoked in schizoaffective disorders. 

The above facts give rise to the question of the 
relationship between the nervous system of the gut 
and the brain. With regard to this, data are accumu- 
lating referring to the possibility that the first may bea 
model for the latter (Fox, 1980; Lechin and van der 
Dijs, in press). 

The fact that nomifensine, a drug lacking peripheral 
effects, induces distal colon motility changes; whereas 
domperidone and metoclopramide, drugs lacking 
central effects, do not induce distal colon motility 
changes (our unpublished results), reinforces the 
hypothesis that this iniestinal segment tends to behave 
as a part of the central autonomic nervous system. 

FuAD LECHIN 
BERTHA VAN DER Dus 
Universidad Central de Venezuela, 
Apartado 80.983, 
Caracas 1080 A, Venezuela 
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DRUG SIDE-EFFECTS AND 
BRAIN DAMAGE 
DEAR SIR, 


Neuroleptic drugs induce extrapyramidal distur- 
bances which mimic Parkinson's disease, but this is 
not taken to mean that they can cause Parkinson's 
disease: a patient whose Parkinsonism continues long 
after neuroleptic withdrawal is assumed to have been 
suffering from incipient Parkinson's disease. Involun- 
tary movement disorders are another group of 
extrapyramidal disturbances and, a priori, it would 
hardly be surprising if neuroleptics induced conditions 
mimicking these. Such extrapyramidal disturbances 
would likewise be expected to be reversible on drug 
withdrawal; if the disorder persisted, the directly 
analogous inference to be drawn is that an underlying 
disease process was responsible. 

For several years psychological (Johnstone et al, 
1981; Owens and Johnstone, 1980) and radiological 
(Weinberger et al, 1979) evidence has been accumu- 
lating of organic brain damage in chronic schizo- 
phrenics unrelated to drug treatment, and further 
studies (Kleinman, 1981; Andreasen, 1981; Owens, 
1981), described at the recent Annual Meeting of the 
Royal College of Psychiatrists, indicate an association 
between brain damage, irreversible movement dis- 
order, and negative symptoms in chronic schizophrenic 
patients. It is thus becoming increasingly apparent 
that the involuntary movement disorders seen in 
neuroleptic-treated schizophrenic patients may be 
categorized as either drug-induced, if drug withdrawal 


is followed by their disappearance, or as the result of 
structural brain disease with or without super- 
imposed drug-induced effects, if the movements 
persist following drug withdrawal. 
. The term ‘tardive dyskinesia’ should be reserved 
for those cases in whom irreversible movement 
disorders occur late in the course of the schizophrenic 
or other brain disease processes. 

A. A, SCHIFF 
E. R. Squibb & Sons Ltd, 
147-49 Staines Road, 
Hounslow TW3 3JA 
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SUICIDE IN FAMILIES: 
DRAW A LIFE-CHART 
Dear Sir, 


The suicidal family described by Dr Khin-Maung- 
Zaw (Journal, July 1981, 139, 68-69) is of considerable 
interest as an example of violent suicide and non-fatal 
deliberate self harm in several members of a family 
extending over more than one generation and including 
suicide in identical twins. Whether ‘it is at least likely 
that there was a genetic predisposition to violent 
suicide in the family’ does however still seem to be a 
matter for conjecture on the basis of the evidence 
presented in the paper, and the interactional effects of 
illness events may well have been more important 
than the author suggests. 

To illustrate this, I have tabulated the data along 
the lines of a Meyer life chart which demonstrates 
how the suicides seem to have triggered the onset of 
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single episode or recurrent) in other 





depression | 
- 1t is again a matter of conjecture whether these 
temporal links signify causal relationships, but the 
table does illustrate how useful it can be to set out 
complex clinical data in a way that does full justice to 
temporal relationships between events. ‘Time spent in 
completing a Meyerian life chart is so often amply 


rewarded that such a technique ought to be an 
integral part of any psychiatric case history. — 

| v . H. G. MORGAN 
University of Bristol, — i 
Department of Mental Health, 
39-41 St Michael's Hid, 
Bristol BS28DZ 


TABLE 





Twin 1 Twin 2 


1970.. ... Suicide (shot self) . 
: age 21 





Depression 
(In-patient: ECT) 


1971 
1972 


1973 


1974 


1975 
1976 
1977 


1978 (0... Depression 
| "'(Out-patient: ECT) 


1979 (000 705 5 7 o — July: Depression 

^ ^ (In-patient: ECT) 
* :Sept: Married 

Dec: Depression 

Suicide (shot self) 


1980 — : ee | 





| 
Y 





Depression: | 
cut wrists ^ 

| sandthroat 
(In-patient: ECT) 


Continuing i 
In-patient — | 
Treatment — Y . 


Preceding suicides in paternal greatgrandfather (cut throat) and maternal grandmother (cut throat) PN 





Father Mother ' Maternal grandmother 


Grief 
Depression 
(out-patient: ECT) 


Depression 
(Out-patient: ECT) 


Depression 


(Out-patient: ECT) 


Depression (In-patient) 
age 74 — 


Depression (preceded 
son's suicide) 


Depression 
XOut-patient: 
antidepressants) 


. Continuing - 
depression 








EFFECTS OF NEUROLEPTIC DRUGS 


ON MAO ACTIVITY 
Dear SIR, 
The article “Platelet Moneamine Oxidase Activity 


in Acute Schizophrenia” (Journal, July 1981, 139, 
16-22) suggests that the effects of neuroleptic drugs. 
(on platelet MAO activity) may explain previous - 
reports of low platelet MAO in schizophrenia. Genetic | 


control of platelet MAO has been established by a 
number of twin studies, (Nies etal, 1973; Winter 
et al, 1978; Hussein et al, 1980). Moreover, studies of 
schizophrenic twins including those. discordant for 
schizophrenia (Wyatt et al, 1973; Koide et al, 1981) 
confirm the genetic effect, though not always showing 
lower mean values for the schizophrenics (Koide et ai, 
1981). 


We liave been systematically collecting blood from a 
series of schizophrenic and control twins during the 
course of another study. We have established zygosity 
by blood grouping in all cases, and have harvested 
platelets for MAO activity. The findings from Owen 
and his colleagues prompted us to examine the eight 
monozygotic twin pairs who are discordant for 
schizophrenia (and hence discordant for neuroleptic 
ingestion) that we have examined so far. 


Seven probands were diagnosed as schizophrenic 
and one as schizoaffective psychosis by SADS 
interview (Spitzer and Endicott, 1975). Seven were 
taking neuroleptic agents at the time blood was drawn 
for platelet MAO; six had been doing so chronically 
for over 5 years, and one intermittently including 
continuous administration over the three weeks prior 
to MAO estimation (range: chlorpromazine equivalent 
100 mg to 1200 mg per day). The remaining proband 
had had a course of stelazine four years previously 
and was therefore excluded from the present analysis. 
None of the co-twins had ever received neuroleptics 
nor been treated for any psychiatric condition. One 
co-twin and one proband (from different pairs) were 
epileptic. Comparative data were obtained from a 
sample of non-psychiatric volunteer twins, age and 
sex matched to the schizophrenics. | 


Platelet MAO was prepared and analysed using 
“C tyramine as substrate (method similar to that of 
Owen et al with the exception that activity is expressed 
per 30 mins. and therefore all our values should be 
doubled before a direct comparison is made with their 
results, Reveley, 1980). 

As Table I shows we found mean platelet MAO 
activity to be significantly lower (t = 2.56, P <.02) 
in the seven twin pairs which included a schizophrenic, 
than in age and sex matched controls twin pairs. 
Examining intrapair differences in the twins discordant 
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Tasiet 
Mean platelet MAO activity 








nm/mg | 
protein/30 mins. 
Schizophrenic twins taking neuroleptics | 
| (n = 7) 13.45 +6.32 
Non schizophrenic, ionmédicated cotwin 
(n = 7) | 13.45 8.41* 
Normal age- and sex-matched control 
twins (n = 14) 19.09-:4,11t. 


* Matched pairst = — .004 ns. 

t t =2.56P < .02. 

for schizophrenia and neuroleptic ingestion, we found 
that the mean platelet MAO activity was identical, 
(matched pair t = .004) and the correlation between 
values very high, (.84, Table IT). The degree of genetic 


TABLE H 
Intrapair differences in the discordant twins 








nm/mg 
protein/30 mins. 
Mean intrapair difference in platelet | 
MAO activity 3.68 2.9 


Intraclass correlation r = 0.84* 


Heritability h? = 84% 
*P < .02, 


influence, or heritability of a continuously variable 
trait such as MAO activity can be roughly estimated 
by calculating the interpair and intrapair variances, 
and then the intraclass correlation: ! 


interpair variance — intrapair variance - 
interpair variance -Lintrapair variance - 
“intraclass correlation, r 


The heritability is then rx degree of relationship, 
(for MZ twins with identical genes the degree of 
relationship is one) so for this sample the genetic 
influence on MAO activity is 84 per cent. 

Thus in our. discordant twin pairs MAO activity 
appears to be independent of schizophrenic illness and 
neuroleptic ingestion, and is also significantly lower 
than that obtained from normal twins. We are 
continuing to collect cases and would warmly welcome 
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the chance to examine schizophrenia discordant MZ 
twins from other centres for this and other asepcts of 
our study. 
ADRIANNE M. REVELEY 
Institute of Psychiatry, 
De Crespigny Park, 
Denmark Hill 
MICHAEL A. REVELEY 
Charing Cross Hospital Medical School 
RoBIN M. MURRAY 
Institute of Psychiatry 
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RESEARCH DIAGNOSTIC CRITERIA FOR 
PRIMARY AFFECTIVE DISORDER 
DEAR SIR, 

The St Louis Criteria (Feighner et a/, 1972) and the 
Research Diagnostic Criteria (Spitzer et a/, 1978), 
although widely used in research on depression, have 
been recently criticized. It has been stressed that this 
diagnostic approach does not provide homogeneous 
groups (Nelson et al, 1978; Feinberg et al, 1979; 
Nelson and Charney, 1980). 

One classical way to test the consistency of a noso- 


logical grouping is to follow the course of the disease 
over time. 

Therefore a sample of patients previously diagnosed 
as having a primary affective disorder (PAD) has been 
followed up for a period of four years. One hundred 
and fourteen patients that met the criteria for definite 
PAD (and also meeting the diagnosis of major 
depressive disorder, primary subtype) were hospital- 
ized at the Department of Clinical Psychiatry of the 
University of Florence during the years 1975-6. 
Seventy-eight cases out of the total were subsequently 
followed up as out-patients for at least 4 years; at the 
end of this period new assessments, on the basis of the 
newly acquired knowledge, were made by experienced 
psychiatrists not informed about the earlier diagnoses. 
The inter-diagnoser agreement was satisfactory (k = 
.92,n = 44). 

The diagnoses of 63 patients (80.8 per cent) were 
still. consistent with the former ones: 25 patients 
relapsed into episodes again diagnosable as PAD, 
whilst 38 had a four year period of well-being. Con- 
versely 15 cases (19.2 per cent) had subsequent 
diagnoses other than affective: 7 patients showed 
paranoid symptoms, 7 had clearly hysterical signs, and 
one became an alcoholic. 

Whether further diagnoses of schizophrenia, 
hysteria or alcoholism are compatible with that of 
affective disorder, depends on one’s view of the 
natural history of such a disease. In fact it is still 
controversial whether a patient suffering from a major 
psychiatric disorder, such as depression, can recover 
and then be affected by a different major psycho- 
pathy, e.g. schizophrenia. However, most biological or 
psychological theories of depression assume that this 
disorder is incompatible with non-affective states. In 
any case, as the RDC are aimed to select homo- 
geneous groups for research purposes, the exclusion 
of false negatives ought to be preferred to the in- 
clusion of false positives. Thus, diagnoses changing 
over time have to be seen as at least dubious. Indeed it 
appears reasonable that some depressive onsets of 
schizophrenia, some affective signs superimposed onto 
hysterical personalities, or other secondary dys- 
thymias, may be misdiagnosed as PAD. | 

This lack of homogeneity is not surprising if one 
considers that the RDC are mere checklists of 
symptoms, which ignore other sources of clinical 
knowledge, such as premorbid personality, family 
history, physiopathological markers, longitudinal 
course of the illness, e:c. These factors have been the 
basis of the clinical method and nosology since 
Sydenham onwards. 

In my opinion, therefore, the RDC, although help- 
ful for improving standardization and diagnostic 
agreement, still fail to provide homogeneous samples. 
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Furthermore, as the RDC are arbitrary pragmatic 
conventions, with no underlying theory, there is little 
chance of reaching, with these means, a natural classi- 
fication of mental disorders. 

CARLO FARAVELLI 
Department of Clinical Psychiatry, | 
University of Florence, 
Italy 
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ENDOGENOUS DEPRESSIVE SYNDROME 
DEAR Sir, 


Matussek, Sóldner and Nagel (Journal, May 1981, 
138, 361-72) were unable to diagnose 14 per cent of 
their depressed patients as either 'endogenous' or 
‘neurotic’. These authors supported Eysenck's (1970) 
contention that such patients can carry components of 
both depressive syndromes. We believe that the ex- 
pression during childhood of varying degrees of in- 
herited endogenous depressive illness contributes to 
the concurrent development of neuroticism. Endo- 
genous (primary, major, melancholic) childhood 
depression has an incidence of at least 14-2 per cent 
(Kashani and Simonds, 1979; Staton and Brumback, 
1981), but is seldom diagnosed as a biological dis- 
order. When this illness is treated in childhood with 


I ‘tricyclic antidepressants, however, significant improve- 


ment occurs in cognitive function (Brumback ef al, 
1980; Staton et al, 1981) and in socially aA DES 
behaviour (unpublished data). 

Akiskal (1981) describes the high incidences of 
affective episodes and familial affective illness in 
adult patients given the diagnosis of borderline 
personality disorder, and concludes that borderline 
psychopathology can be a secondary manifestation. of 
affective disorder. Akiskal suggests that chronically 
unpredictable mood changes, often subtle and having 
their onset before adulthood, lead to lifelong social 
maladjustment and impaired self-esteem. Our studies 
of depressed children support Akiskal’s conclusions. 
Treatable affective. disorder is often obscured by 
secondary symptoms. of personality disorder or 
neuroticism in both adults and children. 


R. D. Staton 
R. A. BRUMBACK 
Department of Neuroscience, 
School of Medicine, 
University of North Dakota, 
VA Medical Center, 
Fargo, North Dakota 58102, USA 
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Clinical Studies in Infant Mental Health: The First 
Year of Life. Edited by SELMA FRAIBERG. London: 
Tavistock Publications. 1980. Pp 279. £7.75. 


Now Professor of Child Psychoanalysis at the 
University of California in San Francisco, Selma 
Fraiberg is well-known to child psychologists for her 
study of social development in blind infants. Phase one 
of an ambitious Child Development Project initiated 
in 1965 at the University of Michigan described how 
the abnormal expressions of a sightless child can dis- 
tort communication with a normal mother. Fraiberg's 
team found ways of advising parents, sensitising them 
to the still open channels of touch and hearing and 
teaching them to read the blind babies' signals of 
awareness, so that breakdown of human contact 
could be avoided. This was a courageous and effective 
endeavour in infant mental health, pioneering a new 
approach. 

Now she and her multi-talented colleagues (clin- 
icians trained in psychiatry, psychology and social 
work) report remarkable case studies of infants 
gravely at risk because their mothers have psycho- 
pathology rendering normal affectional care im- 
possible. Since 1972 the Infant Mental Health Pro- 
gram kept open doors to cases deemed desperate by 
referring paediatric and maternity health services. 
With deep sensitivity they explored ways of gaining the 
trust of destitute, maltreated mothers who came to 
them terrified or deeply depressed and mistrustful of 
medical or social work personnel. They offered free 
guidance in skills of mothering and, above all, highly 
perceptive counselling and therapy for the emotional 
crises brought on by the physical and affectional 
demands of a small baby. 

In case after case the complexity and depth of the 
emotional involvement of àn infant with the mother is 
shown up. A new form of therapy evolved in which the 
infant became not only a patient but also an ally of the 
therapist in treating the mother. It is marvellous to 
read the successful outcomes. The dependent infant 
with a driving force for happiness gives a key to the 
mother's psyche, sustaining her search for solutions. A 
more convincing case for inherent personal powers in 
infants could not be found. 

It must be emphasized that the experience of this 
group shows up the inadequacy of available test 
procedures for infant development in this personal and 
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affective area. Cases are described which are meas- 
ured to have essentially normal cognitive or motor 
development, but which further observation shows to 
be abnormal in affective response to the mother. In 
every case improvement in the mother's emotional 
state results in an immediate change in measures of 
infant affect such as eye contact, smiling, vocalizing, 
which Fraiberg's group observed with the aid of tele- 
vision. It is extremely urgent both for the health of the 
discipline of developmental psychology and for 
clinical purposes to rectify this fault in assessment of 
infant mental powers. Fraiberg refers to the rapidly 
accumulating knowledge from research in mother/ 
infant interaction and says that this academic psych- 
ology must be dug out of libraries and put to the 
service of infants and mothers who need help. 

Some deep soul searching is called for in psychiatry 
and psychology; to explain the institutional resistance 
to a scientific study of the infant motives that make 
human life and its cognitive development possible in 
the early stages. Both rational and physiological 
analysis of infant reactions have proved insufficient. 
Our intellectual approach has been wrong. 

Finally, I cannot avoid at the present time, with a 
political climate, on both sides of the Atlantic, deeply 
suspicious of expenditure of public funds on social or 
human sciences, drawing attention to the fact that 
this remarkable study, which 1 believe could come to 
have historic importance in both psychiatry and 
developmental psychology, was generously funded as 
a teaching and research programme by the National 
Institute of Child Heaith and Development and the 
Grant Foundation of New York. Intensive study of 
very poor families was possible only because all 
expenses for social work and. medical treatment, in- 
cluding in-depth psychotherapy, were justified as part 
of a programme training infant mental health con- 
sultants. Freedom to innovate and discover had 
important practical outcomes in this framework. 

Successful development of effective assessment and 
treatment procedures for mother-infant care, and 
those described appear to have been exceptionally 
successful, promise to save vast sums now wasted in 
misguided hospital care which allows such cases to 
become a recurring, even transgenerational burden on 
society, as well as personal tragedies for whole 
families. I recommend this book enthusiastically, as a 
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model for clear presentation of a strong clinical pes 
search programme and as a rich source of ideas: for: 


theory on the origins of human understanding. 


COLWYN TREVARTHEN, Reader in Psychology, - 
University of Edinburgh 


The Ecosystem of the ‘Sick’ Child. Implications for 
Classification and Intervention for Disturbed and 
Mentally Retarded Children. Edited by SUzANNE 
SALZINGER, JOHN ANTROBUS and JosgPH GLICK. 
New York: Academic Press, 1981. Pp 308. £14.00. 

Children who are handicapped are currently classi- 
fied into about a dozen familiar categories: mentally 
handicapped, emotionally disturbed, visually im- 
paired and so on. Such. labels can. themselves be 
obstacles to families getting appropriate services. This 
book introduces a system of classification, referred to 
as ‘ecological’, based on children's needs. Examples of 
the system's utility are given in everyday practice and 
research situations. 

As regards service requirements it is noteworthy 
that the book mentions conversion formulae to arrive 
back at conventional categories if there is a need for 
reports. in such terms. 

For research purposes the approach seems useful as 
it shows that some disorders, such as ‘hyperactivity’ 
(ie. the broad US definition as distinct from the 
restricted British usage) do not qualify for eligibility as 
psychiatric syndromes. Similarly, the definitions of 
mental handicap benefit from studies adopting this 
system, Several chapters illustrate how little coherent 
behaviour there is amongst adults who inhabit the 
environments of hyperactive or mentally handicapped 
children. This book's position is that the child is 
healthy; the environment and labelling agencies sick ; 
and that the child makes regulatory adjustments. Such 
occasional, rather extreme, statements are balanced by 
several memorable chapters on professional ways of 
working together. The problems for families nego- 


tiating the multiprofessional systems which are neces- 


sary in this ecological approach are frankly described. 

This is a thought-provoking unevenly written, use- 
fully referenced book. Its functional classification of 
children's needs is already incorporated in many 
psychiatrists’ practices; this book sparkles with useful 
catch phrases to clothe such practice in. 


W. I. FRASER, Consultant Psychiatrist, 
Gogarburn Hospital 


Neurological Anatomy in Relation to Clinical Medicine. 
3rd Edition. By A. BropaL. Oxford University 
Press. Pp 1053. £25.00. 


This enlarged up to date version of Brodal's classic 
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book. reveals once more that there have been many 


attempts to emulate it but none have succeeded. It says 
much for this neuroanatomical text that it reads like a 
superb detective story and once picked up, it is hard to 
put down. 

The level headed apprisal and illuminating dis- 
cussion of the mass of evidence, frequently con- 
flicting, leaves us with a sound view of the facts and a 
firm foundation for our opinions. It also reflects the 
superb recovery that the author has made from his 
recent stroke. 

The irritating misprints lettered throughout the 
book are more than compensated for by the fascin- 
ating asides. Such as: “It was the great Arctic ex- 
plorer and diplomat, Nansen, who discovered that 
dorsal roots dichotomise", 

For psychiatrists working up for the M.R.C.Psych 
examination, it is almost a must as a reference book. 
Whenever their minds are clouded by the less sound 
hypothesis of neuroanatomical basis of behaviour, be 
they about the ‘limbic system’, the basal ganglia, 
cerebral dominance, leucotomy, psychosurgery and so 
on, they will find in this book a firm foundation in 
sound common sense. It is a pity that the care lavished 
on the references did not extend to the index of con- 
tents, as much valuable information is hidden in the 
book and made hard to find. 

Nevertheless, persistent searching of the relevant 
sections.is always rewarded by success. A good book, 
thoroughly recommended. 


PROFESSOR P. N. DILLY, Department of Anatomy, 
St George’ 5 Hospital Medical School, London 


The Aging Brain, Neurological and Mental Distur- 
bances. Edited by G. BARBAGALLO-SANGIORGI 
and A. N. ExroN-SMiTH. New York and London: 
Plenum Press. 1980. Pp 393. $42.50. 


The subject of the ageing brain is important, and 
the extensive referencing make this book useful and 
up-to-date. Some of the contributions, for example on 
strokes, Parkinsonism, or normal pressure hydro- 
cephalus, although interesting and valuable, are less 
related to the ageing brain than purists may wish. It is 
a long way from brain enzymes in young male rats to 
the prevalence of dementia in the elderly in Newcastle. 
It is encouraging when an author from one discipline, 
as the neurochemist Davison, demonstrates an 
awareness of broader aspects of his subject. Even 
those who are not closely concerned with thé matters 
discussed in the Symposium will find something to 
think about. 


Ivan J ANOTA, Department of Neuropathology, . 
Institute of Psychiatry, London — 
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Ethical Issues in Sex Therapy and Research. Volume 2. 
By WiLLtiAM H. Masters, VIRGINIA E, JOHNSON, 
Ropert C. KoLobpNv and SARAH M. WEEMS. 
Boston, Mass.: Little Brown. 1980. Pp 436. 
$26.00. 


The Psychosurgery Debate: Scientific, Legal, and 
Ethical Perspectives. Edited by ELLIOT S. VALEN- 
STEIN. Oxford: Freeman. 1980. Pp 594. £14.80, 
£7.60 (paperback). 


Medical librarians will soon have to rearrange their 
shelves in order to provide more space for books on 
medical ethics. The literature on this subject is growing 
apace. Happily, books and articles devoted to ethical 
aspects of psychiatry are an integral part of this 
development. More in fact has been published on 
psychiatric ethics during the past decade than during 
any other period in the history of psychiatry. 

These two books are welcome additions to the 
‘new library’ and I recommend them thoroughly. 
Both sex therapy and psychosurgery are highly 
controversial areas of psychiatric practice and deserve 
the sort of attention given to them here. 

The volume on psychosurgery is encyclopaedic in 
scope. Twenty-eight chapters cover diverse aspects of 
the subject and include evaluation of various opera- 
tions, the regulation of psychosurgical practice, 
problems of informed consent, patient selection, and 
an account of the various procedures used. But it is 
clear that the emphasis of the book, and this is made 
explicit by the editor in his introduction, is on the 
controversial nature of psychosurgery. Here, Dr 
Valenstein has served his readers well by inviting a 
wide range of contributors to offer their views. 
Among them are staunch opponents of psycho- 
surgery, like Peter Breggin and Gabe Kaimowitz. 
Although there is only one non-American contributor, 
and the issues raised are chiefly in the context of 
American psychiatric practice, they are for the most 
part readily transferable to the British scene. 

The Masters and Johnson Institute in St Louis has 
long been interested in the ethical dimension of its 
work. In 1976 it organized a conference at which 
pertinent ethical issues in the field of human sexuality 
were explored (and subsequently published). A task 
force was then formed to prepare background papers 
on topics such as informed consent, confidentiality, 
values in sex therapy, and training and accreditation, 
and to draft a set of ethical guidelines for the use of 
sex therapists and sex researchers. A further conference 
was held in 1978, at which these background papers 
were discussed and the guidelines revised. Ethical 
Issues in Sex Therapy and Research contains the 
proceedings of this second conference and certainly 
captures the spirit of the occasion. Those working in 


the area of sex therapy or sex research will find the 
book invaluable and the ethical guidelines most 
useful. The book, however, deserves a wider appeal 
and may, one hopes, spur psychiatrists working in 
other areas to study systematically the ethical impli- 
cations of their practice. 


SIDNEY BLocu, Consultant Psychotherapist and 
Hon. Clinical Lecturer, University of Oxford 


Catharsis in Healing, Ritual and Drama. By T. J. 
Scuerr. London: University of California Press. 
1980. Pp 246. $4.95. 


Basic Intensive Psychotherapy. By W. H. REID. New 
York: Brunner/Mazel. 1980. Pp 131. $12.00. 


Scheff has moved eloquently from sociology to 
catharsis in promoting mental health. To achieve 
therapeutic effect, he emphasizes providing optimal 
intrapsychic and interpersonal distance: a balance 
between security and distress. A dramatic antecedent 
of modern therapeutic catharsis, exemplified by Ham- 
let, shows how audiences may abreact universal 
themes of separation and loss through balanced 
involvement and detachment. The main short-coming 
is this study’s inadequate relation of catharsis to 
contemporary psychiatry. 

Less helpful than most modern introductory texts, 
Reid’s book is nevertheless straightforward. The 
chapter dealing with fees, note-taking, gifts etc is 
refreshingly clear, and description of treatment phases 
practical. He correctly recommends personal therapy 
for trainees, but underestimates their intuition and 
natural ability. He states that countertransference is an 
unwanted treatment effect, and thereby deprives the 
trainee of the basis of any truly Basic Intensive 
Psychotherapy. 


J. P. Brown, Consultant Psychotherapist, 
Gilo Absorptions Centre, Jerusalem 


Cognitive Psychoanalysis. By IRVING BIEBER. New 
York: Jason Aronson. 1980. Pp 411. $30.00. 


The title of this may at first appear to be a contra- 
diction in terms, as cognitive therapy and psycho- 
analysis are usually placed well apart from each other 
on the spectrum of psychological people-helping 
approaches. Cognition may be defined as the act of 
knowing in the broadest sense. The author considers 
that knowledge would not be confined to that which is 
consciously known, but should include unconscious 
knowledge. Psychological difficulties stem, it is held, 
from irrational belief systems which are largely 
unconscious and psychoanalytic technique is used by 
the author to delineate these systems through dreams, 
verbalizations etc. Free association is not used and 














BOOK REVIEWS 481 


transference interpretation plays a small part. Follow: 
ing such delineation the patient then works through in 
actual life situations, developing the conviction that 
the beliefs are indeed irrational until finally Mie are 


extinguished. 


Cognitive psychoanalysis has come more to ihe 
fore in the United States in recent years, with a 


particular following in the American Academy of 


Psychoanalysis. It can, I think be seen as an extension: 


of the American emphasis on autonomous ego 
functioning. 

The book contains a number of papers describing 
the approach in various areas, the author has parti- 
cular interest in work inhibition and this is associated 
with masochism. The style is quite readable and there 
are numerous clinical examples. 


Tom Murpny, Senior Registrar in Psychiatry, 
Royal Edinburgh Hospital 


The Practice of Psychotherapy: A Guide for the 
Beginning Therapist. By RicHarp C. U’Ren. San 
Francisco: Grune and Stratton. 1981. Pp 171. 
£11.00, $19.50. 


This modest book carries the subtitle 4 Guide for 
the Beginning Therapist and the author succeeds in his 
intention of providing a printed version of the advice 
which is usually gathered from personal contact with 
more experienced colleagues. His engagingly candid 
style makes for quick and easy reading, and his 
pragmatic approach to therapy is tempered with 
humour and generosity. He advocates a broad 
approach to psychotherapy and the second part of the 
book is devoted to case histories which illustrate a 
variety. of psychotherapeutic techniques used to help 
patients resolve their problems of living, refreshingly 
unlimited by slavish adherence to any particular 
school, 

The author advises repeatedly inviting patients to 
review their therapeutic goals as the course of therapy 
progresses. His commonsense shines through this 
book, and experienced psychiatrists as well as begin- 
ners can find something of value. He offers no simple 
answers, and warns that some therapists and some 
patients cannot work together, and that the course of 
therapy rarely runs smoothly. The Appendix is a 
specimen psychiatric write-up. Not a suitable model 
for the M.R.C.Psych., being too wordy and subjective 
in tone. 

Inevitably much advice is suited to the American 
model of practice, but any trainee facing the be- 
wildering task of managing psychiatric outpatients in 
all their variety should find encouragement and help in 


this attractively presented volume. At £11.00, recom- 
 mendit to your librarian. 


PAMELA ASHURST, Consultant Psychotherapist, 
Southampton 


Verbal | Edanur: Adaptation and Psychopathology. 


By WALTER WEINTRAUB. New York: Springer 
Publishing. 1981. Pp 214. $17.95. 


This book gathers together a number of studies in 
which spoken or written speech has been analysed by 
measuring 14 categories of event. These are: quantity 
of speech, long pauses, rate of speech, non-personal 
references, use of ‘I’, ‘we’, ‘me’, negatives, qualifiers, 
retractors, direct references, explainers, expressions of 
feeling, and evaluators. Coding of examples according 
to the frequency of these categories shows reasonable 
rater reliability. Analysis of speech by these means. 
takes no further account of the content of the speech 
than is indicated by these categories. Some, but not all, 
of the samples of speech have been collected under 
standardized conditions. Results are reported on the 
variation with age and sex, and differences between 
control groups and 6 deviant populations; these latter 
studics report work that has been published in the 
press in the late 1960s and early 1970s, the abnormal 
groups being relatively small and clinically not very 
exactly defined. The method is also applied to the 
analysis of another deviant group: namely, the pub- 
lished Watergate tapes of Nixon, Dean, Halderman, 
and Erlichman and, in a particularly feeble study, to 
the comparison of actors simulating angry and natural 
speech. None of these individual studies is of much 
clinical interest, and their collection in book form has 
not been accompanied by any significant advance in 
theoretical understanding. 


ANTHONY RYLE, Consultant Psychiatrist, 
University of Sussex Health Service 


Psychoanalytic Psychotherapy: Theory, Technique, 
Therapeutic Relationship and Treatability. By 
THoMas J. PAoLINO, JR. New York: Brunner/ 
Mazel. 1981. Pp 256. $20.00. 


This is not an elementary introductory text book on 
psychoanalytic psychotherapy. Phrases appear such as 
(p 74) "psychic energy from the redirected libidinal 
cathexis" without any prior explication, The level is 
appropriate for those who already have a grounding in 
dynamic psychotherapy such as advanced residents or 
post-graduate trainees and beyond. 

The book has particular strengths and weaknesses. 
The chapter on ‘Essential Principles’ has a strong 
Palaeo-Freudian flavour with statements such as 
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(p 49) “all psychic symptoms must be understood from 
five metapsychological perspectives: dynamic, econ- 
omic, structural, genetic and adaptive", and (p 77) 
"According to the instinctual regression concept, de- 
pression is the result of regression of cathexis to a 
point of oral instinctual fixation within the Ucs”. 

By contrast with this rather dead authorized version 
of theory, other chapters are interesting and obviously 
born out of clinical experience. It must be a strain for 
Paolino to feel he has to genuflect to orthodoxy in 
theory before coming alive in practice. I particularly 
liked the two chapters on 'Similarities and Differences 
between Psychoanalysis and Psychoanalytic Psycho- 
therapy’ and ‘Components of the Therapeutic 
Relationship’. In the former he reviews the contro- 
versy between what he calls the Sharp Difference (or 
SD) approach between psychoanalysis and psycho- 
therapy and the Blurred Difference (or BD) approach. 
He comes down firmly on the BD side; that they are 
two ends of a spectrum. Though much of the dis- 
cussion is of the American scene and literature, 
directed at SD proponents such as Rangell and sup- 
porting the BD approach of Alexander, it would be 
equally relevant to similar differences of opinion in 
this country. 

In writing of the therapeutic relationship he dis- 
tinguishes four components: transference, thera- 
peutic alliance, narcissistic alliance, and real relation- 
ship. Though the first two are now familiar, and the 
last becoming more so, the discussion of the nar- 
cissistic alliance is especially interesting. He defines it 
as (p 110) “that aspect of the relationship between 
patient and therapist whereby the bodily presence of 
the therapist serves as a substitute for some of the 
patient’s previously used major coping and defensive 
psychic devices" and appears to be referring to the 
phenomena that others might call using the therapist 
as an auxiliary ego. He considers it to provide the 
basis of what is often referred to as ‘transference 
cure’. In illustrating his themes, here as elsewhere in 
this book, there are excellent brief case histories. 


JONATHAN Pepper, Consultant Psychotherapist, 
The Maudsley Hospital, London 


Professional or Public Health? Sociology in Health and 
Medicine. By RAvMOND ILLsLEv. London: The 
Nuffield Provincial Hospitals Trust. 1980. Pp 184. 
£6.00. 


Professor Illsley continues a long line of distin- 
guished contributors to the Rock Carling Fellowship. 
Two themes run through the book, one of which is 
generalist and the other more specifically sociological. 
The former, represented by comments on aspects 


of the health system and its evaluation, is supported by 
lisleys plea that evaluative research should be 
holistic with respect to individuals and systems of 
health care. To this end Isley: recommends colla- 
borative work with other disciplines. The latter theme 
considers the approaches of medical sociology. For 
example, although at a statistical level we know much 
about the relationship between social class and health, 
lllsley rightly points out that what we really need to 
know are the precise influences of class and the stages 
of life at which the influence operates. 

Although not denigrating the randomized controlled 
trial and structured social survey, Hisley suggests that 
critical questions mav not always be approachable by 
these means. Hence the important relevant experi- 
ences of subjects must be explored in depth in other 
ways to get behind facts to identify processes and 
social meanings. Such methods are, of course, open to 
the charge of subjectivity and psychiatrists will not be 
unfamiliar with this dilemma in their attempts to 
evaluate psychiatric practice. Professor llisley's book 
avoids jargon and will assuage the reservations of 
many about the contribution of medical sociology. 


D. P. Forster, Senior Lecturer in Community 
Medicine, University of Newcastle upon Tyne 


Drug Problems in the Sociocultural Context: A Basis 
for Policies and Programme Planning (Public 
Health Papers No. 73), Edited by G. EDWARDS 
and A. ARir. Geneva: WHO. 1980. Pp 258. 
Sw. fr. 18. 


In the past, Worid Health Organization Expert 
Committees’ definitions of ‘drug dependence’ some- 
times referred only to the interaction between the 
living organism and a drug, ignoring the social 
context of drug use. This WHO publication, in 
contrast, argues that thinking about, and rational 
responses to, drug use are impossible without constant 
attention to its sociocultural context, in all its manifold 
aspects, such as patterns, motivation, treatment and 
prevention. The book draws on the experiences in 
many African, American, Asian and European 
countries as related bv over 30 contributors who in the 
past participated in the WHO drug dependence 
control programme. These findings are analysed with 
the object of arriving at the general principles for 
preventive action applicable. elsewhere; there is 
obvious need, however, for flexibility, adaptation and 
modification according to local social and cultural 
conditions. The book deliberately crosses the artificial 
frontiers often drawn between the acceptable social 
drugs (alcohol, tobacco), the prescribed psychotropics 
and the illicit drugs. The book will certainly contribute 
to the badly needed exchange of observations and 


BOOK REVIEWS 483 


experiences of researchers in many different countries. 
Those called upon to plan drug dependence pro- 
grammes, as well as professionals and laymen in- 
terested in this field, are bound to learn a great deal 
from studying this book. 


M. M. Guarr, Consultant Psychiatrist, 
Harley Street, London 


Practical Genetic Counselling. By PETER S. HARPER. 
Bristol: John Wright. 1981. Pp 285. £12.50. 


Psychiatrists in clinical practice are not infre- 
quently asked for advice about the risk to offspring or 
other relatives of their inheriting a psychiatric 
disorder. In the overwhelming majority of cases this 
will refer to the functional psychoses, less commonly 
to the neuroses. The more difficult cases will be those 
involving advice about the risk of developing, e.g. 
Huntington's chorea (and whether that risk justifies 
not having children) and the risks attendant upon 
chromosomal, particularly sex-chromosomal, dis- 
orders. Advice in the latter cases is made especially 
difficult by the wide phenotypic variation among 
similar genotypes. 

AS the author states, his book is not intended for 
the medical geneticist, but as a guide and source book 
for practicing clinicians. It serves its purpose well. 
The introductory section usefully outlines the syste- 
matic approach to be adopted and the principles 
involved. The section on functional psychiatric 
disorders contains nothing that will be new to the 
qualified psychiatrist, but the basis of multifactorial 
inheritance, calculating the general risks in non- 
Mendelian disorders, and the influence of con- 
sanguinity, are all succinctly explained in a manner to 
enable the clinician to apply his knowledge with more 
understanding. 

This is not a book that every psychiatrist will want 
or need to own: it will educate him, however, and 
will be a useful addition to hospital or departmental 
libraries. 


D. R. PITCHER, Senior Lecturer in Psychiatry, 
Royal Free Hospital School of Medicine, London 


Clinical Neurosis. By Pattie SNArTH. Oxford Univer- 
sity Press. 1981. £6.95 (paperback). 


Dr Snaith has spotted a gap in the coverage of 
psychiatric disorders by recent textbooks and filled it 
admirably with this book. He covers anxiety, phobic 
depressive and obsessional neuroses, hysteria and 
hypochondriasis, anorexia nervosa and sexual dys- 
function. As Dr Snaith admits in the Preface, the more 
difficult areas such as the distinction between person- 
ality disorder and neurosis, the blurring and inter- 
mingling of different neurotic symptoms and the role 
of non-behavioural psychotherapy in the treatment of 


neurotic disorders, are all omitted. One is left therefore 
with a comforting and reassuring account of neurosis 
based on the ICD classification. One is even tempted 
into believing, after reading this book, that discrete 
neurotic syndromes exist and that personality dis- 
orders are clearly separate entities. An introductory 
chapter, discussing such issues, and giving an over- 
view of the classification of neurotic and personality 
disorders would have been welcome and helpful in 
clarifying some of the confusion which many trainees 
feel about neurotic illness. 

The best chapters are those in which Dr Snaith has.a 
personal interest and on which he has written reviews 
before, the phobic states and hysteria. But each 
chapter represents a good and reasonably up-to-date 
review of the available literature. The reference list is 
of a sensible length and includes the important papers 
and Dr Snaith has avoided the long tedious and un- 
selective lists of references that accompany so many 
reviews emanating from across the Atlantic. 

Treatment is only dealt with briefly and there is no 
systematic account of psychotherapeutic treatments 
for neurotic disorders except for anxiety control 
training (ACT). ACT appears to be a combination of 
cognitive-behavioural therapy, hypnosis, relaxation 
and reassurance which has been practised by the 
author with apparently considerable success, However 
this form of psychotherapy has yet to be subjected to. 
any critical investigation of its effectiveness. We are 
even given a manual at the end, telling us the words to 
say to the patient, and a booklet for him to take home. 
Like the Government Health Warning on a packet of 
cigarettes, the warning that this treatment may be 
dangerous is in the wrong place and comes too late. 
Only on the very last page of the booklet are we told 
never to attempt autohypnosis whilst driving the car. 

In summary then, this little book gives a fuller and 
more balanced account of neurotic illness than is 
presently available in any of the major textbooks used 
in this country. The author has chosen to limit his 
account to the clinical aspects of neurosis which 1 feel is 
a pity and makes the book less useful than it might be. 
C. P. FREEMAN, Senior Lecturer in Psychiatry, 
University of Edinburgh 


Electroconvulsive Therapy: An Appraisal. Edited by 
R. G. PALMER. London: Oxford University 
Press. 1981. Pp 316. £20.00. | 


"The widespread practice of ECT will not last for 
another forty years . . . even by the end of this decade 
electroconvulsive therapy for severe depressive states 
will probably have been replaced by more effective and 
selective drugs" predicts Robert Palmer in his intro- 
duction to this collection of papers from the Leicester - 
Conference, ‘ECT after 40 years’. While welcoming its 
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publication. as representing the 'state of the art of 
ECT” in 1979, it also strikingly represents its disarray. 
Most chapters, read separately, appear convincing 
enough and are supported by thorough literature 
reviews and well designed research. Together they 
highlight the divisions among psychiatrists concerning 
the effectiveness of ECT, risks of permanent cognitive 
impairment and legal issues. 

More ruthless editing might have eliminated some 
of the repetition and variable quality common in 
conference proceedings, but the review chapters by 
Kendell and Taylor on affective disorders and schizo- 
phrenia respectively are excellent. The painstaking 
work of Freeman et a/ provides reassurance about the 
efficacy of ECT but their retrospective studies must 
shake the profession out of its complacency about the 
risks. The deaths of two elderly patients in their 1976 
cohort remind us that 9-30 people died that year 
during ECT treatment in the UK. The possibility of 
permanent memory impairment cannot be discounted 
in a proportion of patients treated, which is empha- 
sized again in Crow’s thoughtful chapter. The findings 
of the Northwick Park and Royal College studies, if 
included, would have made this a more complete 
reference for the substantial research recently pro- 
voked by public controversy surrounding ECT. 

Substantial work remains to be done. Apart from 
Lambourn and Gill, the contributors show that ECT 
produces a more rapid reduction in depressive and 
acute schizophrenia symptomatology than psycho- 
pharmacological treatments, but their studies ignore 
psychological treatments, including cognitive therapy 
as an adjunct or alternative to ECT. Relapse rates are 
neglected, as are psychological aspects such as re- 
inforcement of denial mechanisms, which while 
therapeutic in the short term, may inhibit psycho- 
logical development and adaptability. With these 
limitations the book reflects healthy debate within the 
profession which should continue publicly, stimulate 
further research, and hopefully moderate both the 
vociferous critics of ECT who would have it banned 
and those psychiatrists who still use ECT indis- 
criminately and excessively. 


ALYSON HALL, Lecturer in Psychiatry, 
St George's Hospital Medical School, London 


Behaviour Therapy for Depression: Present Status and 
Future Directions. Edited by Lynn P. REHM. 
London: Academic Press. 1981. Pp 389. £16.60. 


Dunn in his book Experiment with Time postulated 
that a dream represented the moving off a time 
continuum so that the individual could look both 
forward and backward from his new vantage point and 
therefore be able to dream what was happening in the 


future as well as what had gone on in the past. I have 
the feeling that this book can serve psychiatrists in a 
similar way. 

It offers them an opportunity to view the con- 
tinuum of psychiatric treatment for depression from a 
different standpoint. The authors are obviously as 
perplexed as others in the field to define what is meant 
by depression; whether it should be looked upon as a 
symptom, a syndrome, an illness, an attitude to life, a 
response to stress, in short à normal or abnormal 
piece of behaviour. 

The book represents the drawing together of threads 
started in 1968 and culminating in a conference at 
Pittsburg USA in 1979 under the auspices of the 
National Institute of Mental Health. There are nine- 
teen contributors, eleven from departments of psych- 
ology, seven from departments of psychiatry and one 
from a research institute. The professions of individual 
contributors is not made clear. 

There are three useful introductory chapters sur- 
veying the current knowledge and practice of the 
behavioural treatment of depression. The general 
conclusion appears to be that there are some prom- 
ising features, but problems of definition of the con- 
dition, use of small numbers of subjects, inconsistent 
results and lack of repetition of studies make for 
difficulties in reaching firm conclusions, 

Four chapters in the theoretical analysis of de- 
pressive behaviour are particularly useful to those 
psychiatrists who have an essentially biological view of 
a depressive illness. Equally one can argue that be- 
cause of the selection of those aspects of depressive 
responses which are characteristic of ‘reactive de- 
pression', these authors may not be looking at the 
whole span of conditions which are referred for psych- 
iatric opinion. 

Chapters on individual treatments with emphasis on 
tailoring the treatment to the individual and an outline 
ofproblems hampering behaviourtherapy research then 
follow. A final chapter by the editor provides a useful 
summary of the recommendations throughout the book. 

This is certainly a book worth reading. It is not easy 
to read because some of the authors use multi- 
syllabic jargon words in extended and contorted 
sentences. Furthermore it provides psychologists' 
views of depression and American psychologists at 
that. This is not to say that it is wrong, but simply that 
it is different. It is important to recognize that the 
differences are there and to see this book in part asa 
means of providing a frame of reference when looking 
at the different approaches to the treatment of a 
widespread human problem. 


C. P. SEAGER, Senior Lecturer in Psychiatry, 
University of Sheffield : 
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Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals The Retreat is a 230-bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 


Care and treatment is offered for all types of psychiatric illness on the short or long term 
in a sympathetic and friendly atmosphere. Patients suffering from neuroses, psychoses, 
alcoholism and dementia are treated by the full-time consultant psychiatrists in surround- 
ings suitable for their individual needs. Outpatient facilities are available by appointment 
with the consultant medical staff. 








The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £21.00 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York YO1 SBN 
(Telephone 0904 412551). 
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for Psychiatric Illnesses 


Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals The Retreat is a 230-bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 


Care and treatment is offered for all types of psychiatric illness on the short or long term 
in a sympathetic and friendly atmosphere. Patients suffering from neuroses, psychoses, 
alcoholism and dementia are treated by the full-time consultant psychiatrists in surround- 
ings suitable for their individual needs. Outpatient facilities are available by appointment 
with the consultant medical staff. 


The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from. £21.00 per day or in single rooms at slightly increased charge. The 
| Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York YO1 5BN 
- (Telephone 0904 412551). 
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FOR ACUTE MENTAL DISORDERS 


At St. Andrew's Hospital, Northampton, particular emphasis is placed on short-stay treatment 
of acute mental disorders. The highest standards of medical and nursing care are provided in a 
relaxed, understanding atmosphere. 


The short-stay unit is part of St. Andrew's comprehensive facility for private psychiatric 
treatment. The hospital is set in 100 acres of parkland, with its own golf course, tennis and 
squash courts, indoor swimming pool and gymnasium. 


Subscribers to private medical insurance schemes may be able to claim for treatment within the 
terms of their cover. 


For further information, write — postage free — to the Medical Director, FREEPOST, 
Dept BIP12. St. Andrew's Hospital, Northampton, NNI SDG. Telephone (0604) 21311 
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Would your illness or incapacity lead to loss of earnings with still the same overheads 
to be found? A common problem for any practitioner and one which needs treatment. 


The Strover Dual Disability insurance is a scheme long established, underwritten at 
Lloyds, and widely subscribed to by many professions. It provides insurance 
against overheads and loss of earnings. Each unit of insurance provides £50 

per month when ill with up to 30 units available. Each unit costs f 

£1.30 per quarter according to age. All payments made under this 

scheme are tax free and start-after the first 14 days of illness. 


May we tell you more? Please use the coupon below or telephone 
for a brochure giving full details. 


US Strovers 


Essex House, Crouch Street, Colchester, Essex CO3 3ES 
Telephone: Colchester (0206) 65131 
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THE UNIVERSITY OF CALGARY 


FACULTY OF MEDICINE * DIVISION OF PSYCHIATRY 
in conjunction with the 


CALGARY GENERAL HOSPITAL 


DEPARTMENT OF PSYCHIATRY 
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Open to both 
men and women 





Opportunities for Psychiatrists 
| n C a n a da | Clinical psychiatrists cds pesci examinations of. 


inmates on admission: prescribe and conduct treatments 
for individuals or groups of inmates; provide professional.» 
| precautionary advice; recommend areas of occupational 
CLINICAL PSYCHIATRISTS training for patients; provide follow-up treatment to 
Salary to $53,546 inmates on parole; act as psychiatric consultants and - 
assist in the Centres' Training Program. Directors could 
be either medical directors responsible for the complete 
ue s : operation of the Regional Psychiatric Centre or clinical: 
DIR ECTOR G directors responsible for the planning, organization and 
: direction of a treatment program, in the Regional 
Salary to $57,050 Psychiatric Centre in disciplines such ag psychiatry, 
————————— psychology, social work, occupational therapy and 
i education. All directors’ positions have supervisory 
responsibility far other. psychiatrists and: supporting 
Kingston, Ontario i medico and paramecical staff. AE three centr es are 


Saskatoon, Saskatchewan affiliated with the local universities. 
Abbotsford, British Columbia 








For additional information on these positions: or on 
licensing requirements in Canada, please send. your 
résumé to the address below, 





The Correctional Service of Canada requires psychiatrists 
for several director and clinical psychiatrist positions at 
three Regional Psychiatric Centres, | 





How to apply : 
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Francine Boisvenue 

Public Service Commission of Canada: 
National Capital Region Staffing Office 


Opportunities in the field of forensic psychiatry are open 
to medical specialists accredited as trained psychiatrists 
and licensed to practiog t Ganada; nical paychiatrints: sis Lauriat, Woet Tower. 16th fioar 
positions will be filled by specialists with experience in Ottawa Ontario KIA OMT Canada 

the practice of psychiatry; director’ positions require in , 

addition experience in administering a treatment program s | | | 
and related management functions. Pisase quote reference number 81-NCRSO-OC-CSC-10820 . 
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"POST-TRAUMATIC NEUROSIS: 
From Railway Spine to the Whiplash 
by MLR, Trimble, Consultant in Neuropsychiatry and 
Senior Lecturer in Behaviour Neurology, National 
Hospital, Queen Square, London 


A unique review of the extensive literature which exists 
on various- aspects of post-traumatic neurases. The 
subject is becoming increasingly important as compen- 
sation settlements for injuries sustained during 
accidents increase in amount and frequency. Psychi- 
atric disability is notoriously difficult to specify and this 
volume offers advice to all those involved in the 
investigation of such claims, by drawing on historical 
and contemporary experience, 
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PRECONSCIOUS PROCESSING 


by N.F. Dixon, Department of Psychology, University 
College London 

Attempts to integrate the data from all those areas of 
research which are concerned with the effects of 
unconscious perception and the preconscious ante- 
cedents of subjective experience, In so doing, it takes 
the view that subliminal perception is just one of a 
whole classof phenomena which point to a relationship 
between brain, mind and behaviour rather different 
from that traditionally held. 


October 1981 
0471 27982 X 


FOUNDATIONS OF 
PSYCHOSOMATICS. 


edited by M.J. Christie, Department of Psychology, 
© University of Bradford 
and P. Mellett, Horton Hospital, Epsom 


November 1981 
0471 27855 6 


THE BRAIN'S MIND: 
A Neuroscience Perspective on the 
Mind-Body Problem 

by D. Bindra, McGill University, Montreal; 

with LA. Anderson, Brown University; 

M.A. Bunge, McGill University; 

LP. Flynn, Yale University; 

P.M. Miller, McGill University, 

and TL. Sourkes, McGill dpa 

‘January 1981 122pp 
0898760038 $15.55/40.65 
. Published by Gardner Press: Anes m 


John Wiley & Sons Limited 


approx. 320pp 
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THE BRITISH ASSOCIATION 
OF PSYCH OTHERAPISTS 


TRAINING IN CHILD 
PSYCHOTHERAPY 


This new 4-year part-time course is designed to 
enable students to carry out training in Psycho- 
analytic Child Psychotherapy whilst continuing to 
work in hospitals, child-guidance clinics or relevant 
institutions. Candidates must possess an honours 
degree in Medicine, Psychology lor equivalent) and 
some professional experience with children, Personal 
psychotherapy with an approved analyst will be 
required. The Course is designed to enable students 
to become qualified in clinical therapeutic work with 
children and adolescents, and experienced in 
diagnostic, consultative. and. applied work. it offers 
seminars on psychoanalytic theory and child 
development, supervised observation of mothers and 
babies, work-study and clinical seminars, and super- 
vised work with children and parents. Teaching staff 
are experienced child Psychotherapists or Psycho- 
analysts. 





The first Course will begin in September 1982; 
enquiries and applications as soon as possible to: 
Mrs. J. Lawrence, Secretary, B. A.P.; 121 Hendon 
Lane, London N3 [(01) 346 1747]. 





PSYCHIATRIC ASPECTS OF 
MENTAL RETARDATION 


NEWSLETTER 
Editor: Robert Sovner, M.D. 


The special needs of the symptomatic mentally retarded 
individual are addressec in this new monthly newsletter. 
Publication begins in January 1982. 

Each four page issue.of the Psychiatric Aspects of Mental 
Retardation Newsletter will contain discussions of perti- 
nent mental health topics and reviews of newly published 
reports from the clinical literature. 
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* projective testing * mecicine 
* tardive dyskinesia 
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* guidelines for 
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Psychiatric Aspects of Diabetes—a Physician's View 


R. B. TATTERSALL 


Classification of Diabetes 

A raised blood sugar level no more defines a single 
entity than does a raised bilirubin or a low haemo- 
globin. Diabetes is. a heterogenous group of disorders 
whose only common factor is hyperglycaemia (Tatter- 
sall et al, 1980). The classification of diabetes is being 
revised, although the changes are of more relevance to 
epidemiologists than clinicians. Previous standards of 
normal glucose tolerance were set too low, so that 
some people were labelled diabetic who had no 
symptoms and have proved on follow-up not to be at 
risk of developing complications such as retinopathy 
(Le. they had a non-disease), Epidemiological evidence 
suggests that the cut-off point for ‘true’ diabetes (i.e. a 
condition which leads to complications and shortening 
of life span) is a blood glucose level two hours after a 
50 G oral glucose load of 11.1 mMol/L (National 
Diabetes Data Group, 1979). This corresponds to a 
fasting blood glucose level of 7 mMol/L or below. 
Hence, a single blood glucose value, either in the 
fasting state or two hours after a 50 G glucose load, is 


enough to diagnose diabetes and glucose tolerance 


tests should hardly ever be necessary. 

There are at least 50 known causes of diabetes 
(Tattersall ez al, 1980) although together they account 
for less than 5 per cent of all cases. The rest are best 
classified as either insulin-dependent (type I) or non- 
insulin dependent (type ID. These are distinct clinical 
disorders although each may be aetiologically hetero- 
genous; type I diabetes usually starts before the age of 
30 years and is caused by physical destruction of the 
insulin-producing beta cells of the pancreas. This 
process is not always complete and some patients 
retain a small amount of natural insulin secretion 
which cannot be measured routinely but is important 
since it is under normal physiological control and can 
compensate for quite gross errors in insulin dose and 
diet. 

By contrast, in the totally insulin-deficient diabetic, 
insulin dose, food and exercise must be carefully 
balanced to avoid the extremes of high and low blood 
sugar. Omission of insulin in these patients will 
usually lead to ketoacidosis within 24 hours whereas 
patients who still have some endogenous insulin 
secretion are able to omit one or more doses without 
becoming seriously ill. 


485 


' Heng, roii à a TA view point, the most 
important thing is whether or not the patient is treated 
with insulin. Failure of compliance i in the tablet or diet 
treated patient is relatively innocuous, at least in the 
short term, whereas the insulin-dependent diabetic can 
precipitate a serious illness (ketoacidosis) by stopping 
his treatment, or cause himself to become unconscious 
from hypoglycaemia by missing a meal. It is for these 
reasons that insulin-treated diabetes has been des- 
cribed as the manipulator's delight (Tattersall, 1977). 


Emotional Factors in Aetiology 

In the past, prominent psychoanalysts such as 
Menninger (1935) and Dunbar et al (1936) claimed 
that diabetes was in part a. psychosomatic disease 
caused by emotional stress. The theoretical basis for 
this contention was the experiments of Cannon (1911) 
who showed that glycosuria was part of the so-called 
‘stress reaction’ and could be induced by fright or rage. 
Cannon's theories have been substantiated and ex- 
panded over the past 50 years and there is no doubt 
that stress does stimulate the release of hormones 
which oppose the action of insulin and lead to mild 
hyperglycaemia. However, normal beta celis are 
virtually inexhaustable and patients who lack cellular 
insulin receptors can sustain insulin. levels 20 times 
higher than normal for a number of years. Thus, there 
is no possibility. that even substantial emotional stress 
could be a direct cause of diabetes. The ‘evidence’ 
adduced by the psychoanalysts was based on in-depth 
analysis of a few selected diabetics together with 
anecdotal reports of people found to have diabetes after 
stressful experiences. None of these studies included 
control groups and, since at least 1 per cent of the 
general population have undiagnosed diabetes, it is 
inevitable that 1 per cent of accident victims will have 
glycosuria when tested in hospital! ! 

There is a strong genetic predisposition to all com- 
mon types of diabetes and although environmental 
stress might convert. this to overt disease, no mech- 
anisms have ever been. proposed or evidence produced 
(Hauser and Pollets, 1979). 


The ‘Diabetic Personality! — 
Dunbar (1943) described the person prone to dia- 
betes as weak, irritable, subject to frequent mood 





486 PSYCHIATRIC ASPECTS OF DIABETES—A PHYSICIAN'S VIEW 


swings, hypochondriacal and prone to changes in 
behaviour, ranging from over demanding dependency 
to explosive rebellion. In this and similar publications 
it is unclear whether these characteristics ante-dated 
the onset of diabetes or whether they are merely the 
result of having the disease for a number of years. The 
routine of tests, injections and meticulous attention to 
diet is tedious, complicated and demanding and may 
have a profound effect on the patient's mental state. 
Attending a diabetic clinic and seeing one's fellow 
sufferers with blindness or amputations might make 
even the most stable personality somewhat hypo- 
chondriacal. Furthermore, mood swings and ex- 
plosive rebellion are well known symptoms of hypo- 
glycaemia as are the bizarre dreams (Fletcher, 1980) 
which may have provided grist for many a psycho- 
analyst's mill. 

The emotional trauma at diagnosis of insulin- 
dependent diabetes is probably greater than for any 
other chronic disease. The patient has to accept that he 
has an incurable condition whose treatment requires 
daily injections, a diet in which some of the choice 
foods are excluded and where meals have to be eaten 
rigidly on time. He must monitor the effects of treat- 
ment with urine or blood tests and cannot escape con- 
fronting his own success or failure. He will soon 
learn from observation at the diabetic clinic or dis- 
cussion with friends that, although treatment with 
insulin can abolish symptoms, it cannot guarantee a 
normal life span. 

The pressure on the diabetic patient has increased in 
recent years; twenty years ago few doctors were con- 
vinced that diabetic control was worthwhile whereas, 
there is now fairly general agreement that ‘to maintain 
blood glucose levels as close to those in the non- 
diabetic as possible' is the single most important factor 
in the prevention of long-term complications (Cahill er 
al, 1976; Tchobroutsky, 1978). As a result of this new 
philosophy, many insulin-treated diabetic patients are 
being expected to take charge of their own destiny and 
hence presumably exposed to more anxiety. For 
example, it is now common place for patients to 
measure their own blood sugar levels from finger 
prick samples up to six times a day (Walford et al, 
1978; Sónksen et al, 1978; Peterson et al, 1979). An 
increasing number of patients, especially in North 
America, are being treated with portable insulin 
pumps which have to be worn continuously (Pickup et 
al, 1978; Tamborlane et al, 1979). 

Few would disagree that to overcome these prob- 
lems while living a ‘normal’ life requires considerable 
force of personality and it is a continual surprise to 
those working in diabetic clinics how well most of 
their patients cope with a burden which is shouldered 
uneasily by medical and para-medical people (Well- 


born and Duncan, 1980). Patients react to diabetes 
with the personalitv resources available to them 
although previous psychological weaknesses may be 
unmasked or reinforced. Another important deter- 
minant of how the patient reacts is how he sees his 
own sick role and how his family and community 
respond to illness (Mechanic, 1961). 

The interaction of diabetes with personality and life 
situation can be artificially divided into childhood, 
adolescence and adulthood. 


Childhood 


At all stages of life, but most deeply in childhood, 
diabetes affects not only the patient but also his 
family. There is little doubt that emotional stability in 
a home where parents take a realistic view of their 
child's handicap is the best guarantee of stable dia- 
betic control and a child who does not constantly use 
his illness to his own ends, The most common mal- 
adaptive parental attitudes have been classified by 
Vandenberg (1971), Pond (1979) and Craig (1981) and 
will not be detailed here, Over-anxiety or rejection are 
the most common pure maladjustments although 
individual cases are usually an intricate mixture of the 
two. 

Severe anxiety is significantly more common among 
mothers of diabetic children than mothers of controls 
(Sterky, 1963). Anxiety is a relatively normal reaction 
and only occasionally progresses to a point where the 
child is smothered and overwhelmed. However, 
severe maternal anxiety may lead to family discord; 
the father is often excluded to the detriment of the 
marriage itself. Siblings resent the attention paid to the 
diabetic child and may take it out on him. Finally, the 
diabetic child may react in two ways. Firstly, he can 
submit and remain tied to the apron strings. These 
children use diabetes as their shield against growing up 


. and, abetted by their parents, are never well enough to 


participate in norma! activities, stay the night away 
from home, etc. Secondly, the child may rebel, which 
invariably involves striking out at the cause of the 
initial frustration, diabetes. 


Adolescence 

Adolescence is difficult for healthy people and the 
added complication of diabetes tends to make normal 
adjustment problems worse (Tattersall and Lowe, 
1981). The mental anguish of the diabetic teenager is 
usually expressed silently in diabetic terms (hypo- 
glycaemia, ketoacidosis or ‘Uncontrollability’) in a 
way which suggests that he, like his doctor, sees him- 
self less as a person than as a metabolic problem. 
Perhaps this is over fanciful—it may simply be a 
question of using the weapon closest at hand. 

Many diabetic teenagers at some time or another 
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falsify or refuse to do urine tests, go on eating binges, 
‘break’ syringes so that they cannot inject themselves, 
‘forget’ appointments, quarrel with parents and 
doctors or become seclusive and socially ill adapted. 
They may show varied combinations of hostility, 
rebelliousness, negativistic behaviour and provocative 
attitudes and performances (Stearns, 1959). This is 
usually more annoying than dangerous and happily 
tends to die out in the late teenage years. 


Adulthood 


The emotional problems of the person who develops 
diabetes in adult life tend to be less dramatic since most 
have developed mature ways of coping with frustration 
and anger. Nevertheless, many adult insulin-dependent 
diabetics will have emotional problems related either 
to the illness itself or its complications— blindness, 
impotence etc. Mills er a/ (1973), in a study of 60 
Australian adult insulin-dependent diabetics, char- 
acterized the group as insecure, tense, conventional 
and glum. Fear of vascular complications and severe 
hypoglycaemia were common worries to both 
patients and their relatives (Sanders et a/, 1975). 

In conclusion, far from there being a typical 
"diabetic personality', diabetes is so common that a 
large clinic will contain patients with almost every 
known personality type and/or mental handicap or 
illness. 


Selected Psychological Problems 


The following reflections are anecdotal but reflect 
my own experience in a large clinic. 


Low intelligence 


Diabetes seems to be more common in patients with 
Down’s Syndrome and other forms of mental de- 
ficiency although the evidence is conflicting (Rimoin 
and Rotter, 1981). We have six children with Down’s 
Syndrome and insulin-treated diabetics attending our 
clinic and find that low intelligence is not a bar to 
success if the patient has an attendant of normal 
intelligence and if the goals of treatment are realistic. 
Diet is the greatest stumbling block since most of these 
‘children’ attend day centres where sweets are tempt- 
ingly and easily available. It is usually best to accept 
that diet can only be approximate and that perfect 
control cannot be achieved. Patients with Down's 
Syndrome seem to get great satisfaction from proving 
that they can inject themselves and, unlike the 
intelligent adolescent, compliance is usually excellent. 


Personality disorder and alcoholism 


Insulin treatment in a patient with a personality 
disorder or alcoholism is a nightmare. To those with 


personality disorders it is tantamount to a weapon 
with which to attack and manipulate the world. The 
following case history illustrates the problem: 

A 56-year-old man died from a myocardial in- 
farction in 1978. Between the ages of 8 and 16 he 
attended a residential school for backward children 
where he was labelled as ‘high grade feeble minded’. 
He joined the Army in 1939 but was quickly dis- 
charged as unsuitable. Between 1945 and 1966 he had 
13 admissions to mental hospitals (total 3.8 years) 
with a variety of psychiatric diagnoses covering the 
spectrum from imbecility and character disorder to 
schizophrenia and depression. Interestingly, he was 
treated on six occasions with insulin coma therapy. 
Between 1954 and 1970 he had 15 medical admissions 
with backache, ‘fits’ and epigastric pain. The only 
year between 1945 and 1970 when he was not in hos- 
pital at least once was spent in prison. In 1970 he 
developed ketosis-prone insulin-dependent diabetes 
and thereafter never attended hospital except at the 
diabetic clinic. As might have been expected from his 
previous record, his diabetic life was not without its 
problems. Between 1970 and his death in 1978 he was 
admitted four times with diabetic ketoacidosis and 
treated 136 times in casualty for hypoglycaemic coma 
(Tattersall, 1979)... 

Successful treatment with insulin demands an 
ordered life style and regular meals, requirements 
conspicuously absent from the life of the alcoholic. By 
contrast, those with mildly obsessional personalities 
do well, 





Anorexia nervosa 


Diet is a sine qua non of the treatment of diabetes 
and some patients may come to think of food as 
poison. It is therefore rather surprising that there has 
only been one report of co-existent diabetes and anor- 
exia nervosa (Fairburn and Steele, 1980), although 
other cases are known to the author. The most 
surprising thing about these patients is that all were 
able to keep their diabetes under meticulous control 
while starving themselves, 


Pregnancy 

The treatment of diabetic pregnancy has been 
revolutionized over the past 30 years, with a reduction 
in perinatal mortality from over 33 per cent to below 
3 per cent (Peacock et a/, 1979). The main factor in 
this improvement is meticulous blood glucose control 
throughout the pregnancy. Most units find the man- 
agement of diabetic pregnancy highly rewarding and 
take great pride in it. Hence, the pregnant woman gets 
lavish attention for six months or more but, after 
delivery, reverts to being an ordinary patient. This may 
be interpreted as rejection and we and others (Jovano- Pa 
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vic et al, 1980) have noticed a higher than average 


incidence of post partum depression. 


Needle phobias 

Most laymen (and doctors) regard the prospect of 
self injection with something approaching terror. Yet it 
is exceptionally rare for diabetic patients to be unable 
to give their own injections, and most children 
manage competently from the.age of 6 or 7 years up- 
wards. When patients do complain about injections, 
the problem is more often psychological than mech- 
anical, Many diabetic clinics do not recognize this and 
attempt to tackle the problem by supplying injection 
aids. Management of true needle phobia is difficult; 
behaviour therapy has been tried, although no formal 
trial is known to me, 


Hypoglycaemia 

Severe hypoglycaemia is the great fear of most 
insulin-treated diabetics. The most dreaded attack is 
that in which adrenergic warning symptoms are 
absent and the first signs mental, i.e. those of neuro- 
glycopaenia. After. such an attack, patients feel 
humiliated by their loss of self control which is often 


. accompanied by bizarre or aggressive behaviour. They 


often comment that ‘people thought I was going mad’ 
and indeed, when faced with a relative's complaint 
about the odd behaviour of the diabetic it is often 
extremely difficult to know whether the problem is 
hypoglycaemic or psychiatric. Physicians who are 
familiar with the protean manifestations of hypo- 


glycaemia usually assüme that any neuropsychiatric 


symptom is due to hypoglycaemia until proved other- 
wise. Reversible neuropsychological consequences of 
hypoglycaemia may range from mental dullness, 
anxiety and depression tô hemiplegias and con- 
vulsions (Gale, 1980), and we have described patients 
who were rehabilitated by reduction of insulin dose, 
having previously been written off as having dementia 
or idiopathic epilepsy (Gale and Tattersall, 1979a). 
How often hypoglycaemia is harmful in the sense of 
producing permanent brain damage is controversial. 
Kinsey e found 38 deaths from hypoglycaemia in 
a survey of 12,234 patients who had received insulin 
shock therapy—a reminder that severe hypoglycaemia 
has sometimes been considered beneficial! All physi- 


cians know of cases of severe brain damage from 


intentional massive insulin overdoses, but the real 
issue is whether lesser degrees of hypoglycaemia, 
however frequent, have adverse neurological sequelae. 
In my view this question can only be resolved by 
longitudinal studies in which patients are assessed 
when they start insulin treatment and again five and ten 
years later. No such study has ever been done and, 
until it is, cross-sectional studies such as that of Bale 


(1973) will always be open to the interpretation that 


patients with the lowest IQ's had more frequent and 
severe hypoglycaemic reactions because innate low 
intelligence made them less capable of managing their 
disease, 

Hypoglycaemia may be more harmful to the de- 
veloping than to the mature brain. There is a huge 
literature on EEG changes in diabetic children but, as 
Gale (1980) comments, "those who have struggled 
through it will raise à weary eyebrow when told that 
10 to 15 per cent of :he control population also had 
‘abnormal’ records" (Haumont ef al, 1979). It is 
worth making the point that the EEG may remain 
abnormal for up to a week after a severe hypo- 
glycaemic reaction, and then revert to normal, 

On balance, the onus of proof is probably on those 
who maintain that hypoglycaemia is relatively harm- 
less. Nevertheless, those who see large numbers of 
diabetic patients would be sceptical that permanent 
easily observable neuropsychiatric damage is a com- 
mon consequence of hypoglycaemia. 


Brittie Diabetes 


If the psychiatrist is asked to see a diabetic patient, 
it is likely that the referral letter will describe that 
patient as a "brittle.drabetic'. The epithet ‘brittle’ was 
first used by Woodyatt (1938) to describe insulin- 
treated patients who fluctuate rapidly and apparently 
unpredictably between extremes of hyperglycaemia. 
and hypoglycaemia. The expression is now widely used 
and misused; at worst it becomes an excuse or term of 
abüse aftér attempts at improved control have failed 
and the physician ànd patient have become thoroughly 
exasperated with one another (Gale and Tattersall, 
1979b). 

Many attempts have been made to define brittle 
diabetes in terms of blood glucose swings or other 
physiological characteristics: such as the presence or 
absence of endogenous insulin secretion but I think it is 
more useful to reserve the term for a small but con- 
spicuous minority of patients whose lives are 'con- 
stantly disrupted by episodes of hypo or hyper- 
glycaemia whatever the cause' (Tattersall, 1977). In 
time, the physiological, psychological and social 


problems of these patients get inextricably inter- 


twined and unstable diabetes may become a way of 
life. Their problems have been well. summarized by 
Haunz (1950) who said that "they are frequently 

mentally depressed with reactions of futility and 
frustration for obvious and rather justifiable : reasons. 
The resultant personality disorder often breeds care- 
lessness in their self-management, and they may drift 
from physician to physician in a vain search for one 
who knows the whole answer. In time they are apt to 
acquire the reputation of being undesirable patients as 


The synapse: 
-a gap in our knowledge? 


The complexities of the synapse 
are gradually being elucidated by Astra CNS 
Research. Highly skilled teams working in small, 
flexible groups are backed by the resources of 
a company dedicated to improving our 
Knowledge of brain chemistry. 

Indeed, Astra invests 17% of its turnover 
in research -more than almost any other 
pharmaceutical company in the world. 

The major effort is directed towards 


developing substances with highly specific d } 
aa, Scandinavias leading artists — is yours for 


activities in the brain. This fundamental 
approach has increased the total under- 
standing of brain mechanisms as well 
as producing drugs that are more 
effective and better tolerated. 

Exciting results —for 


scientist, doctor and patient alike - have 
already been presented at major international 
symposia and congresses as various agents 
undergo preclinical and clinical investigation. 
The regular newspaper “Psychiatric 
Topics” and the subject index “Review Themes 
in Psychiatry” are both available free on request, 
and contain material of great interest to the 
practising psychiatrist. And on a lighter note, 


à, acolour print of the synapse drawing 


, featured here - drawn by Buckhdj, one of 
Fi the asking. 
af, Astra Pharmaceuticals Ltd. 
SL Peter's House, 2 Bricket Road, 
SL Albans, Herts AL1 3JW 
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their lives become a vicious pendulum swinging 


alternately between severe hyperglycaemia and ketosis. : 


and hypoglycaemic shocks”. 
There are many possible causes of mabik diabetes 


which have been summarized elsewhere (Tattersall; 


1977; Gale and Tattersall, 1979b). No analysis of-a 


E large group of brittle diabetics has ever been done tò _ 


apportion the contribution of each of the possible 
causes. Nevertheless, most physicians would agree that 
organic causes are rare and that most cases have an 
emotional origin. Unstable diabetes is usually asso- 
ciated with either an emotionally disturbed patient or a 
disturbed environment and, it is the opinion of most 
authors that these are the commonest causes. of 
brittleness (Joslin, 1959; Oakley et al, 1968; Malins, 
1968; Greydanus and Hofman, 1979; Craig, 1981). In 
theory, the psychological disturbance might be a 
consequence of poor control rather than its cause, but 
instability is often episodic, and my experience is 
echoed by Malins (1968) who wrote 'conversation 
with some of these reformed characters is instructive 
as they reveal the extent of their deviations from the 
prescribed treatment’. 

The ability of the diabetic child to use ketosis as a 
refuge from unpleasantness at home or school was 
noted by Loughlin and. Mosenthal (1944), a third of 
whose children with frequent admissions for ketosis 
came from homes broken by divorce, separation or 
widowhood or from homes where the mother was out 
all day and in which meals were haphazard. Most of 
the children frankly stated that they liked the hospital 
better than their home. In a more systemic survey 
Rosen and Lidz (1949) studied 12 patients who had 
been admitted more than twice with ketoacidosis and 
were able to establish that in each case the condition 
had been knowingly induced by deliberately stopping 
diet, insulin or both. Motivation varied and the same 
individuals disrupted their diabetes for different 
reasons on different occasions. In the final analysis, 
however, all were using their disease as a means of 
escape from an untenable life situation either by 
attempted suicide or by seeking shelter in hospital. It 
is often thought that emotional disturbance only 
complicates diabetes developing in early life but more 
than half the patients studied by Rosen and Lidz had 
developed diabetes after the age of 20. Few suffered 
from psychiatric syndromes which could be easily 
classified, although the authors commented that it 
would have been difficult to find 12 more emotionally 
disturbed people outside a psychiatric hospital. 

Similar cases have. been. documented by Stearns 
(1959) who emphasised that the motivation for such 
potentially self-destructive behaviour may represent 
the need for self punishment, attention seeking or the 
urge to punish others. How often the behaviour is 


genuinely suicidal in intent as opposed to merely 





emonstrative as in the case of parasuicide is difficult 
to establish. Martin et al (1977) noted that since 1927 
fewer than 30 cases of suicide by insulin overdoses had 


been reported in the world. literature. They had en- 


countered three cases in four years and suggest that 
many others may be unrecognized. 

The prevalence of depression in diabetes is un- 
known, although it would be reasonable to guess that 
it would be higher than in a healthy control group. In 
the young. diabetic, self esteem tends to be low 
(Swift et al, 1967; Koski, 1969; Sullivan, 1978). In 
older patients, Murawski et al (1970) and Sanders et al 
(1975) have reported a high frequency of depression 
although their studies were uncontrolled. 

Many of the cases. already cited involve marked 
emotional disorder with a correspondingly dramatic 
effect on diabetic control. How frequently relatively 
minor psychiatric or. envirónmental problems form the 
basis for poor diabetic control is unknown. Diabetes is 
the disease par excellence in which the patient is 
expected to be ‘his own physician’ and one would 
expect that his ability to concentrate on this job would 
be impaired by personal or environmental stress. 

Grant et al (1974) and Bradley (1979) have shown 
that stressful life events are associated with disturb- 
ances of diabetic control. The relationship is not very 
strong but these studies are complicated by methodo- 
logical problems, not least of which is the difficulty of 
assessing diabetic control objectively. More specific 
questions such. as; which stresses have most effect on 
control or which personalities are most affected re- 
main unanswered (Hauser and Pollets, 1979). Under- 
privileged families in the lower socio-economic strata 
are often less able to cope with the stresses of life and it 
might be expected that they would have most diffi- 
culty with diabetes. At first sight the literature is 
conflicting; some authors find no correlation between 
control and social class (Williams et a/, 1967; Koski, 
1969; Ludvigsson, 1977) while others find poor con- 
trol in poor social circumstances (Stone, 1961; Swift 
et al, 1967). The apparent difference stems from the 
ways of measuring socio-economic class, These who 
have measured it purely in terms of income have 
found no correlation with control but when social 
status is defined in terms of harmony in the family or. 
frequency of major problems, there is agreement that. 
disharmony in the home usually leads to poor control. 
As in other contexts the prejudicial factor is not an 
economically poor home but an unhappy one. 

Brittle diabetes is not always the fault of the patient. 
Some may be brittle because they are on unsatis-. 
factory insulin regimens (Gale and Tattersall, 1979b).: 
Others may be on excessively high doses of insulin and 
having frequent attacks of asymptomatic hypo- 
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glycaemia. Not only is unsuspected hypoglycaemia, 
especially: at night, common in the insulin-treated 
diabetic, but it may lead to symptoms such as weight 
gain, headaches, irritability and mood changes which 
can be mistaken for depression or anxiety (Rosen- 
bloom and Giordano, 1977; Gale and Tattersall, 
1979). Yet other diabetic patients may have labile 
control because they are trying to adhere too strictly to 
their regimen. Their dilemma was well summarized by 
Fabrykant and Pacella (1948) who wrote ‘the patients 
are anxious to keep sugar-free but dread the incapaci- 
tating reactions. If they remain sugar-free through the 
excessive use of insulin, they develop a state of con- 
stant hypoglycaemic anxiety which is often mistaken 
for psychoneurosis, hysteria etc. If, on the other 
hand, glycosuria cannot be avoided, they live in fear of 
diabetic complications and are apt to develop a 
feeling of guilt. Suspected by their physicians of 
breaking the diet and lack of honesty or stigmatized as 
neurotics or hypochondriacs, they feel humiliated and 
lose faith in the medical profession'. 


Treatment 


Many of the studies so far quoted are uncontrolled 
and this is even more true of treatment and prevention, 
where anecdote predominates over randomized con- 
trolled trials. 

Emotional problems often begin early in the course 
of insulin-dependent diabetes and much more might be 
done in the diabetic clinic to spot these at an early 
stage and help the patient to understand them. The 
initial admission for education and stabilisation may 
be very disturbing for a patient who feels relatively 
well because, not only is he exposed to conflicting 
sources of information but the fact of being in hos- 
pital creates an image of illness and dependency. 
Furthermore, much of the effort by the medical staff 
during this initial stage is directed to factual education 
and little to helping the patient come to terms with his 
illness. Many units have partially resolved these 
probiems by using specialist nurses to start patients on 
insulin and educate them in the less threatening 
environment of their own homes. This system is 
greatly appreciated by the consumers and leads to 
fewer readmissions, better control and greater 
emotional security (Laron et a/, 1979; Hearnshaw, 
personal communication, 1981). 

For the patient, the long-term treatment of dia- 
betes is onerous, often boring, and may generate much 
anxiety. Diabetic clinics are often over-concerned 
with blood sugars and other metabolic problems and 
do not provide a forum where patients can discuss 
their emotional problems. Local branches of the 
British Diabetic Association provide the opportunity 
for more general discussion although, by popular 


request of the members, most sessions are devoted to 
recent advances in research. Some diabetic asso- 
ciations have deliberately undertaken programmes for 
families to discuss the social-emotional aspects of 
diabetes and learn ways of rebuilding self esteem in the 
patient (Hill and Hynes, 1980). In Holland, Pelser and 
Groen (1980) have experimented with support groups 
for diabetic patients: they found that many partici- 
pants had ambivalent relationships with key figures in 
their lives (including physicians) and were unable to 
discuss emotional problems. The group setting enabled 
them to talk freely, act out their feelings and at the 
same time deal with technical problems. Personal 
experience suggests that such groups only function 
well if run by a physician and a co-therapist who is 
experienced in group therapy. If only the former parti- 
cipates, there is a danger that the discussion will 
become entirely technical whereas if only the latter 
participates, patients become quickly dissatisfied 
because there is no one to answer technical questions. 

When an emotiona! problem has been identified, the 
question arises who should deal with it, physician or 
psychiatrist? Some paediatric diabetic clinics have a 
child psychiatrist as part of the team (Gath ez al, 1980) 
whereas others see this as unnecessary and poten- 
tially harmful (Craig, 1981). My own view is that the 
role of the psychiatrist should be a subsidiary one. In 
most cases it should be the physician who diagnoses 
and treats emotional disorders in his diabetic patients; 
splitting physical and emotional care tends to create 
confusion and may permit the patient to play off his 
doctors against one another. The physician must 
always make the initial diagnostic formulation since 
the psychiatrist cannot be expected to decide whether 
the patient's anxiety is due to chronic hypoglycaemia 
or his uncontrolled diabetes to an inadequate insulin 
regimen. The development of glycosylated haemo- 
globin, a test which measures diabetic control over the 
previous month, has helped to identify certain sorts of 
psychological problems (Citrin et a/, 1980). What this 
test does is to identify patients in whom there is a 
marked discrepancy between control as determined 
objectively in the clinic and control as reflected in their 
reports of their own home monitoring (faked urine 
tests). 

With time the metabolic and psychological aspects 
of diabetes tend to become inextricably intertwined 
and it may be difficult for the physician to see exactly 
where the problem lies. Here, a psychiatric opinion is 
helpful since the recognition that a patient's ‘brittle 
diabetes’ mirrors brittle emotions is a major step 
forward, in that it prevents frequent admissions for 
stabilization and fruitless minor changes of insulin 
dose in the clinic. Many problems can be resolved by 
the diabetic physician if he has the advice and support 
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of a liaison psychiatrist who has special knowledge of . 
and interest in diabetes. Difficulties arise when thosein. 


the diabetic clinic do not have a psychiatric ‘link man’ 
to turn to or when they are forced to refer their 
patients indiscriminately because of local rules about 
psychiatric referral. 

There have been relatively few reports of purpose- 
designed psychiatric treatment for diabetic problems. 
Many studies are based on a deficit model which 
concentrates on negative parental attitudes and the 
problematic behaviour of their diabetic children. A 
more rational approach might be to identify family 
strengths and successful coping strategies by be- 
haviourally orientated research (Anderson and Aus- 
lander, 1980). 

Minuchin and co-workers (1975 and 1978) have 
studied the difficult problem of children with repeated 
admissions for diabetic ketoacidosis who are usually 
easily controlled in hospital when removed from the 
family environment. These workers used a systems 
model of family therapy to study reciprocal influences 
between the physiological responses of the diabetic 
child and specific family interactions. They found that 
the families of brittle diabetics were characterized by 
psychological enmeshment between family members, 
over protective concern, rigid family interaction 
patterns and an inability or unwillingness to resolve 
family conflicts. Their studies did not include a control 
group but interventions which modified the life con- 
text of the diabetic child seemed to achieve a faster and 
more sustained remission than interventions which 
focused exclusively on the individual. In family 
therapy, family members learned more flexible ways of 
resolving conflict and the brittle diabetic child was 
freed both from enmeshment and episodes of keto- 
acidosis. 

The emotional problems of the insulin-dependent 
diabetic have been recognized since the 1920's and will 
not go away. This has tended to be neglected as an 
area of psychiatric research and any attempt to link 
psychiatry more closely to general medicine could well 
start with diabetes, which apart from providing many 
practical psychiatric problems is also a useful para- 
digm of the interactions of the emotions with a 
physical illness. 
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Sexuality and Mental Handicap: A Review 


ANN and MICHAEL CRAFT 


Traditionally the sexuality of mentally handicapped 
people was feared by those who made the rules 
governing Western societies. Where sexual needs were 
admitted at all, rigid rules were laid down in order 
to prevent the mentally handicapped members of a 
society from procreating. Thus arose the segregated 
and isolated colonies for defectives, prohibitions on 
marriages (Berg and Nyland, unpublished; Grunewald 
and Linner, 1979) and laws permitting sterilization of 
the mentally incompetent which became widespread, 
particularly in the USA. The reasons for sterilization 
were summed up in the much quoted judgement of 
Justice Oliver Wendell Holmes: 

It is better for all the world, if, instead of waiting to 

execute degenerate offspring for crimes, or to let 

them starve for their imbecility, society can prevent 
those who are manifestly unfit from continuing 
their kind. The principle that sustains compulsory 
vaccination is broad enough to cover cutting the 
fallopian tubes . . . three generations of imbeciles 

are enough. (Buck v Bell, 274 US 200 (1927)). 

Sterilizations continued, even though evidence to 
demonstrate their effectiveness in preventing the 
birth of mentally handicapped children was lacking 
(Grunewald, 1979). 

More recently people have viewed the mentally 
handicapped as a sexually oppressed group (Kempton, 
1977a). Although the ‘normal’ socio-sexual model is 
to find a mate, marry and have children, when a 
retarded person expresses, or worse, acts out these 
desires, many perceive it as excessive or shocking 
(Hall, 1975). 

A review of the literature shows up the conflict in 
viewpoints between parents, professionals, and 
mentally handicapped people themselves. In addition, 
there is literature concerned with helping mentally 
handicapped people to develop their potential for 
loving relationships in ways which are socially 
acceptable (see for example Lee and Katz, 1974). Let 
us start with the parental viewpoint, 


Parental attitudes 
It would be unfair to look at the attitudes of 
parents towards the sexuality of their mentally 
handicapped offspring in isolation, for we know from 
many sources (media, novels, autobiographies) that 
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parents generally are not good at helping their 
children achieve psycho-sexual maturity. Many normal 
children mature in spite of rather than because of 
parents. While there are good intentions to answer 
questions honestly, to “have a good talk" man to man 
or woman to woman, somehow the time is never 
right. Farrell (1978) reported that while a majority of 
parents feel they ought to be involved in telling their 
children about reproduction and sex, only a minority 
had actually done so. 

However, while parents of normal children usually 
approve of sex education having a place in secondary 
schools (Farrell, 1978), many parents of retarded 
children opposed such programmes (Dupras and 
Tremblay, 1976). One reason they give is innocence: 
"if they are innocent, let them stay that way. We hope 
no over-zealous leader or teacher will try to put any 
‘big ideas’ into a sweet, child-like mind." (Alcorn, 
1974). This may not be the majority view, but we do 
know that parents of retarded children often have 
particular difficulties in coping with physical and 
emotional development. As Hammar et al (1967) 
comment, “Puberty ard the process of sexual matur- 
ation of the retardate created a stressful situation 
which most families were ill prepared to handle.” 
Watson and Rogers (1980) found that parents of 
educationally subnormal children in the moderate 
range (ESN (M)) predicted sexual life events (e.g. 
dating, marriage) far later in life than for normal 
children. 

What is certain is that sexuality is a major concern 
for parents, generally focussing around sexual 
ignorance (and therefore exploitation) and real or 
anticipated inappropriate behaviour (Hammar et al, 
1967; Kempton and Forman, 1976). Many welcome 
with relief the initiative of schools in setting up sex 
education programmes (Kempton, 1978) with Watson 
and Rogers (1980) finding that 88 per cent of parents 
of ESN (M) children on their survey approved of a 
school giving sex education, with a particular request 
for teaching on methods of contraception. 


Professional attitudes 
Traditionally staff see mentally handicapped 
people in hostels and institutions as needing care and 
attention. Many feel responsible for all areas of 
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residents’ lives, and this is reinforced by the attitude of 


parents and management committees alike. A very 
high standard of moral behaviour is the expectation, 
and as Greengross (1976) reminds us, staff feel 
themselves under pressure to avoid any hint of scandal 
which might damage the unit's public reputation. 
This can result in devaluing, if not actual repression of 
sexuality which automatically means that any such 
expression is seen in terms of a ‘problem’ for which a 
‘solution’ must be found, the ‘solution’ looked for 
being a cessation of the behaviour. The other side of 
this particular coin is the tendency for professionals to 
assume that they have the right to make the sexual 
behaviour of the mentally handicapped people their 
business, sometimes to the extent of deciding what is 
best without consulting the retarded person at all 
(Geraghty, 1979). 

This touches a wider issue, for in a very real way 
professionals make difficulties for themselves by over- 
protecting and overcontrolling mentally handicapped 
residents and clients. Our care systems tend to produce 
people who are amenable to discipline and who 
respond well to authoratitive direction. We are not so 
good at enabling people to become more self-sufficient 
and to assume more personal responsibility. In general 
we find it hard as caring professionals to let people 
make their own mistakes and thus we deny them 
“the dignity of risk" (Perske, 1972). 

There have been several surveys of the response of 
residential staff to the sexual behaviour of mentally 
handicapped people. Mulhern (1975) found that 
while 67 per cent of respondents felt that sexual 
frustration contributed to a significant or major 
degree to most retarded people's problems of adjust- 
ment, the only forms of sexual release that received a 
majority endorsement were private masturbation, brief 
kissing in private or public and private petting. 
Mulhern makes the wry observation that “A com- 
mitment to principles of normalization encounters 
severe strains in the area of sexual behaviour." 
Mitchell et a/ (1978) administered a multi-dimensional 
questionnaire to staff in three residential facilities for 
retarded persons to determine their attitudes towards 
actual and potential sexual behaviour of residents. 
It was found that 31.2 per cent felt no sexual behaviour, 
not even simple physical contact, was acceptable. This 
indicates that sex education programmes are likely 
to meet with resistance by a substantial percentage of 
staff. Another American survey conducted by Saunders 
(1979) seemed to show a high tolerance by staff of 
residents’ sexual behaviour and significant interest in 
assisting residents to cope responsibly with their 
sexual feelings and sexual behaviour. In Britain the 
report of the Jay Committee (Department of Health 
and Social Security, 1979) found that of staff ques- 


tioned, one quarter of nurses in institutions and one 
fifth of hostel staff thought that adult residents should 
be discouraged from developing sexual relationships. 
Ínterviews with staff seemed to suggest that their 
general worries about the sexual behaviour of mentally 
handicapped people are linked to specific difficulties 
within their own units. The Report goes on, “This 
would imply that in the future it may become even 
more important to ensure that nurses and care staff 
are given an adequate training on sexual behaviour 
and ways of counselling the mentally handicapped.” 

The question of formal policies and guidelines is 
becoming of increasing importance. Most authorities 
avoid policies. Mulhern (1975) found that although 
70 per cent of the respondents on his survey would 
like a delineated set of guidelines concerning the 
sexual behaviour of residents, only 23 per cent of units 
had such policies. In the survey by Saunders (1979) 
63 per cent of respondents reported that their facilities 
had a policy governing the sexual conduct of residents. 
However: 


Staff members in each of four facilities contradicted 
one another in defining the visitation and sexual 
behavior policies in their facilities, suggesting 
that either the administration had not circulated to 
all staff members standards for resident visitation 
and sexual conduct, or that staff members ignored 
the written policies in favour of rules of their own 
convenience and attitudes. 


There are some hopeful developments. Hall and 
Sawyer (1978) report.on a workshop format designed 
to develop sexual behaviour guidelines, and Hall 
(1978) gives details of a training workshop designed to 
increase acceptance of sexual expression by mentally 
handicapped people. In Britain in recent years there 
has been an increasing number of conferences and 
workshops on sexuality and mental handicap run 
especially for staff (for instance the British Institute of 
Mental Handicap, the Family Planning Association, 
Castle Priory). There is also a new awareness that 
education and counselling on sexual matters should 
be offered by any mental handicap care system to 
retarded clients, their parents and care staff (National 
Development Group, 1980). 


Attitude of mentally handicapped 
people towards sexual expression 

The one thing that can be said with any certainty is 
that we really know very little about the attitudes of 
mentally handicapped people towards sexuality in 
general and their own sexuality in particular. Whitte- 
more and Koegel (1978) make the very relevant 
observation that while medical, educational, and 






496 SEXUALITY AND MENTAL HANDICAP: A REVIEW 


sociological literature all have something to say 
about the sexuality of mentally handicapped people, 
there is a consistent and striking absence of evidence 
on motivations and emotions of mentally retarded 
individuals. In a later work they explore this further 
(Koegel and Whittemore, in press). 

Watson and Rogers (1980) note that besides an 
absence of information about sex education in 
ESN (M) schools there has been a lack of regard to the 
attitudes of the children themselves. They devised a 
research instrument. to measure knowledge and 
attitudes. In each of four scales the ESN children were 
significantly more traditional in their attitudes than 
the normal control subjects. These conservative 
attitudes may be encouraged by staff and parents as a 
form of protection, but there may be a potentially 
dangerous disjunction between the child and the 
world outside. They suggest that these mildly retarded 
youngsters “have the kinds of levels of sexual aware- 
ness which were typical of normal adolescents about 
two decades ago." But whereas for the normal young 
person in the 1950s there was a degree of match 
between the prevailing social atmosphere and his own 
sexual conscience, in the 1980s the world has moved 
on, norms have changed, and the handicapped 
youngster is far more likely to be confused and 
inadequate in-his sociosexual role when the teaching 
tends to be “doas Tsay, not as I do." 

Much of the literature seems to point to a con- 
servatism of opinion and attitude, perhaps not 
surprising when we consider the generally conser- 
vative views of significant adults in the lives of 
mentally handicapped people. Edgerton and Dingman 
(1964) noted that residents in a large mental handicap 
hospital evolved strict, puritanical rules of conduct to 
govern sexual behaviour and that transgressors felt 
guilty and were treated as such by fellow residents. 
Hall er a/ (1973) also noted a tendency for the mildly 
retarded adolescent to be conservative in sexual 
attitudes. 

Mattinson had the impression that sexual inter: 
course was infrequent among the marriage couples she 
surveyed, it was the human warmth and cuddling 
which was of greater importance (de la Cruz and 
LaVeck, 1973) Grunewald (1979) reports that in 
Sweden two retarded people in an institution may live 
together, but that “most people living together in this 
way do not appear to have sexual intercourse with one 
another..." He goes on to say that ". .. many have 
deeply rooted prejudices about the way babies are 
conceived and are fearful of sexual contact. Many 
believe that sexual intercourse is forbidden." 


Sexual development 
Studies of sexual maturation show a delay in 


sexual development as IQ decreases, although the 
various syndromes of mental handicap (except for 
Down's syndrome) do not seem to account for the 
dissimilar patterns of growths between individuals 
(Mosier et al, 1962; Salerno et al, 1975). Profoundly 
and severely handicapped people are more likely to be 
delayed in achieving sexual maturity (Alcorn, 1974; 
Hall, 1975) and have less pronounced sexual interest 
and impulses (Wolfensberger; 1972). 

The majority of mentally handicapped people are 
in the mild and moderate range, and most of these 
develop normal reproductive capacities (Salerno et al, 
1975). As individuals with Down's syndrome make up 
about one third of the severely retarded population, 
it is important to note that while there is no reported 
instance of a Down's syndrome male fathering a 
child, (although erection and ejaculation are possible), 
females have a 50 per cent risk of producing an 
infant with the same chromosomal abnormality 
(Salerno et al, 1973; Tricomi et al, 1964). Among 
syndromes contributing to mental handicap, it is 
said that the brain damaged female may have a 
statistically significantly earlier menarche than the 
normal (Dalton and Dalton, 1978). 


Sexual behaviour 


Environment: Like any other behaviour, sexual 
responses are learned, shaped and reinforced by 
environments. Rosen (1975) sums it up thus: 


Sexual behaviors in the handicapped can best be 
understood, mot as a diluted approximation of 
normal psycho-sexual adjustment in younger 
children, but as purposive behaviours learned 
according to unigue experience of the retarded 
person and the specific environmental influences to 
which he has been subjected. These include the 
extremely unnatural stimuli available to him in 
institutional settings... 


The mentally handicapped see films, watchtelevision 
series about family situations, look at advertisements, 
but while many of their expectations may be formed 
by these influences, the opportunity to fulfil them in 
socially acceptable ways and settings is often lacking 
(Sandtner, 1972). Institutions. are often neglectful at 
training people as to what constitutes acceptable and 
unacceptable sexual behaviour and may tolerate 
inappropriate displays of affection, open mastur- 
bation, or indecent exposure. In the community 
setting, these may be embarrassing, 'dangerous or 
counted illegal (Rosen, 1975). ; 

Lack of privacy im the living situation can mean 
that sexual behaviour is inevitably visible and public. 
That is not to say that such behaviour does not then 
constitute a genuine problem, but it does remind us 












that we have to look carefully at the environment in - 
which behaviour takes place. We also need to look | 


at what precedes and what follows any ‘problem’ 
sexual behaviour. An excellent manual has been 
devised for this purpose by Mitchell et al (undated). . 


— Improving behaviour: Inappropriate sexual be- 


haviour may be eliminated by various behaviour 
therapy techniques, with the substitution or reinforce- 
ment of appropriate behaviour. For instance, Polvinale 
and Lutzker (1980) report success in eliminating the 
inappropriate interpersonal sexual behaviour and 
genital stimulation of a thirteen year old Down's 
syndrome boy at school. Foxx (1976) successfully 
eliminated the public disrobing of a group of mentally 
handicapped woman, and Rosen (1970) describes a 
technique to condition more appropriate heterosexual 
behaviour. 

Sexual exploitation: People who are poorly acquain- 
ted with the sexual rules of the society in which they 
live are likely to become victims of séxual exploitation 
(Kempton, 1977a). Mentally handicapped individuals 
tend to be non-assertive and to agree to participate in 
sexual acts if directed to do so, possessing poor 
judgement in assessing other people's motives. There 
is some evidence that a mentally handicapped person 
is an ideal victim, for their complaints are not always 
taken seriously (Kempton and Forman, 1976). 

Sexual offences: The early view was unequivocal: 


.. . there is no investigator who denies the fearful 
role played by mental deficiency in the production of 
vice, crime and delinquency . . . Not all criminals are 
feeble-minded, but all feeble-minded are at least 
potential criminals. That every feeble-minded 
woman is a potential prostitute would hardly be 
disputed by anyone. (Terman, 1916). 


When Alfred Binet first developed his original IQ 
test it was to distinguish between illiterate criminals 
labelled mentally defective—many for sexual crimes— 
and others. Even now, depending on the social and 
IQ variables used, the proportion of. convicted 
oftenders found to be defective can range from 2.6 per 
cent to 39.6 per cent from one American state to 
another (MacEachron, 1979). This researcher found 
that when IQ testing of all convicts was done the 
prevalence rate of mentally retarded adult male 
offenders under IQ 70 is only slightly higher than the 
prevalence rate of retarded male adults in the general 
population. She concludes “Social and legal variables 
are more germane to the problem of being an offender 
than is intelligence." 

No study to date has satisfactorily explored the 
subject of sexual offences committed by mentally 
handicapped persons. Brown and Courtless (1968) 
looking at offenders under IQ 55, did not separate 
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Out sexual offences from other crimes against the 
. person, such as homicide and assault. Meyerowitz 
- (1971) claims that almost a third of the charges 
` lodged against the retarded are sexually related, but 
.. gives no basis for his figures. Walker and McCabe 
. (1973) using Mental Health Act (MHA) 1959 classi- 
fications found that males labelled as subnormal (SN) 
and severely subnormal (SSN) made up one-third of 
their sample of offenders, but accounted for 50 per cent 
of the sexual offences. This may seem a clear enough 


indication, but Parker (1974) in her survey of Special 
Hospital patients, found 69 per cent of those with a 
MHA classification of SSN had IQs above 50, which 
is the normally accepted cut-off IQ point. Of this 
69 per cent 3 per cent had IQs above 80. Of those 
patients with a MHA classification of SN 51 per cent 
had scores above the normally accepted cut-off point 
of IQ 70. As Fowles (1977) points out the classification 
subnormal is.commonly interchangeable with psycho- 
path in court practice and bears little relation to 
intellectual retardation, so that all English analyses 
of offences committed by ‘subnormals’ should be 
regarded with suspicion in the absence of an IQ 
rating which would confirm mental handicap. 

Two other germane points concern police action. 
It is often easy to persuade the handicapped to a 
confession of doubtful veracity; only recently have 
confessions by mildly mentally handicapped without 
a guardian or professional present, been questioned 
by English courts. Secondly, motivation: when is an 
offence a perversion or done with malicious intent, 
and when it is a result of ignorance and lack of 
training? As Kempton (1977b) notes, many 'crimes' 
look much worse on paper than they are in fact. 
For example, a charge of indecent exposure may 
result from a retarded man not knowing how to 
locate a toilet when he is out and urinating in the 
street. It is impossible to tease out from criminal 
statistics those 'indecent exposures' from men who 
deliberately expose themselves for the thrill they get 
from the reaction of others; or from retarded ado- 
lescents who used an antisocial behaviour which 
happens to be sexual to get his neighbourhood to 
notice him. All give cause for concern, but require a 
different response from parents and professionals 
(Craft and Craft, 19792). 


. Sex education | 

The reasons for, and purpose of, sex education for 
mentally handicapped students have been well 
discussed (Gordon, 1972 and 1975; Kempton and 
Forman, 1976; Craft and Craft, 1978). The salient 
point is that the vast majority of retarded persons 
develop normal secondary sexual characteristics and 
they need more help, not less, in understanding these 
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changes and the accompanying emotions. They also 
often need help in acquiring the complex social 
skills demanded by interpersonal relationships. 

Over. recent years curriculums specially designed 
for retarded students have appeared (Special Edu- 
cation Curriculum Development Center, 1972; 
Bender et al, 1976; Craft and Craft (in press), together 
with guides for teachers (Fischer et al, 1974; Kempton, 
1975; Kempton and Forman, 1976). For a review of 
helpful audiovisual material available in Britain, see 
Craft (1980). 


Marriage 

As previously mentioned, it was the association of 
marriage with parenthood that prompted the 
eugenicists’ argument and led to laws on sterilization 
and on the prohibition of marriages in an effort to 
reduce the frequency of handicap in the population. 
Ín Denmark the law until recently forbade all mentally 
handicapped persons to marry, unless they had 
special permission from the Ministry of Justice 
(Bank-Mikkelsen, unpublished). Restrictions were 
also imposed in Sweden until a few years ago (Grune- 
wald and Linner, 1979). Now improved methods of 
birth control are available to everyone, and no one 
need produce children they do not want, or more 
children than they can cope with. 

Studies concerning marriages where both partners 
have been labelled mentally handicapped (or defective) 
do not always distinguish between those under IQ 70 
and those hospitalized with personality disorders, who 
often reach average ability (IQ 90-100) after a 
turbulent adolescence. Mattinson (1975) followed up 
discharged hospital residents in Devon known to have 
married other ex-mental handicap hospital patients. 
Of the 80 original subjects, 16 had IQs of over 70, 
21 had IQs between 60 and 69 with scores likely to 
have been depressed by deprivative upbringing. Floor 
et al (1975) surveyed 214 discharges from an American 
institution, 80 of whom had married. The mean IQ 
on discharge was 76 (male 78.1; female 71.3). As with 
Mattinson's group, these were mostly people with no 
family, or uninterested families, admitted because they 
were social nuisances. Berry and Shapiro (1975) 
looked at 19 marriages in London where both 
partners had been in mental handicap hospitals. The 
average IQ was 69 (male 74; female 63). In Shaw and 
Wright's (1960) Sheffield study, 11 per cent of their 
sample had IQs above 69. Craft and Craft (1979b) 
followed up 45 Welsh marriages where one or both 
partners had IQs below 70. 

Is it possible to predict whether a marriage involving 
mentally handicapped people will succeed? In fact 
there are methodological difficulties in any prediction 
of social adaption (for a discussion see Edgerton and 


Bercovici, 1976). In a survey of patients discharged 
from a mental handicap hospital, Edgerton (1967) 
noted: 


It would seem that the sexual and marital lives of 
these retarded persons are more ‘normal’ and 
better regulated than we could possibly have 
predicted from the knowledge of their pre-hospital 
experiences and their manifest intellectual deficit. 


Mattinson (1975) looked at four obvious factors 
which might have a predictive value—recorded IQ, 
length of time spent in hospital, behaviour in hospital, 
and early history and background of deprivation. 
None of these factors correlated significantly with the 
achievement scores obtained by the 32 couples on her 
sample. Berg and Nyland (unpublished) say of their 
Danish couples "that a common life has had a 
positive or stabilizing effect on social deviations." 
Hall (1974) lists 18 factors appearing in the literature, 
which if present in significant numbers and/or degrees 
can affect the ‘success’ of the marriage involving a 
retarded individual. Among these are emotional 
disturbance of one or both partners; faulty childhood 
background; both partners being retarded; and length 
of institutionalization. As might be expected, many 
of these 18 factors have a bearing on the stability of 
any marriage, but the reactions of human beings to 
each other and to circumstances are often not pre- 
dictable. In one of the marriages surveyed by Craft 
and Craft (1979b) nine of these adverse factors were 
present. Both the mentally handicapped wife and her 
schizophrenic husband acknowledged the partnership 
to be unsatisfactory, but they had resolutely clung to 
each other for the 27 years of their marriage. As Hall 
(1974) says, "Certain needs may be met in a marital 
partnership that cannot be met elsewhere.” 

Several studies have stressed the importance of the 
support couples receive in day-to-day living. This may 
be from an official agency or a private person, someone 
Edgerton (1967) calls a *befriender'. All but one of the 
12 couples on Andron and Sturm's (1973) survey 
depended upon other people in varying degrees for 
everything from advice to money. Of the Danish 
couples, two thirds looked after their homes without 
any help, but just over a third needed help in managing 
their money (Berg and Nyland, unpublished). Only 
eight of the 32 couples surveyed by Mattinson (1975) 
were unknown to any welfare agency. Craft and Craft 
(1979b) found that 12 of their couples managed 
everything for themselves, 21 more lived in the 
community and needed some measure of support from 
family, friends or professionals. 

In the last resort marriage is a contract between 
two people, and it is the partners themselves who 
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must be the final judges of success or failure. Edgerton 


(1967) reports that marriage for the discharged 


mentally handicapped person is a highly meaningful 
status to achieve, it emphasizes a newly won position 
as a free and full member of the outside world. It is 
seen as proof of normality. Among Mattinson's (1975) 
32 marriages, 25 were considered by the spouses to be 
preferable to being single. Andron and Sturm (1973) 
report "All but one man said that married life was 
better than single life. The overwhelming reason was 
the companionship that marriage provided in contrast 
to their previous social isolation." Craft and Craft 
(1979b) found that the partners in 35 of the 41 intact 
marriages preferred their present status to their single 
existence. As one husband put it, "Marriage? It do 
beat being single!" The reason for this satisfaction, 
often despite poor material circumstances, is best 
summed up by Mattinson (1975): "(the) reality was 
usually so much better than anything they had known 
before; and an awareness of their limitations and often 
considerable ignorance of what went on in other 
people's homes enabled them not to over-reach 
themselves and search for the finer subtleties of 
living." 


Parenthood 


The literature explores three aspects—the likelihood 
that the children of mentally handicapped parents 
will be retarded themselves; the child-rearing abilities 
of mentally handicapped parents; and fertility with 
family size. 


Risk of handicap in offspring 

The studies of mentally handicapped parents 
estimating the percentage of retarded children vary 
enormously in their findings. Hall (1974) reviewed 
31 studies dating from 1913 to 1965. The percentage 
of mentally handicapped children produced ranged 
from 2.5 to 93.2, As Hall makes clear, these estimates 
vary principally because of differences in definition 
and criteria in the studies themselves. Brandon (1957) 
found her south London females had 150 pregnancies 
before and after certification, 24.7 per cent having 
miscarried or died before two years old. Of 109 
surviving children tested, the mean IQ was 91.3, only 
four consistently scoring below IQ 65. Of children 
reared by their natural (defective) mother, their mean 
IQ was 98.7 However, many of the 73 defective 
mothers were ‘social’ defectives, well above IQ 70 on 
initial testing. Shaw and Wright (1960) assessed 377 
children from married defectives and found 46 
‘retarded’. However, of children tested, only three 
children had scored under 70 in both of two IQ tests 
"which suggests that few mentally retarded children 


had been overlooked". Many attended ESN schools, 
but. the assessments are not clear. They note "stable 


mentally defective mothers can cope with . . . one or 


two children . . . [with more] they become over- 
whelmed" and "children found neglected were the 
offspring of defective parents who themselves had an 
unsatisfactory upbringing'. Scally (1973) uses social 
quotients rather than IQ to evaluate offspring, and is 
thus very difficult to compare with others. 

The most comprehensive analysis of IQ status of 
parents and children is provided by a population 
survey from the. Minnesota Institute of Human 
Genetics, looking at records for 7,778 children (Reed 
and Reed, 1965). In the 89 instances where both 
parents had IOs under 70, nearly 40 per cent of the 
children were also educationally retarded (although the 
average IQ of the children was 74). Where one parent 
only had an IQ below 70, 15 per cent of the children 
were retarded (54 per cent had IOs above 90); and of 
the 7,035 with neither parent retarded, one per cent 
were mentally handicapped. Surveying their data, they 
calculated that for a mentally handicapped person 
under IQ 70, the expectation for one of their children 
also consistently to score under IQ 70 was 17.1 per 
cent. Reed and Anderson (1973) constructed a model 
which predicted. that some 17 per cent of mentally 
handicapped children in any generation would have 
been produced by the retarded, the remaining 83 per 
cent having retardation resulting from abnormal 
mutations, recessive genes and other chance pre- and 
post-natal factors, produced by persons of normal IQ. 
Other more recent studies lack adequate criteria. 
Mattinson (1975) and Craft and Craft (1979b) did not 
check the IQ of children produced, only noting current 
educational status. 


Parental competence 


Assessing the competence of mentally handicapped 
parents is a complex matter. Individuals in different 
strata of society would give different answers to the 
question of how we judge the adequacy of any 
parent. The National Child Development Study in 
Britain found that by the age of seven there are major 
differences between children of different social classes 
in health, skills and scholastic attainment (Davie 
et al, 1972). Shaw and Wright (1960) reported that 
almost a third of their families with one or more 
children had been reported to the authorities because 
of neglect or cruelty. As with all surveys, they find that 
difficulties increased as families got larger. Of the 
children born to the couples in Mattinson’s (1975) 
survey, six (from three families) had been committed to 
the care of the local authority, the remaining 34 were 
being looked after by their parents. Ten of the 13 
families with children under school age were receiving 
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regular or intensive support of health visitors or social 
workers, but none of the children appeared to be in 
dire need. Berg and Nyland (unpublished) reported 
that of the 38 children living with their mentally 
handicapped parents, 21 were receiving good care, 
two satisfactory care, 11 acceptable care and two bad 
care (two not known). Of the 30 children born of the 
marriages Craft and Craft (1979b) followed up, four 
(of two marriages) were in local authority care, and 
two children of one family were on the Social Services 
‘At Risk’ register, although still living at home. In all 
but two of the families with children under the age of 
twelve, a social worker and/or health visitor gave 
active support. 

We know that physical and emotional environment 
can play an important part in the development or 
retardation of intelligence. Much depends on the 
childhood emotional experience of the mother, and 
unfortunately many retarded people have had damag- 
ing upbringings which make it difficult for them to 
appreciate their children's needs (Grunewald, 1979). 
In Sweden a vigorous attempt is made to incorporate 
mentally handicapped mothers into a network of 
social contacts and to admit the children to day 
nurseries/kindergartens at an early age. Grunewald 
(1979) goes on to describe the comprehensive service 
available to retarded parents (see also Grunewald and 
Linner, 1979). Craft and Craft (1979b) give a detailed 
case history showing some of the issues involved in 
supporting mentally handicapped parents. 

On the subject of competence Wolfensberger (1972) 
makes the apposite comment: 


If unfitness for parenthood becomes a criterion, then 
it should be applied both to the retarded and non- 
retarded alike—and many bright, well-educated 
persons are unfit parents. 


With modern positive approaches, how far can the 
children of mentally handicapped parents be helped 
in their development? It is generally accepted that at 
least three-quarters of identified mentally handicapped 
people under IO 70 come from the 'cultural-familial or 
‘socially deprived’ group, having no known organic 
explanation for their handicap (see Craft, 1979). 
Garber and Heber (1977) report a project to detect 
those at risk of developing retardation because of 
their cultural-familial background, and to prevent it 
happening. The research centred on a Milwaukee 
slum. The group of children at risk of developing 
mental retardation was identified with the intention of 
intervening in their lives prior to the decline in 
intellectual levels which was detectable from the age 
of two. Early results are encouraging. At the age of 
66 months, the experimental group had a mean score 


on the Wechsler Preschool and Primary Scale Index 
of 123 (standard deviation 7.6), while the controls 
had a mean of 92 (standard deviation 9.4). At 96 
months there was a differential of 20 or more points 
between the two groups. One third of the controls 
had IQs below 75 (Wechsler Intelligence Scale for 
Children); by contrast the lowest IQ scores for the 
experimental children were two with 88. It remains to 
be seen whether this ability will be maintained in spite 
of the continuing adverse social conditions of these 
children. There was one unexpected development—the 
experimental children were reported to be having 
behavioural problems at school. Garber and Heber 
comment: 


These are usually the result of their high level of 
verbal behavior, which sharply contrasts with 
their peers and gives them the ability to confront 
the teacher. Above all, the Milwaukee Project 
children were given confidence, skill and practice 
in the use of language as an effective tool for 
interacting with the adults in their lives. 


The teachers may have put it differently! 


Fertility and family size 

Fertility has two aspects: the biological capacity to 
reproduce, and effective reproduction (i.e. the numbers 
of children actually produced). With regard to the 
former, most mentallv handicapped adults are fertile 
at a biological level, although there are obvious rare 
exceptions such as Klinefelter's and Turner's syn- 
dromes. However, the more severe the physical 
damage, the less is the likelihood of a functioning 
reproductive system (Wolfensberger, 1972). The 
second aspect becomes a function of drive, opport- 
unity, contraception, or, as in China, politics. In fact 
a review of the literature over recent years shows 
family size diminishing faster if anything, among the 
handicapped than among the general Western 
population. 

In 1959 Wright et ai could find 319 children, 46 per 
cent retarded, produced by 61 ‘defective’ couples, 
whilst Shaw and Wright (1960) found 177 Sheffield 
defectives producing 377 children (12 per cent 
retarded). After 20 years of national contraceptive 
education and social support the picture has greatly 
changed. Mattinson (1975) reported an average of 
1.5 children among her surveyed couples, a mean 
family size lower than in the comparable general 
population (2.1). Craft and Craft (1979b) find their 45 
couples (defectiveness now defined as under IQ 70) 
producing but 30 children, and only two couples not 
using contraception. Grunewald (1979) reports a 
Swedish decline in births to this at-risk group. 











Birth Control | E 


The modern development of safe, reliable and. 


readily available methods of birth control has made 
an enormous practical difference to mentally handi- 
capped people and those who counsel them. I 


The contraceptive pill (OB | 

Although there may be difficulties in service delivery 
(David et al, 1976; MacLean, 1979) many mildly 
retarded women can manage ‘the pill’ successfully 
(Hall, 1975; Kempton and Forman, 1976; Kempton, 
1979). There are drawbacks over and above those for 
the general population—mentally handicapped fe- 
males may already be taking other prescribed medica- 
tion such as anti-convulsant drugs, phenothiazines or 
antidepressants. In general polypharmacy is best 
avoided if another method will serve just as well 
(MacLean, 1979). 


Intra-uterine device (IUD) 


Hall (1975) considers that the IUD is best suited for 
a sexually active woman who lacks supervision and 
sustained motivation. It is also the method preferred 
by MacLean (1979). One drawback is that the device 
can be removed by the woman or her partner. To 
guard against this, one clinic cut the threads very short 
(MacLean, 1979). Another danger is that the dis- 
lodgement of the device may not be noticed or under- 
stood. Not uncommonly mentally handicapped people 
feel that their genitals are ‘dirty’ and they are reluctant 
or afraid to look closely. Check-ups at smaller time 
intervals would help ensure the IUD remains in place 
(Kempton and Forman, 1976; Kempton, 1979). 


Depo-Provera 

Use of this drug, which inhibits ovulation, has now 
been approved by the Committee on Safety of 
Medicines in. Britain on. specialist prescription only. 
One injection every three months is required, but there 
are some disadvantages, such as breakthrough bleed- 
ing and an unpredictable return of fertility after 
discontinuation (Kempton, 1979). Its main usefulness 


is as a short-term measure, for example to protect a. 


woman against pregnancy during an episode of 
disturbed and promiscuous behaviour; or for a wife in 
the period immediately. following her husband's 
vasectomy (MacLean, in press). 


Other non-permanent measures 


In general other methods such as the condom, foam, 
and the diaphragm are not considered suitable for 
mentally handicapped people to employ. Gordon 
(1975) does think retarded males may be able to master 
the technique of using a condom if it is explained 


_ -simply and clearly. Of course, to be most efficacious the 
female partner should use a spermicidal foam, and. 
` this may not always be appreciated by the couple. 


-Sterilization 


ecause of its permanent effect, this raises the 
question of valid consent in the retarded. Generally 
the consensus would seem to be that other alternatives 
should always be considered first (Hall, 1975). Parents 
who request sterilization are often responding to a 
fear of potential, rather than actual, irresponsible 
behaviour. They may well genuinely, but erroneously, 
believe that sterilization removes not only the 
reproductive capacity, but all sexual drive and impulse. 
Kempton (19776) points out that sterilization. is 
usually too drastic a step to take because it is very 
difficult to predict what an individual's real potential 
is. Decisions made on the basis of temporary ado- 
lescent behaviour may prove wrong in the light of 
later maturity. With improved methods of training, 
teaching and treatment, people can and do develop 
abilities and skills. In Sweden no-one under 18 can be 
sterilized (Grunewald and Linner, 1979). There are, of 
course, cases where sterilization is wholly advisable. 
Craft and Craft (1979b) report that several couples on 
their survey requested sterilization to relieve them of 
the worry of potential parenthood. 

There is one other point to consider—the subjective 
angle. As we know from studies in the general popu- 
lation, there are many who regret having consented to 
sterilization. Only careful counselling and unrushed 
planning can avoid this. Several authors comment on 
the bitterness and sad regret expressed by retarded 
people who had been sterilized as a pre-condition of 
institutional discharge, or without any consultation 
(Edgerton, 1967; Andron and Sturm, 1973; Hall, 
1975). 





Abortion : 

As with the normal population, abortion is hedged 
by medico-legal safeguards. It is especially appropriate 
as an option in cases of exploitation (Kempton, 
1977a). Grunewald and Linner (1979) describe the 
position in Sweden and comment that the Swedish 
legislature in passing the 1975 law on abortion, 
stressed the need for extending and improving 
preventative action in the way of birth control advice 
and sex education. This of course applies equally well 
to the retarded as to the normal population. 


Valid and informed consent — | 

Advocates of the sexual and civil rights of mentally 
handicapped people have been much exercised on the 
matter of ‘consent’, particularly in the case of sterili- 
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zation which is the most permanent form of birth 
control (Hastings Center Report, 1978; Evans, 1980; 
Gostin, 1980), although of course the 'consent' debate 
is equally pertinent to the prescription of other 
methods of contraception. Where people are deficient 
in their intellectual and reasoning ability, there is 
always a danger of the agents of society assuming 
global decision-making rights. Add to this the general 
non-assertiveness of retarded people and the way they 
are easily influenced by authority figures, and the 
danger is magnified. The law, and informed current 
opinion now challenges this assumption of "it is in 
their best interests", but the question of the ‘validity’ 
of consent is a vexed one (Bayles, 1978). We would 
suggest, after reviewing the literature that a legally 
effective (or valid) consent has the following elements: 

(1) it is voluntary; (2) the patient is adequately 
informed and comprehends (a) the procedure and 
likely consequences and (b) what alternative proce- 
dures are available, with their consequences; (3) where 
relevant, the sexual partner is informed and agrees. 

How are these elements dealt with in sterilization 
decisions? In Britain there is no set procedure. The 
judgement given in the famous Sheffield court case of 
In re D (a minor) (1976) 1 ALL ER 326 reminded 
medical practitioners of the issues involved, parti- 
cularly where the mentally handicapped person is a 
minor, for the best interests of parents/guardian may 
diverge from those of the child. The judge concluded 
the operation would not be in the best interests of this 
eleven year old mildly mentally handicapped girl. 
She rejected the paediatrician's proposition that where 
there is parental consent, the decision to carry out a 
sterilization operation on a minor was solely within 
the doctor's clinical judgement, even when the purpose 
was non-therapeutic (i.e. not just for the health of the 
patient). 

In America the legal situation remains in need of 
clarification. In some states courts have ruled that no 
mentally incompetent person is capable of consenting 
to sterilization, yet in others the courts permit the 
state to order sterilization (Bayles, 1978; Gostin, 
1980). A 1978 Canadian report showed that 686 
sterilization operations had been performed in Ontario 
hospitals on persons unable to give their own consent, 
and the Ontario legislature imposed a moratorium on 
the sterilization of minors and mentally incompetent 
persons, except in cases where the operation was 
“medically necessary for the protection of the physical 
health of the patient or outpatient". (Evans, 1980). 
The moratorium has been indefinitely extended. 
Evans, the general counsel for the Canadian ne 
Protective Association writes: 

Predictably, there will be differences of opinion as 

to what properly constitutes a clear medical 


necessity. Until there is further judicial pronounce- 
ment on the subject of some clear and unequivocal 
statutory legislation in the area, it is difficult to 
know where the line might be drawn. In the present 
climate, even in the case of mentally retarded 
persons over the age of 16 years, it is suggested that 
the potential of medicolegal problems increases as 
the doctor moves from the physical to the non- 
physical. 


Concluslon 


Many sources tell us that we in the middle of a 
sexual revolution, a revolution which has changed our 
attitudes and behaviour. Debate rages as to the health 
and wisdom of such change (Gebhard, 1980). Certainly, 
there has been a major shift of emphasis concerning 
the sexuality of mentally handicapped people. Whereas 
the early literature concentrated mainly on the 
negative consequences of sexual activity of those 
deemed mentally defective (significantly joining them 
to the category of morally defective), later authors 
write mainly in the context of the positive results of 
aiding mentally handicapped people to live sexually 
satisfying lives. The early literature may be said to be 
orientated towards the community standpoint—"'the 
good of society” bemg the primary consideration. 
More currently, the philosophical approach is the 
normalization of life in all its aspects, the rights of 
mentally handicapped people as individual human 
beings. Of course the two approaches are not mutually 
incompatible, although it has sometimes seemed like 
it. Nothing, however, is clear cut. Much of the 
literature reflects a mingling of the old fears and 
anxieties with a desire to channel positively the 
sexuality which is inherent in every human, whether 
handicapped or normal. 

The advance in general housing standards and 
comfort during the main period of the review (1955-81) 
has been great, with the mentally handicapped sharing 
in a limited way in the general improvement. Allow- 
ance for sexual expression for the handicapped is 
highly relevant here, for humans have a strong 
tendency to pair, and develop a home. This allows a 
double enrichment of human life, a great advance on 
colony, institutional or hostel segregation, and can 
also be justified m terms of cost-effective care. 
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First Admissions of Native-Born and Immigrants to 
Psychiatric Hospitals in South-East England 1976 


G. DEAN, D. WALSH, H. DOWNING and E. SHELLEY 


Summary: In the past, birthplace has frequently been omitted in completing 
the Sheet, but in 1976, over 91 per cent of all first admissions to psychiatric 
hospitals in South-East England were analysed by birthplace, sex, age-group and 
marital status. First admissions for schizophrenia were five times the expected 
number for immigrants from New Commonwealth America (the West Indies), four 
times the expected number for immigrants from New Commonwealth Africa 
(mostly ethnic Asians) and three times the expected number from India. Immi- 
grants from Pakistan and the remaining New Commonwealth Asian countries 
did not show a significantly higher than expected number of admissions for 
schizophrenia, and their first admissions for alcoholic psychosis and alcoholism, 
psychoneuroses and personality and behaviour disorders were significantly 
fewer than expected. First admissions for schizophrenia were also significantly 
more than expected among immigrants from Ireland, Germany and Poland, but 


not from Italy. 


Studies in many countries have found higher rates 
of admission to psychiatric hospitals among immi- 
grant groups than among the native-born population 
of the host countries, (Malzberg, 1969) while immi- 
grant groups have been found to have particularly high 
admission rates for schizophrenia. However, many of 
these studies did not allow for differences in age, sex, 
marital status and social class structure between 
immigrant and host populations. 

Cochrane (1977) studied all admissions to psych- 
iatric hospitals in England and Wales in 1971 by 
place of birth. He found that those who had migrated 
from Scotland, Ireland and Poland had high ad- 
mission rates, those from India, Pakistan, Germany 
and Italy had low admission rates and those from the 
West Indies and the United States of America had 
rates which were similar to those of the native popu- 
lation. However, information on place of birth was 
not available for 30 per cent of patients admitted in 
1971. 

We now report here a study of first admissions to 
psychiatric hospitals in South-East England, compar- 
ing admissions of the native-born population with 
admissions of New Commonwealth-born and Euro- 
pean-born immigrants. 


Method 
The 1971 census provided the age and sex structure 
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of the United Kingdom-born and of the immigrant 
populations from the New Commonwealth countries 
of Asia, including Pakistan, from New Common- 
wealth America (mostly the West Indies) and from 
New Commonwealth Africa (OPCS, 1971). In 
South-East England, there was little change in the 
total population between 1971 and 1976. The 1976 
New Commonwealth immigrant populations were 
estimated by taking account of net immigration to 
Great Britain, less deaths, between 1971 and 1976. The 
Labour Force Surveys of 1973, 1975 and 1977 (1980) 
showed that the proportion of New Commonwealth 
immigrants in the main groups in South-East England, 
compared with the res: of England and Wales, did not 
change between the 1971 census and 1977. In this 
study, it was assumed that the populations were dis- 
tributed in the same proportion as those resident in 
the 1971 census and that they kept the same sex and 
age structure (age-groups 0-19, 20-34, 35-54 and 
55-i-). Between 1971 and 1976, the greatest change in 
the New Commonwealth-born population was among 
immigrants from New Commonwealth Africa of 
Asian ethnic origin, mostly from Uganda. During 
these five years, there was a net immigration to Great 
Britain of 84,000 ethnic Asians and 13,000 ethnic 
Africans from New Commonwealth Africa (Office of 
Population Censuses and Surveys, 1977). During the 
same time, there was a net immigration to Great 
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Britain of 28,000 ethnic Indians from India, 35,000 
ethnic Pakistani from Pakistan and 36,000 ethnic 
Asians from the remainder of New Commonwealth 
Asia. The immigrant population from New Common- 
wealth America changed very little between 1971 and 
1976; there was a net loss by emigration from Great 
Britain of 5,000 during that time. The 1971 census 
populations were used for the ethnic Europeans who 
were born in the New Commonwealth countries and 
also for the United Kingdom-born in South-East 
England and for the immigrants from Europe. 

First admissions to psychiatric hospitals and units 
in the areas of the four Thames Regional Health 
Authorities and to the London Boards of Governors 
Hospitals were studied. These hospitals and units 
cover the geographical region of Greater London, 
Bedfordshire, Essex, Hertfordshire, Kent, Surrey and 
East and West Sussex, which has a total population of 
13 million. The staff of the Department of Health and 
Social Security (DHSS) made a special effort to obtain 
the co-operation of the hospitals to ensure that place 
of birth and other data for each first admission were 
accurately recorded. Some hospital staff demurred at 
the request that birthplace should be noted on all 
admissions, and special meetings were arranged to 
convince the medical and records staff of the import- 
ance of recording birthplace in order to study the 
prevalence of psychiatric morbidity among the immi- 
grant groups who had come from a different back- 
ground than the United Kingdom-born. The con- 
fidentiality of personal data in the study was stressed. 
The Office of Population Censuses and Surveys, 
London, also assisted in the preparation of the data. 

The first admissions to psychiatric hospitals in 
South-East England in 1976 were analysed by age 
(0-19, 20-34, 35-54, 55+), sex and place of birth. 
Those for whom place of birth was not stated were 
excluded from further analysis. An expected number of 
admissions was calculated for each age, sex and diag- 
nostic category for each immigrant group, based on 
United Kingdom-born first admissions in South-East 
England, and categorized by age, sex and diagnosis. 
The chi-square test (y?) was used to determine the 
statistical significance of differences in admissions 
between the immigrant groups and the United 
Kingdom-born. 


Results 

First admissions in 1976 and first admission rates 
for the United Kingdom-born resident in South-East 
England by sex, age-group and diagnostic category are 
shown in Table I. The highest first admission rates for 
both males and females occurred in those aged 20 to 34 
and in those aged over 55 years. Females had a higher 
first admission rate than males. The largest diag- 


nostic categories for United Kingdom-born male first 
admissions were personality and behaviour disorders 
and psychoneurosis. For United Kingdom-born 
females, the most frequent diagnoses were psycho- 
neurosis and senile and pre-senile psychoses. Birth- 
place was recorded in 91 per cent of all first admissions 
in 1976. | 

Actual and expected first admissions in each diag- 
nostic category for male and female New Common- 
wealth immigrants in South-East England are shown 
in Tables II and III, excluding a small number from 
New Commonwealth Europe (Malta and the Medi- 
terranean). 

Schizophrenia accounted for 37.9 per cent of New 
Commonwealth male and 26.3 per cent female first 
admissions and was the diagnostic category which 
caused the excess in total first admissions, when 
compared with the United Kingdom-born. In both 
sexes, the actual number of first admissions diagnosed 
as schizophrenia was more than three times higher 
than the expected number—3.2 times higher in males 
and 3.4 times higher in females. The excess of actual 
over the expected number of admissions for schizo- , 
phrenia is very apparent in each of the four age-groups 
studied (Table IV). 

Depressive psychosis was also significantly increased 
in New Commonwealth females and ‘other psychoses’ 
in both males and females (Tables H and III). Ad- 
missions for alcoholic psychosis and alcoholism and 
for psychoneurosis were significantly less than ex- 
pected among females, while only one male and no 
female was admitted with drug dependence (expected 
number 15.4). 

The immigrants from New Commonwealth Asia 
and Pakistan combined showed no significant 
difference between overall actual and expected total 
first admissions. Immigrants from India had signi- 
ficantly more than the expected number, and immi- 
grants from Pakistan, Bangladesh and the remainder 
of New Commonwealth Asia had significantly fewer 
than expected admissions. Immigrants from India had 
three times the expected number of first admissions for 
schizophrenia. Admissions among immigrants from 
India for ‘all other conditions’ were also greater than 
expected. Immigrants from Pakistan and the re- 
maining countries of New Commonwealth Asia, 
except India, had significantly fewer than expected 
admissions for psychoneurosis, personality and be- 
haviour disorders, alcoholic psychosis and alcoholism 
and 'all other conditions', when the sexes are com- 
bined. All first admissions among immigrants from 
Pakistan (N = 30) were significantly lower than 
expected (N = 47.7). The remaining New Common- 
wealth Asian immigrants were from Malaysia, Ceylon, 
Singapore, Hongkong, etc. 
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Immigrants from New Commonwealth America 
(mostly from the West Indies) had significantly more 
first admissions than expected among males and 
females aged 20-34 and 35-54 years. Schizophrenia 
was the largest diagnostic category for both males and 
females, accounting for 41.4 per cent of male and 29.6 
per cent of female first admissions, and was five times 
the expected number in both sexes. Other psychoses 
and other psychiatric conditions were significantly 
more than expected in females and in the sexes com- 
bined, while alcoholic psychosis and alcoholism was 
significantly less than expected in males and in both 
sexes combined. 

Immigrants from New Commonwealth Africa of 
Asian and African ethnic origin had significantly more 
first admissions than expected, when compared with 
the United Kingdom-born. Admissions were signi- 
ficantly increased among male and female New 
Commonwealth Africa immigrants aged 20-34 and 
35-54 years. The diagnosis of schizophrenia caused 
the largest number of first admissions in both sexes, 
accounting for 49 per cent of male and 30 per cent of 
female first admissions, and in both sexes was four 
times the expected number. In males, admissions for 
personality and behaviour disorders and, in females, 
depressive psychosis and other psychoses were signi- 
ficantly higher than the expected number and psycho- 
neuroses less than expected. 

Admission to psychiatric hospitals for schizophrenia 
are relatively more frequent among the single than the 
married, widowed, divorced and separated. Among 
the United Kingdom-born male first admissions for 
schizophrenia, 60.9 per cent were single, among the 
male New Commonwealth immigrants 58.2 per cent 
and among the immigrants from Ireland (Irish 
Republic and Ireland part not stated) 52.3 per cent. 
Among the United Kingdom-born female first ad- 
missions for schizophrenia, 35.7 per cent were single, 
among the New Commonwealth female admissions 
35 per cent and among the Irish female immigrants 
44,2 per cent (Dean et al, 1981). There was no signi- 
ficant difference in the proportion of single in the 
three groups. 

Admissions for alcoholic psychosis and alcoholism 
were higher than the expected number among immi- 
grants from Ireland (Dean ef al, 1981) (Table IV). 
Admissions for schizophrenia, but not for alcoholism, 
were also significantly higher than expected (P <0.05) 
among immigrants from Germany (12 actual, 6.7 
expected) and Poland (14 actual, 4.6 expected), but 
not among immigrants from Italy (8 actual, 7.0 
expected), 


Discussion 
Previous studies of admissions of immigrants to 


psychiatric hospitals in England and Wales have been 
hampered by the omission of recording the country of 
birth on a high proportion of identification sheets, or 
have been conducted only in circumscribed areas of 
Britain. In this study, place of birth was ascertained 
for over 91 per cent of all first admissions, with the 
collaboration of the staffs of the psychiatric hospitals 
of South-East England. Exclusion of the group for 
whom place of birth was not stated probably leads to 
relative under-representation of those born in the 
United Kingdom or in Ireland (Cochrane, 1977). It is 
possible that some patients recorded as being admitted 
to a psychiatric hospital for the first time may actually 
have been at some other psychiatric hospital on a pre- 
vious occasion. This may be more likely to be the case 
for immigrants than for the native-born, as the former 
may conceal or forget earlier admissions in their home 
countries prior to migration. Some of the countries 
from which patients represented in this study origin- 
ated may have different thresholds for hospitalization 
than those obtaining in the United Kingdom. It is, 
therefore, possible that some immigrants may have 
been ill for a considerable time in their home countries 
without being hospitalized. On arrival in the United 
Kingdom, where lower hospitalization thresholds 
operate, some immigrants may have been admitted to 
hospital shortly afterwards. This taking up the slack 
of residual illness may artificially raise immigrant 
hospitalization rates. It must also be borne in mind 
that existing or incipient mental illness may have been 
a stimulus to migration (Odegaard, 1932) and that 
psychiatric symptomatology or its expression in immi- 
grants may be more acute and more socially dis- 
ruptive than in natives, and therefore more frequently 
lead to hospitalization (Gordon, 1965). 

Finally, the rootlessness of some psychiatric 
patients, particularly migrants suffering from schizo- 
phrenia, may lead them to move frequently and rapidly 
from one area within the United Kingdom to another 
and also within the area of South-East England where 
this study was based. In these circumstances, multiple 
admissions in different parts of the country present 
greater possibilities for over-estimation of first 
admissions for this group than would be the case for a 
more stable native resident population. 

In Europe and North America, the prevalence of 
schizophrenia, if not the incidence, is higher among 
lower socio-economic groups. However, in India the 
opposite may be true (Rao, 1966). Further studies are 
proposed to ascertain the socio-economic and occu- 
pation groups of the immigrant population in com- 
parison with the United Kingdom-born. 

Schizophrenia as seen in developing countries may 
be quite atypical, when compared with schizophrenia 
in Western countries, often having an acute onset and 
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rapidly changing clinical symptoms (Torrey, 1980). 
Such acute-onset psychoses, relatively uncommon for 
contemporary British psychiatrists, may be more 
likely to be labelled schizophrenia by them than if they 
were being adjudicated on by psychiatrists of their 


own race in their home countries. The standing of the | 


acute psychotic episodes often seen in developing 
countries in relation to ‘schizophrenia’ is not clear 
(Littlewood and Lipsedge, 1981). 

The extent to which immigrant status in its own 
right, rather than membership of a particular ethnic 
group, contributed to susceptibility to hospital ad- 
mission for psychiatric illness is a matter of consider- 
able importance. Clearly, no simple answer can be 
given, as each migration differs in its origins, char- 
acteristics and consequences. Equally, the status of the 
immigrant in the recipient country, the degree of social 
support available to him and the attitude of his 
native-born neighbours, in addition to more tangible 
realities such as a capacity to speak the language and 
to obtain employment, are of crucial importance in 
determining his mental health status. Since each 
immigrant situation is unique, it must be studied in its 
own context. 

The general findings of this study, in showing 
increased first admissions for schizophrenia for 
immigrants from New Commonwealth countries and 
Pakistan and from some European countries, are in 
agreement with such earlier studies as those of Kiev 
(1965), Pinto (1970) and Rwegellero (1977). The 
numbers of migrants from some of the countries in our 
study were small; nevertheless, these preliminary 
findings are of sufficient importance to justify more 
extended studies, which would be controlled for 
marital status, socio-economic group and other 
relevant variables. It is hoped to initiate such studies 
shortly, Investigations of variations in disease inci- 
dence and patterns between ethnic groups are of great 
value in furthering knowledge of the origins and out- 
come of illness (British Medical Journal, 1981). Un- 
fortunately, birthplace is very frequently omitted in 
the space provided in the Psychiatric In-patient 
Identification Sheet and, in general hospitals, on the 
Hospital Activity Analysis forms (Dean et al, 1976). 
It is of the greatest importance that birthplace should 
be noted on these forms, so that studies of the kind 
reported here can be carried out. 
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Quantitative Determination of Immunoglobulins in CSF and 


Plasma of Chronic Schizophrenic Patients 


LYNN E. DELISI, DANIEL R. WEINBERGER, STEVEN POTKIN, 
LEONARD M. NECKERS, DAVID J. SHILING and RICHARD JED WYATT 


Summary : 


Immunoglobulins, IgG, IgA and IgM were quantified in cerebro- 


spinal fluid (CSF) and plasma from chronic schizophrenic patients and controls 
using an immunofluorescent antibody technique. A generalized reduction in 
immunoglobulin levels was observed in the schizophrenic patients compared 
with controls. While this study supports other reports of abnormal immune 
functioning in schizophrenia, it failed to replicate previous findings of elevations 
in CSF IgG and elevations in serum IgA. The aetiology and significance of these 
findings are hypothesized but remain elusive. 


An association between abnormal immune func- 
tioning and schizophrenia has been reported by 
several investigators (Heath and Krupp, 1967a, b, c; 
Heath er al, 1967; Vartanian et al, 1978; Liedeman 
and Prilipko, 1978; Friedman er al, 1967; Vaughn 
et al, 1949; Jankovic et al, 1979). Although the 
aetiology of altered immunological function in 
schizophrenia is unknown, several possibilities have 
been proposed. They include a reaction to a viral-like 
substance in some schizophrenic patients (Torrey et al, 
1978; Crow et al, 1979; Dwyer, 1979; and Tyrell 
et al, 1979), a manifestation of an autoimmune 
disease (Heath and Krupp, 1967b; Werthheimer, 
1961), and the result of pharmacological treatment 
(Lovett et al, 1978; Ferguson et al, 1978; Fieve et al, 
1966; Zarrabi et al, 1979). 

The most accessible and extensively studied 
components of the immune system are the immuno- 
globulins. Of the five major classes of immunoglo- 
bulins, IgG normally comprises 70-80 per cent of the 
serum and almost all of the CSF antibodies, while 
IgA comprises about 20 per cent and IgM approxi- 
mately 7 per cent of serum immunoglobulins. IgA and 
IgM are present in CSF in trace amounts (for review 
see Thaler et al, 1977; and Fishman, 1980). Each of 
the possibilities for altered immunological functions 
in schizophrenia mentioned above might effect the 
concentrations of these components of the humoral 
immune system. Increased concentrations could 
reflect recent or past infection or antigen load. 
Decreased concentrations might reflect diminished 
immunological competence. 


Studies of immunoglobulins in schizophrenic 
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patients have produced contradictory findings. Solo- 
mon ef al (1969) demonstrated significantly higher 
serum IgA and IgM in psychiatric inpatients, although 
they found no difference between the schizophrenic 
and other psychiatric patient groups. While the 
elevation of serum IgA was confirmed by others 
(Strahilevitz and Davis, 1970; Hendrie et al, 1972), 
Bock et al (1970) found serum IgM to be decreased in 
schizophrenic patients and Domino et al (1975) found 
IgA to be decreased in acute schizophrenic patients. 
Pulkkinen (1977) showed that a good prognosis 
appeared to be connected with higher than average 
IgA and IgG concentrations at the beginning of 
treatment but Amkraut et al (1973) found patients 
with IgA and IgG levels below average to be more 
likely to recover than those with higher levels. 

While Hunter et al (1969) found 13 per cent of 
unselected admissions to a psychiatric unit had raised 
total CSF immunoglobulin levels, only two reports of 
CSF immunoglobulin classes in schizophrenic patients 
have appeared and these have been contradictory. 
Torrey et al (1978) found an increase in CSF IgG 
concentrations in 35 per cent of chronic schizophrenic 
patients, although, in a subsequent report, Albrecht 
et al (1980) failed to replicate this finding. 

The reason for these discrepancies is not clear. It is 
possible that the heterogeneity of the populations 
studied as well as lack of control of many environ- 
mental factors affecting immunoglobulin production 
(e.g. drug treatment, endemic viruses) could have led 
to the contradictory results. The CSF studies also may 
have suffered from a CSF gradient artifact. A recent 
study (Fossan and Larsen, 1979) has shown that IgG 
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levels vary significantly depending upon which 
fraction of CSF is assayed. 

In a further attempt to examine immunoglobulin 
concentrations in schizophrenic patients compared 
with controls, we have measured IgG, IgA, and IgM 
concentrations in CSF and plasma from chronic poor 
prognosis schizophrenic patients who had not 
received medication for at least three weeks before the 
sampling procedures. In addition, we have controlled 
for a potential CSF gradient artifact. 


Methods 


Thirty-five chronic schizophrenic patients (diag- 
nosed by Research Diagnostic Criteria, Spitzer et al, 
1977), hospitalized on NIMH research wards at Saint 
Elizabeths Hospital, Washington, D.C., had spinal 
fluid and plasma samples taken simultaneously after a 
medication withdrawal period of at least three weeks. 
The sample consisted of 27 males and 8 females, 
mean age 28.7 (s.d. 17.4); 28 were Caucasian and 7 
were black. They were all patients with unremitting 
illness whose symptoms failed to respond to neuro- 
leptic medication sufficiently to be maintained outside 
a hospital; mean length of illness was 10.4 (s.d. 7.2) 
years, To assess the potential effect of neuroleptic 
drugs, a subgroup of seven patients had additional 


CSF and plasma samples taken while on at least two 
months of stable doses of neuroleptic medication. 
Spinal taps were performed in the morning on all 
subjects and fluid from the 10th to 15th cc used in all 
immunoglobulin analyses. CSF from 16 neurological 
controls was obtained for comparison; their mean 
age was 38.3 (s.d. 19.21), 13 were male, and 3 females, 
12 were Caucasian and 4 were black; they were non- 
psychiatric patients presenting to a neurology service 
for evaluation of miscellaneous symptoms such as 
headache, tremors, or seizures of unknown aetiology; 
none had specific physical findings. Written consent 
was obtained from all subjects prior to spinal taps. 
For those patients who were unable to give informed 
consent, permission from close relatives was obtained. 
Since no matching plasma was available from the 
neurological patients plasma samples were obtained 
from 17 healthy laboratory workers (mean age 
26.2+6, 13 males, four females, 16 Caucasian, one 
black). All blood was drawn into heparinized vacu- 
tainer tubes. Plasma was prepared by centrifuging at 
2,000 xg and stored at —70^C until assayed. CSF 
samples also were stored at —70^C until assayed. 
Immunoglobulin assays were performed randomly 
in duplicates without knowledge of diagnosis using 
the Immuno-fluor procedure (Bio-Rad Laboratories) 


TABLE I 
Mean (+ SEM) CSF and plasma immunoglobulins 














CSF Plasma 
IgG IgA IgM 
75 Total 95 Total 75 Total 
ug% protein ug% protein ugo protein IgG IgA IgM 
Published 1.9 .028- .08 Q- 17.0 800- 120- 60- 
Normal means (1.41 . 106* (.05)§ .02* (.0005)§ 1600+ 2301 2001 
Range 4.6 
(1.9)3 

Controls 
CSF N = 16 2.26 . 066 2.93 . 0088 59.55 0015 860 256 170 
Plasma N = 17 (.41) (.01) (.05) (.001) (16.5) 60004) — (61.7) (21.9) (14.01) 
Schizophrenic 

patients 1.14 050 .134 .0038 11.53 .0005 630 127 123 
N = 35 (.25) (.007) (.02) (.0005 | (2.2) (.0001) (48) (15.2) (14.5) 
pes 2.41 1.18 3.99 4.5 2.96 3.01 2.84 2.97 1.99 
pre 2.02 NS -.001 > .001 > .01 <.005 > Ol > Ol 2.05 
* Torrey et al, 1978 ** Schizophrenic patients vs. controls 


t Established by Bio-Rad Laboratories using the Immuno-Fluor method 
i Weisner et al, 1975 : 
$ Fishman et al, 1980 





* 
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for determination of IgA, IgG, and IgM in plasma 
and spinal fluid. Antibody to each immunoglobulin 
was covalently coupled to hydrophilic polyacrylamide 
beads to form an immunoadsorbent. Sample was 
added for all present immunoglobulin to bind to the 
immunoadsorbent. Fluorescently labeled monospecific 
antiserum was then added in excess to combine with 
all complexes in the solution. After centrifugation and 
pelleting of the fluorescent complexes, the pellets were 
washed twice in a buffer (pH 7.5 containing .15 mol 
NaCL and .01 mol sodium phosphate diluted in 
distilled water) and the fluorescence measured at an 
excitation wavelength of 485 mm and an emission 
wavelength of 525 mm on a standard laboratory 
fluorometer. Split sample coefficients of variation for 
samples assayed on separate days was 10.6 per cent 
(IgG), 7.6 per cent (IgA), and 5.3 per cent (IgM). 

Four patients had immunoglobulins assayed twice 
from several different fractions collected from the 
same spinal tap in order to determine if a gradient 
existed in immunoglobulin levels in CSF. CSF protein 
levels were determined using the turbidometric 
method described by Annino (1964). Statistical 
analyses of all results were performed using two-tailed 
independent t-tests, unless otherwise stated. 


Results 

CSF and plasma IgG, IgA, IgM concentrations in 
mg per cent were significantly lower in the chronic 
schizophrenic patients compared with control groups. 
When expressed in mg/total protein, CSF IgG was not 
significantly lower, but IgA and IgM levels in the 
schizophrenic patients remained lower (Table I). 

In the patient sample CSF and plasma IgA and 
IgM levels were positively correlated (Pearson r = .39, 
P «,05 and r = .42, P <.02 respectively) but the 
correlation between the IgG levels was not significant 
(r == .06). In the seven patients who were studied both 
on and off neuroleptic medication there was no 
difference between mean CSF or plasma concentrations 
of any of the immunoglobulins. 

Sample storage time, a potential source of artifact 


TABLE II 
Spinal fluid fraction. Mean (+SEM) IgG, IgA, IgM 
concentrations for four patients from different fractions of 


CSF used for analyses 
| /— ise  — AS cc 
IgG (mg/100 ml) 1.783 .30 1,35 45 
IgA (mg/100 ml) 2160+ .13 .0871 + .04 
IgM (ug/100 ml) 48.75 -17.0 33.7--8.0 


not considered in previous studies, ranged from four 
years to less than a month. There was no significant 
correlation between time in freezer and immuno- 
globulin levels in CSF or plasma. When multiple CSF 
fractions from four patients' spinal taps were assayed, 
there was a clear trend toward lower levels of IgG, 
IgA and IgM with CSF samples taken from higher 
fractions (Table II) (mean 32 per cent decline in IgG; 
25 per cent in IgA and 47 per cent in IgM). 


Discussion 


We did not find an increase in IgG, IgA and IgM 
levels in CSF and plasma of chronic schizophrenic 
patients. In demyelinating and infectious diseases of 
the CNS, on the other hand, relative increases in CSF 
gamma globulins, possibly due to CSF synthesis, 
have been found (Fishman, 1980). The finding that 
IgA and IgM levels in plasma and CSF of the schizo- 
phrenic patients correlate while IgG levels do not, is 
consistent with the notion that there is independent 
production of IgG in the central nervous system. In 
our patients, however, we found no evidence of 
increased production. Although antibody producing 
cells are known to be present in normal CSF (Manconi 
et al, 1976), their significance is unknown. 

While we did not confirm the previous findings of 
elevations in IgG (Torrey et al, 1978), IgA and IgM 
(Solomon et al, 1969; Strahilevitz et al, 1970, 1976), in 
either CSF or plasma, our results may be consistent 
with the notion that neuroleptic medication may 
suppress the immune response. Although the patients 
in our study were withdrawn from all medications for 
about three weeks, they had previously received long- 
term neuroleptic treatment. The time period necessary 
for return to normal immune functioning after years of 
suppression is not known. 

That neuroleptics affect the immune system is 
supported by several lines of evidence. Chlorpro- 
mazine has been linked to the presence of abnormal 
lymphocytes in the blood of schizophrenic patients 
(Fieve et al, 1966) and the development of systemic 
lupus erythematosis an immune complex disorder 
(Dubois et al, 1972; Fessel and Solomon, 1960; and 
Ananth et al, 1973). Antinuclear antibodies have also 
been associated with long-term neuroleptic treatment 
(Zarrabi et al, 1979; Gallien et al, 1976; Johnstone 
and Whaley, 1975). Lovett et a/ (1978) has reported a 
decrease in antibody production im vitro associated 
with chlorpromazine and Ferguson et al (1978) 
reported a suppressive effect of chlorpromazine on 
several measures of lymphocyte responsiveness. Our 
data could be interpreted as consistent with these 
findings. Whatever the aetiology of depressed immuno- 
globulins levels, it is interesting to speculate about the 
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possible clinical relevance of this state for those 
schizophrenic patients who manifest it. 

There have been reports of a reduced life span 
among schizophrenic patients (Niswander et al, 1961 
and 1963; Tsuang and Woolson, 1977). Two major 
categories of ilInéss that conceivably would lower the 
life span of a population and could be associated with 
reduced immune responsiveness are infections and 
neoplasms. Some studies in the literature report an 
increase in infections among hospitalized mental 
patients (Tsuang et al, 1980; Alstrom, 1942; Babigian 
and Odoroff, 1969), while there is at least one report of 
increased resistance to infection (Doust, 1952). 
Whether more schizophrenics die of infectious diseases 
than the general population (Baldwin, 1979) remains 
unclear. 

Although controversial (Baldwin, 1979; Fox, 1978), 
it has long been thought that the death rate from 
cancer is lower in schizophrenic patients than in the 
general population (Alstrom, 1942; Katz et al, 1967; 
Lindelius and Kay, 1973; Modrzewska and Book, 
1979); however some studies of schizophrenic patients, 
treated with neuroleptics, report a relative rise in the 
incidence of cancer. Breast cancer, which has been 
associated with immune changes (Conesa et al, 1979) 
has been reported to be associated with neuroleptic 
use (Ettigi et al, 1973; and Overall, 1968); while this 
association has yet to be clarified (Thompson and 
Weissman, 1979), it may be related to a rise in 
prolactin levels induced by neuroleptic drugs (Meltzer 
and Fang, 1976) rather than immunologic alterations. 
Baur (1967) suggested that an excess of fatal blood 
dyscrasias, including neoplasms, reported among 
schizophrenic patients may be due to phenothiazines. 
Chronic administration of immune suppressive drugs, 
such as following organ transplantation, can lead to 
subsequent neoplastic development (Montie, 1979). 
Nevertheless, none of the patients we studied had 
evidence of a decreased resistance to infections and 
none were known to have neoplasms, 

Alternatively, it is possible that abnormal immunity 
plays a role in the development of schizophrenia. 
Although abnormalities of lymphocytes as well as 
abnormal immune responses may be associated with 
neuroleptic treatment, some indirect measures of 
immune status, such as the alleged decreased pre- 
valence of rheumatoid arthritis (Gregg, 1939; Nissen 
and Spencer, 1936) and decreased prevalence of 
allergy in schizophrenic patients (McAllister and 
Hecker, 1949; Beauchemin, 1936) were noticed 
before the advent of neuroleptics. Even 
serum (Vaughn ef al, 1949) and cellular immune 
responses were noted (Molholm, 1942). No recogniz- 
able immunological pattern has yet been reported 
and furthermore there is no consistency in findings 


among the published studies of schizophrenic patients. 
Thus, the interpretation of these findings remains 
largely speculative. 

Future studies of 'first episode' schizophrenic 
patients, before medication commences, will be 
necessary to determine if abnormal immune function- 
ing plays a role in the development of schizophrenia. 
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Language Dysfunction in Schizophrenia 


RAYMOND FABER and MICHELE BIERENBAUM REICHSTEIN 


summary: Similarities between language disorders in aphasia and formal 
thought disorder in schizophrenia are explored in 24 schizophrenic, 5 manic and 
5 depressed psychiatric in-patients, and 28 normal controls. Eight sub-tests from 
the Boston Diagnostic Aphasia Examination, a picture naming test and the Token 
Test were administered. Schizophrenics with formal thought disorder showed 
significant abnormalities compared to all other groups, particularly on the Token 
Test and the repetition of phrases test. These deficits are suggestive of language 
comprehension and repetition dysfunctions in a substantial minority of rigorously 


defined schizophrenics. 


Disordered language is a common clinical mani- 
festation of schizophrenia. It is generally believed 
that such disordered language results from a distur- 
bance of thinking and, hence, is often referred to as a 
formal thought disorder (Benson, 1975). This is in 
contrast with aphasic language where the basic 
dysfunction results from brain pathology involving 
language mechanisms. Phenomenological similarities 
between aphasic and schizophrenic language are 
apparent, however, and some of schizophrenic 
language might be interpreted as an aphasic distur- 
bance, as suggested by Kraepelin and more recently by 
Kleist (1960), Chaika (1974; 1977) and Andreasen and 
Grove (1979). Other authors (Fromkin, 1975; 
Lecours and Vanier-Clement, 1976; Gerson et al, 
1977; Rausch et al, 1980) dispute this. 

This report examines the similarity with aphasia of 
the disordered language manifested in schizophrenia 
utilizing standard, simple tests widely used to assess 
language competency. 


Method 
Subjects 


As part of a larger study, 24 schizophrenic, 5 manic 
and 5 depressed patients were selected from acute 
treatment wards of a V.A. hospital during a six- 
month period if they met the diagnostic criteria of 
Taylor and Abrams (1978). These criteria exclude 
patients with neurological disease. Twenty-eight 
control subjects (hospital employees with no history 
of psychiatric or neurological disease) were selected 
to be comparable with patients in age and level of 
educational attainment. As shown in Table I, subjects 
did not differ in these demographic characteristics. 
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Procedure 


All patients and controls were tested by a research 
assistant who was unaware of the research diagnosis. 
Testing was generally performed prior to the patient 
receiving psychotropic medications; however, lifetime 
total dosage was not calculated. 

Subjects were administered ten tests: (a) eight tests 
of the Boston Diagnostic Aphasia Examination 
(BDAE)—(i) automatized sequences (days of the week, 
months of the year); (ii) repetition of words; (iii) re- 
peating phrases; (iv) word reading; (v) responsive 
naming; (vi) visual confrontation naming; (vii) body 
part naming; and (viii) animal naming (as many 
animals as possible in one minute); (b) an extensive 
picture-naming test made up of 68 pictures taken from 
the Peabody Picture Vocabulary Test; (c) the Token 
Test (DeRenzi and Vignolo, 1962), a highly reliable 
and sensitive test of auditory comprehension (Boller 
and Vignolo, 1966), which entails identifying or 
manipulating round or square tokens of different 
colours according to increasingly complex directions. 

The student's test, two tailed, was used to evaluate 
mean differences between groups, subsequent to a 
one-way analysis of variance if the P value obtained 
was significant at the .05 level. 

The authors predicted that schizophrenics with 
formal thought disorder would perform poorly 
compared to other subjects. This was based on an 
unpublished pilot study performed by one of the 
authors (R.F.), where about one-third of schizo- 
phrenics had auditory comprehension and picture- 
naming difficulties which correlated with the presence 
of formal thought disorder. | 
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TABLE Í 
General information on subject groups 
Schizophrenia 
Thought disorder — Nothought disorder Affective disorder Control 
Number 14 10 10 28 
Mean age 41.8 40,3 43.8 43.1 
Mean years of schooling i 11.8 12.2 13.6 12.0 
75 Female 21 10 20 11 
% Left-handed 21 10 10 18 
, TABLE II 
‘Language test results 
Schizophrenia Schizophrenia 
(thought (no thought Affective 
disorder) disorder) disorder Controls 
(n = 14) (n = 10) (n == 10) (n = 28) 
Groups T-test 
mean SD mean SD mean SD mean SD differing value 


Automatized 

sequences 7.5 0.76 7.4 0.97 
Repetition of words 9.3 0.61 9.6 0.70 
Repetition of phrases 12.6 2.76 15.1 0.99 
Word reading 30.0 0 29.7 0.95 
Responsive naming 27.2 3.29 29.2 1.93 
Visual confrontation 

100.6 4.78 99.9 2.92 

Body part naming 25.6 2.24 26.0 1.63 
Animal naming 14.3 5.74 15.3 8.3 
Picture naming 65.2 3.2 65.9 3.4 
Token test 49.3 11.4 56.6 4.0 


9 0.32 7.8 0.63 none 

6 0.52 9.9 0.36 FITD-+wC 3.59*** 

5 0.71 14.9 0.89 FTD-+vs FID-  3.97*** 
FTD--vs AD 4.6]*** 
FTD-rvs C 4.62*** 

4 1.26 30.0 0 none i 

sa 3.09 29.8 0.79 FTD--veFTD- 2.21* 
FTD--vs C 3.6*** 

.8 8.68 100.4 4.29 none 

.0 0 27.0 0 FTD--vs AD 2.7** 
FID+va C 3.44** 
FTD — v8 C 2.1" 

.3 11.86 20.8 7.67 none 

.7 3.7 67.5 0.92 FID+vsc 2.15"* 

M 4.4 59.3 2.3 FID--vsFID- 2.9** 
FID+vs AD 3.1** 
FTD -rvsC 5.0*»* 


(FID -+ = formal thought disorder; FTD — = no formal thought disorder). 


* P <.05 (two-tailed) 
** P <.01 (two-tailed) 
*** P « 001 (two-tailed) 


Results 
As there were no significant differences on demo- 
graphic or test data between the manic and depreased 
patients, their data were combined into an affective 
disorder group. Based on prior pilot study data, 
patients with schizophrenia were split into two groups 
based on the presence or absence of a formal thought 


disorder (FTD), identified clinically as derailment or 
loosening of associations if this was agreed upon by 
two independent examiners. 

Table If shows the mean scores of language tests 
administered and the significant differences between 
the groups compared. 

Significant differences were found on several tests 
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were compared with the three other groups. Differ- 
ences were most striking on the Token Test and the 
repetition of phrases test. On tests of responsive 
naming, body part naming, picture naming. and 
repetition of words, schizophrenics with formal 
thought disorder differed significantly from other 
groups, but the differences were less significant. 


Discussion 

This study identified a subgroup of schizophrenics 
(with formal thought disorder) who manifested 
significant language dysfunction. Patients with affec- 
tive disorders, schizophrenics without formal thought 
disorder and controls did not exhibit this dysfunction. 

The topic of aphasic impairment in schizophrenia 
has interested clinicians since Kraepelin first des- 
cribed schizophrenics with unintelligible speech, 
which he termed schizophasia. Since then various 
authors have described schizophrenic language 
dysfunction in terms similar to those used in the 
aphasiology literature. 

Chaika (1974; 1977) has argued strongly that 
schizophrenic speech represents “a true break in 
normal language competence” quite like that found in 
aphasia. Horsfall (1973) was unable to differentiate the 
performance of schizophrenic and aphasic subjects on 
the Porch Index of Communicative Abilities. Of 
related interest are studies of schizophrenics finding 
evidence of dysfunction in the left temporal lobe. 
These include EEG measures (Flor-Henry, 1976), 
neuropsychological tests (Taylor et al, 1979), and 
skin conductance (Gruzelier and Venables, 1972). 
This region is often the anatomic locus of pathology in 
aphasics with comprehension, repetition and com- 
munication problems (Maly et al, 1977). 

Other writers have found differences between 
aphasics and schizophrenics. Gerson et al (1977) 
examined the verbal output of eight patients with 
posterior aphasia and ten patients with acute schizo- 
phrenia. Patients were asked open and closed-ended 
questions. Six striking differences between the 
groups were described, though numerical data were 
not presented and statistical methods were not 
applied. DiSimoni et al (1977) administered a battery 
of ten tests for aphasia to a group of 27 chronic 
schizophrenic patients. Results showed patients to 
perform quite poorly with regard to relevance of their 
responses and reading comprehension. The authors 
compared their results with those obtained on the 
same battery previously administered to a group of 
aphasic patients and concluded that these two 
groups differed significantly. However, 30 per cent 
of the schizophrenic subjects performed well below 
the normal range on several of the tests administered, 
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when schizophrenics with formal thought disorder < including the digit span test, Part V of the Token 


T Test, and the word fluency test. 


^ This report supports the former studies, suggesting 
the existence of a subgroup of patients which could 


be labelled as schizophasic schizophrenia. It is also 


supportive of the recent suggestions of Andreasen 
and Grove (1979) and Abrams and Taylor (1980) 
showing similarities between this subgroup and 
Wernicke's aphasia, which is characterized by fluent 
paraphasic speech, comprehension, repetition and 
word-finding disturbances. Further studies directly 
comparing verbal output and language competency in 
schizophasic schizophrenia and Wernicke's aphasia 
would be of interest. 
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Summary : 


Data from ‘Chapman’ $ afnadonia óhd E T aberration scales 


are presented for groups of schizophrenics and hospital staff control subjects. 
Differences between the two groups are found for both anhedonia scales and for- 
the perceptual aberration scale, but the difference for physical anhedonia is only 
marginally significant, The anhedonia scales do not differentiate between the 
two groups sufficiently well to be useful diagnostically, — 


Rado (1956) proposed that 'anhedonia', the jon Or 
absence of the ability to experience pleasure, might be 
a central feature of schizophrenia. Meehl (1962) 
subsequently adopted this suggestion, and listed 
anhedonia as one of the four ‘cardinal’ symptoms of 
schizophrenia. Because the schizophrenic fails to find 
relationships with others at all enjoyable, he with- 
draws from social contacts, and tends instead to 
inhabit a private irrational world of his own. Other 
researchers have suggested biochemical bases for 
anhedonia (Wise and Stein, 1973), 

The first experiment on anhedonia was reported by 
Chapman et al (1976), who designed questionnaires of 
social and physical anhedonia and administered them 
to 121 schizophrenics and 241 normal controls. 
Physical anhedonia covered.a wide variety of pleasures 
—e.g. admiring the beauty of sunsets, eating, drinking, 
singing, being massaged. “Social anhedonia' covered 
all pleasures derived from having friends and being 
with other people. 

Using these questionnaires Chapman et al were able 
to show that schizophrenics had significantly higher 
social and physical anhedonia scores, confirming the 
opinion of Rado and Meehl that they enjoy themselves 
less. Meehl (1975) put it more picturesquely, “Some 
men are just born three drinks behind”’. There washow- 
ever considerable overlap between the range of normal 
andschizophrenicanhedonia scores, indicating thatthe 


used alone. 

Subsequent research with the scales has shown that 
normal college students with high anhedonia scores 
are less socially skilled (Haberman et al, 1979) and 
produce significantly more schizophrenic-like Ror- 
schach responses (Edell and Chapman, 1979). Penk et 
al (1979) found that the anhedonia scales correlate 
with the Social Introversion scales of the MMPI and 
with the DSM II diagnostic category 'schizophrenia, 
latent type'. | 
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The aim of the present research was to apply the 
anhedonia scales to a sample of British schizophrenic 
patients and to try to relate anhedonia scores to - 
symptom patterns. It was predicted that anhedonic 
patients would be most likely to exhibit symptoms of 
apathy and withdrawal. 

In addition, ‘Chapman etal 's (1978) perceptual aber- 
ration scale was used. This consists of 35 items: 16 
somatic delusional symptoms such as, “Parts of my 
body occasionally seem dead or unreal", 11 feelings of 
unreality such as “I sometimes have to touch myself to 
make sure I’m still there", and eight other per- 
ceptual changes such as; “For several days at a time I 
have such a heightened awareness of sights and 
sounds that I cannot shut them out". The modal score 
obtained by undergraduate subjects completing this 
scale is zero. It is included to demonstrate that the 
schizophrenic sample do manifest some’ obvious 
schizophrenic behaviour and that the control group do 
not. 


Method 
Subjects 


Fifty-two shtiliphienic patients at a large pisei 
iatric hospital, 26 male and 26 female, were tested. 
Twenty-nine were acute admissions or readmissions 
within the previous six months; twenty-three had been 


^ discharged more than three years previously but were - 
anhedonia scales would have little diagnostic value - 


presently attending ‘industrial therapy within the 


hospital. The ages ranged from 21 to 83 years. The 


criterion for inclusion in the schizophrenic group was 
the diagnosis of a consultant psychiatrist, as recorded 
in the case notes, _ 

There were 102 control subjects—nursing and other ' 
staff at the hospital. 


Measures | 
The 66 item version of the physical anhedonia scale, 
the 47 item social anhedonia scale and the 35 item 
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perceptual aberration scale were administered. Two 
control scales were also used. The first was a 17 item 
infrequency scale, adapted by Chapman et al from 
Jackson's (1974) Personality Research Form; the items, 
such as, ‘I have never combed my hair’ or, ‘I visited 
Easter Island last year’, are intended to pick out sub- 
jects who are not paying attention or not taking the 
test seriously. The second control scale was the 21 
item social desirability scale of the Eysenck Person- 
ality Questionnaire, rephrased for ‘true/false’ answers 
to match Chapman ef al’s scales. 

The control subjects completed copies of the 
questionnaire anonymously and returned them to a 
box in the nursing office. For the schizophrenic 
subjects, a card format was adopted, in which the 
experimenter (F.S.) tested each subject individually, 
presented each item in turn, asked the subject to read 
it aloud, and then place it in a ‘true’ or ‘false’ box. 


~ Results 

Controls 

Fifteen male and three female control subjects 
scored more than 3 on the infrequency scale, and their 
results were discarded. From the remainder 26 male 
and 26 females were selected to match as closely as 
possible the age and education levels of the 52 schizo- 
phrenic subjects. Mean scores for the three scales are 
given in Table I. Two way analyses of variance were 
calculated for each scale, in which the factors were sex 
and diagnostic category (schizophrenic or normal). 


Physical anhedonia 


A main effect of diagnostic category was found, 
showing a significant tendency (F = 2.87, df = 1/100, 
P <.05, one-tailed) for schizophrenics to have higher 
physical anhedonia scores. No main effect of sex was 
found, and no interaction between the two factors. 
However, inspection of the data revealed that the 
control female group had a considerably higher 
variance than the other groups; for this reason, t tests 
were calculated comparing male and female subjects 
separately. A significant difference was found between 


male schizophrenics and male controls (t = 2.08, df = 
50, P <.05), but not between female schizophrenics 
and female controls. 


Social anhedonia 


A significant effect of diagnostic category was 
found (F = 12.75, df — 1/100, P <.001); schizo- 
phrenics had higher social anhedonia scores than 
controls. No main effect of sex was found and there 
was no interaction. The variances of the four groups 
were approximately equal. 


. Perceptual aberration 


A main effect of diagnostic category was found. As 
expected the schizophrenic scores were significantly 
higher (F = 39.74, df = 1/100, P <.001) than the 
controls. No significant main effect of sex was found, 
and there was no interaction. 


Symptom patterns 

The schizophrenic case histories were examined for 
reports of five types of symptom. Fifteen patients had 
exhibited paranoid symptoms, 13 were described as 
apathetic or withdrawn, 26 were hallucinated or 
deluded, 14 had been aggressive or violent and 14 were 
thought-disordered or had impaired concentration. 
Each of these sub-groups was compared with the 
remaining schizophrenics for anhedonia and per- 
ceptual aberration scores using independent t tests; no 
significant difference was found in any comparison. 


Discusslon 


The results show that Chapman ef al’s anhedonia 
and perceptual aberration scales can be used with 
British schizophrenics, who, as predicted, score 
higher on all three scales. However, the results show 
that physical anhedonia scores are only slightly higher 
in schizophrenics, and that for females the difference is 
not significant. For social anhedonia a larger 
difference is found. As in Chapman et ai's (1976) 
research, the overlap between schizophrenics and 


; TABLE 
Anhedonia and perceptual aberration scores for schizophrenics and controls 


Schizophrenics 
All Male 
' Physical anhedonia 21.9 21.2 
Social anhedonia 17.1 18.2 


Perceptual aberration 12.7 13.4 


Controls 
Female | All Male Female 
22.6 18.6 16.7 20.4 
16.1 12.7 13.0 12.4 
12.1 4.8 5.0. . 4.6 
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controls is so great as to make the scales unhelpful for oe 


diagnostic purposes. 


Using the data of the controls, it was possible to i 
t. give a rough estimate of the power of the three scales 
© - to detect abnormal patterns in schizophrenics. The 

. mean physical anhedonia score of the controls was 
.19.1 (SD 13.2); no schizophrenic scored more than 


2 SDs above the control mean. 

For the social anhedonia scale, the mean for the 
controls was 12.8 (SD 7.2); four schizophrenics 
scored more than 2 SDs above the control mean; and 
18 scored more than 1 SD above this mean. In other 
words, only four of the 52 schizophrenics had obvious- 
ly abnormal social anhedonia scores, while another 18 
had scores in the top 13 per cerit of the normal range. 

The anhedonia scales were not devised as diag- 
nostic aids, but to test the theory of Meehl and others 
that anhedonia is a 'cardinal symptom' in some 
schizophrenics; the present results, like those of 
Chapman et al (1976), offer limited support to this 
hypothesis. 

Two limitations must be nod however. In the first 
place it is disappointing that no link between an- 
hedonia scores and type of schizophrenic symptom 
was discovered. It is likely that a more systematic 
study of symptom patterns, using an instrument such 
as the Present State Examination (Wing et al, 1967) 
would give clearer results; the case histories used in 
the present research were not collected with research 
in mind. Secondly the results allow the possibility that 
the higher anhedonia scores observed in some 
schizophrenic patients are an effect of the illness, not 
one of its main causes. It could be argued that being 
mentally ill, or being known to be mentally ill, deprives 
the patient of many of the opportunities to meet 
people or do things listed in the anhedonia scales. 
However, comparison of the acute admission group 
with out-patients attending industrial therapy failed to 
show any significant difference in either social or 
physical anhedonia scores, although it might be 
predicted that the discharged group would have more 
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A -time to develop secondary symptoms. In order to 
.— prove that anhedonia precedes and possibly causes - 
- schizophrenia, one would need to study subjects at 
high risk to develop schizophrenia before their first . 

psychotic episode. 
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Tardive Dyskinesia and Abnormal Tongue Movements 


EDMOND H. PI and GEORGE M. SIMPSON 


Summary: 


Forty-two subjects, 20 with and 22 without clinically diagnosed 


tardive dyskinesia (TD), were rated for TD on the scale of Simpson et a/. They 
also performed a tongue protrusion test and had the presence of tongue move- 
ments within the buccal cavity observed. Fifty. per cent of the severe or definite 
TD subjects as classified by rating scale were unable to maintain tongue pro- 
trusion for a minimum of 30 seconds, and 85 per cent of them had abnormal 
tongue movements. In 45 per cent of the possible TDs and in 9 per cent of the 
doubtful subjects, the movement test was also positive. , 


The problem of tardive dyskinesia (TD) continues 
to present difficulties, both theoretical and practical. 
Not least of these difficulties has been that of defining 
‘a case’. Various scales have been developed for rating 
tardive dyskinesia, but as yet no one characteristic 
sign has appeared sufficient to make the diagnosis 
(Gardos et al, 1977; National Institute of Mental 
Health, 1975; Simpson et al, 1979). However, various 
groups of signs, particularly those affecting the mouth, 
tongue and lips, the so-called buccolingual masti- 
catory (BLM) syndrome—are often considered key or 
core signs of this disorder, but it is also considered 
that these signs appear mainly when the disorder is 
well advanced (American College of Neuropsycho- 
pharmacology, 1973). Earlier signs such as blinking 
of the eyes, or facial twitching may exist but are non- 
specific, occurring in a variety of other disorders, 
e.g, Huntington's Chorea, Parkinson's disease, 
Wilson's disease, and even in normal subjects. ` 

Two other signs have received some attention: (1) 
the presence of abnormal movements of the tongue 
within the buccal cavity, and (2) the inability, of the 
subject to maintain the tongue outside the buccal 
cavity for a certain minimal period of time. The former 
has been described in a variety of different ways: in 
particular, the notion of 'vermiform movements' has 
been ill-defined. À more detailed description of ab- 
normal movements within the buccal cavity has been 
given by Simpson et al (1979). In addition, it has been 
reported that patients with tardive dyskinesia are 
unable to maintain the tongue outside the buccal 
cavity ‘for more than a few seconds’ (Ayd, 1978). 

The tongue protrusion test has not' become a 
standard part of the examination in TD, although it is 
useful in Huntington's chorea (American Psychiatric 
Association, 1979). The present study investigates 
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these signs in a group of subjects known to have tie 
disorder, and others at risk for the disorder. 


Patient Selection 

Patients were in-patients on two psychogeriatric 
and two acute treatment wards. Those who agreed to 
participate 1n the study were screened clinically for 
dyskinetic movements. Any patients with an organic 
brain syndrome likely to cause dyskinetic disorders 
unrelated to neuroleptics were excluded from this 
study. All the patients had received neuroleptics for 
more than 6 months at some time during their treat- 
ment course, and most of them were taking neuro- 
leptics when this study was conducted. 

Twenty subjects who at interview exhibited gross 
dyskinetic movement of mouth or extremities were 
selected first. Subsequently, 22 subjects at risk who 
exhibited no gross abnormal movement were selected. 
An attempt was made to match the patients with 
obvious TD with the patients without obvious TD for 
sex, age, and length of hospitalization. Of the 42 
patients, 24 were women and 18 were men, ages 
ranging from 18 to 88 years, with a mean of 51.4 
years (men 48.3, and women 53.7 years). The 20 
subjects with obvious TD had a mean age of 53 and 
the 22 subjects without obvious TD had a mean age of 
50. They had a diagnosis of schizophrenia (n = 23), 
manic depressive illness (n = 9), organic brain syn- 
drome (n = 9) and other (n = 1). 


Method 
To evaluate the severity of TD in the two groups, 
subjects were assessed on the abbreviated scale of 
Simpson ef al (1979), but with an adjustment of the 
severity score range from 0-4, where 0 was absent and 
1, 2, 3, and 4 represented mild, moderate, marked or 
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severe. The scale rates seven items, e.g., lip movem 

tongue protrusion, choreoathetoid movements o 

extremities etc, with a possible severity index o 
. Akathisia was also rated on a 0-4 point scale, and 
-sidered a separateitem. . 

Subjects with a total score of greater iau 9 fromt e 

7 items of the Simpson scale were considered as 
definite tardive dyskinesias, those between 4 to 8 as 
possible, and those with 3 or less as doubtful or 
absent. In addition, any subject who had a rating of 4 
in any one of the seven items was further classified as 
severe tardive dyskinesia. 

Movements of the tongue within the buccal cavity, 
as described in the extended rating scale by the same 
authors (Simpson et al, 1979), were scored present or 
absent. An activation procedure was employed, con- 
sisting of tapping the thumbs against the middle 
fingers, to enhance this sign. In addition, the subjects 
were rated by a research assistant (who was blind to 
the initial grouping of the subjects) for the length of 
time they could keep the tongue extended beyond the 
buccal cavity. A cutoff point of 30 seconds was used, 
i.e., if the subject could maintain the tongue outside 
the buccal cavity for 30 seconds as measured by stop 
watch, he/she had passed the test. 
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| | . Results au. 
According to the. rating scale classification, fou ro 





D. Ten subjects failed to maintain. the 


16 definite; none were included in the possible 
doubtful categories, (x* = 21.33; P <0. 001). 
Abnormal movements of the tongue insides. the. 


- buccal cavity were present in 23 subjects: all 4 of the . 


severe, 13 of the 16 definite, 5 of the 11 possible and 1 - 
of the 11 doubtful cases of TD (x? = 17.48; P. < 01). | 
No subject who had a rating of 2 or less had this sign 
present. Percent. of abnormal tongue tests for the 
subjects is shown in Fig 1. 


Discussion 


it would appear. that the inability to. maintain 
tongue protrusion as described is present with a high 
frequency (50 per cent) in patients with definite or 
severe TD. However, in. many of these cases the dis- 
order was obvious from casual observation, and the 
absence of this sign in what could be considered early 
TD rules out any great merit of this test in the early 
diagnosis of tardive dyskinesia. Abnormal tongue 
movements within the buccal cavity was present with 
high frequency (85 per cent) in the severe and definite 
TDs, and was also present in almost 50 per cent 
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of the possible TDs. This süggests that, while the 
tongue protrusion test is a measure of severity, 
present mainly when TD occurs in an advanced 
form, abnormal movements within the mouth 
Occur over a much wider range of severity, sup- 
porting the view (Simpson. and Lee, unpublished, 
1976) that such tongue movements may prove a more 
helpful sign for the early detection of TD. 

.* A controlled prospective study of the evolution of 
TD in subjects with initial mild abnormal tongue 
movements is needed to confirm this finding. A 
possible bias existed in the present study because the 
rater was also: pues in: the preselection of the 
patients. ; 
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On the Psychopathology of Pamay Delusions“ 


THOMAS FREEMAN 


Jaspers’ (1963) concept of delusions | P "o " 


founded on the fact that patients suffering from 
schizophrenic and paranoiac psychoses experience 
these mental events as ego alien and completely unlike 
previous modes of thinking, feeling and perceiving. 
This disruption in the continuity and quality of 
mental life has been taken to indicate that, in contrast 
to delusion-like ideas, delusions proper do not have 
psychological antecedents. Such a view has never been 
acceptable. to psychiatrists who favour a develop- 
mental approach to mental pathology. According to 
Minkowski (1927), Katan (1954) and Ey (1969), whose 
writings are based on Jackson (1894), Freud (1911) 
and Ribot (1920), it is possible to understand and 
resolve this disturbance in the continuity of the content 
of the mental life of those who succumb to schizo- 
phrenic and paranoiac psychoses. 

The persecutory delusions which appear during 
acute psychotic attacks, at relapses after remission 
and in the chronic phase of schizophrenia occur 
within the context of a loss of harmony within and 
between the different elements of mental life (Bleuler, 
1911). The present is often indistinguishable from the 
past and the future. The mental representations of the 
bodily and mental self are no longer clearly differ- 
entiated from those of others (transitivism and 
appersonation; Freeman, 1976). Percepts cannot be 
distinguished from ideas. Selective attention (Chap- 
man and McGhie, 1962) falls into abeyance and 
thinking loses its independence from external per- 
ception. There is a faulty use of vocabulary (Critchley, 
1964). 

These manifestations demonstrate that a profound 
loss of the most recently acquired achievements in 


mental development has taken place. This dissolution - 
of the ego (Freud) or field of consciousness (Ey) has 
exposed a less advanced level of mental organization. | 


There has been a descent into the unconscious, to 
use Ey's (1969) phrase. The syncretism (Werner, 1948) 
or condensation (Freud, 1900) which characterizes 
cognition in psychotic attacks shows that the patient 
has fallen under influences akin to those which affect 
the thinking, perceiving and remembering of the 


* Based on a paper given to the Psychotherapy Section of 
the Royal College of Psychiatrists at St Brendan’ $ 
Hospital, Dublin, April, 1981. 
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healthy while they dream (Freeman, 1962). It is not. 
surprising therefore if the memories, affects or 
phantasies which constitute the psychological pre- 
cursors of delusions proper cannot find expression 
through normal speech form and content. 

Acute psychotic attacks are usually preceded by ' 
prodromal manifestations which may take the form 
of neurotic-like symptoms (phobias, obsessions) or 
unusual behaviour. This stage of the illness has been 
described by Katan (1954) as the prepsychotic phase. 
It continues until the onset of the psychotic attack-— 
taking this as the point where judgement becomes 
impaired and insight is lost (Bleuler, 1978). 

In recent years Katan (1975; 1979) has revived the 
idea, originally proposed by Minkowski (1927), that 
it is possible to reconstruct the phantasies and 
conflicts which occupy the patient's mind, consciously 
or unconsciously, during the prepsychotic phase. By 
making use of the content of delusions and hallucin- 
ations of the psychotic attack the continuity between 
the mental content of the prepsychotic phase and that 
of the psychosis can be restored. 

The majority of patients who suffer from schizo- 
phrenic and paranoid psychoses do not, at the onset 
of the illness, volunteer recollections of the period 
prior to the beginning of the psychosis. It is as if they 
are no longer important. Even questioning fails to 
evoke memories of the recent past. The assumption 
that this behaviour is caused by the transformation. 
of the phantasies, memories and conflicts of the 
prepsychotic phase into the delusional content. is 
strongly supported by clinical experience. 


Illustrative example 1: an unmarried man age 19 
During the acute attack which lasted for several 
months this patient was in a constant stage of anxiety. 
On the one hand he feared that he was having a bad. 
effect on others. He made the following statements: 
"If I look in your eyes you will be broken hearted”: 
“I am betraying you”; “Don’t touch me or you will 
get a shock". On the other hand he believed that he- 
was under surveillance and feared a murderous attack 
on himself. This would be launched by a creature he 
called a paranoidal. It was half man and half woman. 
and lived by preying on humans. It had the power to- 
direct his attention to ideas of a destructive kind.. 
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He perceived himself and others as altered both 
bodily and mentally. “Am I a man or a woman’, 
are you a man or a woman or both ?", he asked. For a 
while he thought that he was being turned into a 
woman. He found it difficult to maintain his sense of 
identity or perceive others as distinct from himsel’. 
When talking to the writer he said “it is like talking to 
yourself, you become me". 


The prepsychotic phase 

During the three months prior to the acute attack 
this young man's behaviour and mood noticeably 
changed. He showed little enthusiasm for his work 
and was disinclined to go out with his friends. His 
parents were puzzled by this change but they did not 
wish to intrude into his privacy as he was not given to 
confiding in them. Shortly before the attack he burst 
into tears without giving a reason for this. He became 
sleepless and the first sign of the attack was fear that 
the world was coming to an end. 


Reconstruction of the prepsychotic phase 


His fear that he was a breaker of hearts ("I drive 
men to crime by breaking their hearts") suggested 
that he had suffered a disappointment in love. 
Enquiry made of a male friend who visited the patient 
regularly in hospital revealed that he had in fact been 
in love with a girl but some months earlier she had 
rejected him for another young man. The girl had 
betrayed him, hence the statement—"I am betraying 
you”, 

In the prepsychotic phase he had reacted to the 
disappointment of the loss of the girl by identifying 
with her. Simultaneously she became the object of 
murderous hate but this was selfdirected and led to 
the depressive symptoms which preceded the psychotic 
attack. It is important to note here that this pre- 
psychotic identification was of a different order from 
that which emerged in the psychotic attack. In the 
prepsychotic phase the identification did not affect 
the perception of the self and others as separate 
entities. In the acute attack the identification was 
complete. He was now the beloved, but a beloved 
which had all the destructiveness with which he had 
endowed her-—-hence his fear of damaging others. The 
paranoidal, half woman as he feared himself to be, 
was a construction based on the projection of self 
and object (internalized) representations (transitivism). 


Illustrative example 2: an unmarried man 
aged 38. 

During the acute attack fhere was an initial phase of 
grandiosity. This was followed by persecution. He 
believed at first that Christ, in the guise of an astronaut, 
was returning to earth to save the world. He was 


accompanied by a group of spacemen from another 
planet. The patient thought himself to be a part of 
this project and was elated by the idea. The reasons 
for this choice of content will not be gone into here. 
He also believed that he was married to a woman 
he had long admired but did not know personally. 
Some weeks later he began to fear that the astro- 
nauts were hostile rather than friendly. He was 
afraid to leave the house in case he might be knocked 
down by a car. His mind and body seemed possessed 
by an alien being. He found his eyes focusing on 
signs which suggested his imminent death. He 
attributed loss of morning erections and an unpleasant 
sensation on the skin of the genitals to the per- 
secutors. Later he came to believe that these sensations 
heralded gangrene of the penis. | 
He supported his claim that he was possessed by 
pointing to what he believed were crescent-shaped 
marks on his arms and legs. The crescent, he concluded, 
was the insignia of the spacemen and its presence on 
his body indicated that he was being transformed into 
one of them. He was to carry out, on their instructions, 
their destructive and nefarious plans. Was he respon- 
sible for acts of murder, violence and rape? He spoke 
as if he had already committed unpardonable crimes. 


The prepsychotic phase 


For some months prior to the acute attack this man 
had been in low spirits. His widowed mother, with 
whom he lived, had been concerned about him. He 
had taken to attending church as often as he could 
and was always reading the Bible. 


Reconstruction of the prepsychotic phase 


In the grandiose phase of the psychosis he identified 
himself with an ominipotent masculine figure. This 
gave reality to a wish which must have been present 
in the prepsychotic phase and before, namely that 
he was married to the woman he admired. The 
pathogenic element of the prepsychotic phantasy is 
to be found within the content of the persecutory 
delusion. He feared that an alien had penetrated his 
body and possessed it. He would have to participate, 
unwillingly, in murder and rape. 

What was this alien agency within ? Did it have its 
basis in an identification with a real person? According 
to this hypothesis the patient's brother, older than 
himself, was the centrepiece of the prepsychotic 
phantasy and conflict. Envy of his brother came to a 
height when the latter's son was born a few months 
before the illness began. The ambivalence inherent in 
the wish to be like his brother and have a wife and 
son led to the prepsychotic wish to seize what the 
brother possessed, castrate and kill him. This un- 
conscious prepsychotic phantasy was then trans- 











formed into the delusional content. This showed. tha 


his identification with the omnipotent male remained, 
as shown by his description of the crescent-shaped - | 
marks on his arms and legs. However his own violent . 


wishes had changed the internalized object (broth 


into an agent of destruction. He wanted to repudiate: D 


it but could not. 

After more than a year, long after the reconstruction 
of the prepsychotic conflict, he spontaneously re- 
vealed that there had been times when he had felt 
himself recoil from envious and jealous thoughts 
about his brother. There had been moments when he 
phantasized his brother's death in a car accident. 

In both cases there was no mention in the delusional 
content or in the patients’ utterances of relationships 
which had been of emotional significance in the pre- 
psychotic phase. This omission of references to girl- 
friend and brother was possible because of the action 
of mental processes belonging to the ‘inferior’ level of 
mental organization exposed by the dissolution of the 
ego (Freud) or field of consciousness (Ey). 

As in dream formation, identification, displacement 
and projection were the means whereby the girlfriend 
and the brother were erased from the delusional 
content, Here there was a pathological exaggeration of 
the mechanism of identification which enables the 
healthy individual, awake or asleep, to play the part 
of the person he admires and wishes to be like or the 
person whose actions he would prefer to forget. In 
these two patients the ambivalence inherent in their 
relationships was too intense and both patients came 
to dread their own hostility. With dissolution this 
became all the more terrifying as thinking now had a 
magical quality with cause and effect being based on 
wishing, similarity and temporal contiguity. 


Theory and practice 


The theory of delusions which has been described 
here is of value in different spheres of psychiatric 
practice. It draws attention to the fact that delusions 
with identical content do not necessarily have the 
same psychological structure. For example, the 
delusional fear of homosexuality in men may arise 
from quite different types of prepsychotic phantasy. 


In one case it is the wish to acquire the masculinity of- 


an admired man, as in the case described above, while 
in another it is the result of a wish for feminity 
(Katan, 1979). 

According to the theory presented here, persecutory 
delusions are derived from wish phantasies and 
conflicts which come to a height immediately before 
the onset of the acute attack. These wish phantasies 
must have been present as part of the individual's 
personality long before he fell ill. They existed because 
anxiety or guilt prevented a satisfactory outlet for 










| _ instinctual wishes either uec or in sublimated 
form. » 


It follows from this that it is not enough to treat 





“cases of schizophrenia, schizophreniform psychosis or 





aranoid psychosis with neuroleptic drugs alone, 
uable as they are in relieving anxiety and restoring 


cognitive functions during psychotic attacks. There 
still remains the individual whose personality has been 


divided against itself for years and is deeply frag- 
mented. There are many patients who do not want to 
speak about their problems, They are aware of the 
fragility of their personality structure. However, 
there are many others who respond positively to the 
opportunity to unburden themselves of memories and 
wishes which have been the cause of anxiety and guilt. 
It is with such patients that a systematic psychotherapy 
can be undertaken. 

The fact that it is possible to restore the continuity 
of the content of mental life in schizophrenic, schizo- 
phreniform and paranoid psychosis neither implies nor 
excludes any aetiological theory. However there is the 
loss of the most advanced mental functions (the 
negative symptoms) and there is the non-specific 
nature of the conflicts which can be discerned in the 
content of delusions. It seems most likely therefore 
that dissolution is initiated by some unknown physical 
factor—to quote Minkowski (1927) “. . . complexes 
fill the gulf dug by the initial disorder, but they are not 
capable of digging it themselves", 

For those who follow this Jacksonian approach to 
clinical psychiatry, the question of whether a mental 
symptom is primarily mental or physical in origin 
must be replaced by the question, what are the 
respective contributions of the physical and mental to 
a particular symptom? In the case of the persecutory 
types of psychosis the need for a psychological 
understanding of the illness, with all that this means 
for both patient and doctor, must be matched by 
recognition of the clinical consequences of the con- 
stitutional aspects of the morbid process. 
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The Impact of Social Skills Training within an Established 
In-Patient Treatment Programme for Anorexia Nervosa 


M. PILLAY and A. H. CRISP 


Summary: The paper reports a controlled study of the impact of social skills 
training within a longer treatment approach to patients with anorexia nervosa. 
Under these circumstances social skills training was not found to.be a very 
powertul form of intervention. Possible reasons for this are touched on. 


There are no controlled studies of the long term 
impact of treatment on the evolution'of anorexia 
nervosa, although it is clear that life can sometimes be 
saved in the short term and that a variety of pharma- 
cological and behavioural approaches can have a 
short term and limited effect on the low body weight 
control mechanisms of the patient. During the past 20 
years; the second author has run an established in- 
patient combined behaviour and psychotherapeutic 
treatment programme for patients with anorexia 
nervosa involving restoration of body weight to 
matched population levels coupled with individual and 
family psychotherapy (Crisp, 1967). He believes that 
this approach does have an impact on the course of the 
disorder (Crisp, 1980). However, it is difficult to 
evaluate it in total in a controlled experimental 
fashion since, in the event, it is impossible to deny any 
patient a treatment which almost always has the short 
term effect of her gaining weight back to normal 
adult levels. In recent years, therefore, an alternative 
strategy has developed in the unit in which specific 
treatments (e.g. the impact of tricyclic drugs (Lacey 
and Crisp, 1980) are experimentally superimposed on 
the basic treatment programme. 

This paper reports the impact of a social skills 
programme exhibited on this basis. Two case reporta 
(Lang, 1965 and Argyle ef al, 19748) describe the 
efficacy of behavioural social anxiety treatment for 
anorexia nervosa. These studies are limited in diag- 
nostic detail. Wolpe (1975) advocates the value of the 
comprehenslveness of a behavioural analysis in 
treating anorexia nervosa that would include .an 
assessment of the symptom of social anxiety within the 
clinical condition. A controlled study by Argyle et al 
(1974b) indicates the efficiency of social skills treat- 
ment as well as brief psychotherapy in positively 
influencing social ease in a patient population. How- 
ever, no experimental studies are reported on the 
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impact of a behaviourally orientated treatment for 
social anxiety on the course of recovery for anorexia 
nervosa. This treatment was introduced because 
anorectics are known to be socially isolated and to 
have low self-esteem (Crisp, 1970; Pillay and Crisp, 
1977). Furthermore, previous follow-up studies have 
revealed that those who have recovered often become 
socially anxious despite their involvement in psycho- 
therapy directed at this area of difficulty (Stonehill and 
Crisp, 1977 ; Crisp, 1980). 

The hypothesis was that social skills training within 
the established in-patient treatment programme would 
lead to a greater degree of recovery from anorexia 
nervosa at one year follow-up as measured by the 
percentage matched population mean weight of the 
patients, and furthermore that these patients would be 
less socially anxious than those who had. not received 
such treatment. 


Method 


A series of consecutive patients with anorexia 
nervosa admitted to the in-patient unit was treated in 
the usual way, with initial bed rest, 3000 calorie daily 
diet, individual and family psychotherapy and milieu 
therapy. The aim was to recruit 24 patients, 12 to each 
group, of social skills and a placebo condition, 
allowing sequential study throughout the usual four 
months’ period in-patient care and then again at one 
year follow-up. The patients were randomly allocated 
to either 12 sessions of a social skills/social anxiety 
treatment or to a placebo social contact situation in 
which the same therapist instead spent similar amounts 
of time in non-specific counselling as did student 
nurses who formally played patient-chosen table 
games with them. The social skills/social anxiety 
treatment programme took the following form: 

Firstly, while still in her cubicle and on bed rest, a 
word association task (four successive weekly sessions) 
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was performed on a modelling basis to encourage 
spontaneity and reduce the patient’ S preoccupation 
with ‘right’ and * wrong responses in verbal communi- 
cation. : 

The second hase of treatment was a role-play 
modelling format around four situations: 


1. Joining in with an assembled communicating pair 
both of whom are known to the third person. 


2. Joining in with an assembled communicating pair 
one of whom is known and the other has to be 
introduced or one has to introduce oneself to the 
person. 


3. Joining in with a pair of communicating indivi- 
duals, neither of whom is personally known to the 
third person. (Common room, cafeteria type 
setting). 


4, Making conversation at a party—approach to 
standing others. 

The emphasis in each of these sutiations (usually a 
different student nurse was involved in each session) 
was approach behaviour and the taking of an initiative 
after their having been modelled. Attention was 
directed to non-hesitancy in joining the pair and the 
various entry gambits that people employed. Mutuality 
and non-intrusiveness in the participation process 
were also pointed out. The four situations therefore 
included issues of participation, being introduced and 
introducing others, introducing oneself and differen- 
tiating intrusion from general social discourse. 

Measures (at admission; at target weight plus 4 
weeks; at one year follow-up). 


1. CCEI (Crown and Crisp, 1979). This is a brief 
standardized self-rating inventory measuring 
psychoneurotic and personality status on six 
scales: anxiety (A); phobic anxiety (P); obsession- 
ality (O); functional somatic complaint (S); de- 
pression (D); hysteria (H) (a measure correlating 

: positively and highly with measures of sociability). 


Social Questionnaire: SAD (Social Avoidance 

Distance) and FNE (Fear of Negative Evaluation) 

are two factorially derived scales of 28 and 30 

true/false items respectively (Watson and Friend, 

1969). SAD is an index of social approach be- 

haviour and FNE rates subjective anxiety in inter- 
. person contact. 


3.:At one year Collowemn patients were assessed 

= globally on the Social Situations Questionnaire 
. developed by Trower et al (1978) and also in terms 
of body weight. General social adjustment was 
determined by comparing the patient's retro- 
spective rating of pre-treatment ‘difficulty’ and 
‘frequency’ with current ratings of social activity. 


Results 


In the event, this study coincided with a time when 
exceptionally severelv ill anorectics were admitted. 
They were not especially low in body weight on ad- 
mission but they were older and had been ill for longer 
than usual (many of them for more than five years). 
Also more were from social classes HI, IV and V 
(Registrar General's classification) than usual. These 
are characteristics associated with a particularly poor 
prognosis (Crisp et a, 1977; Hsu et al, 1979; Crisp, 
1980). In the event nine patients discharged themselves 
from care before the second assessment at target 
weight plus four weeks, some earlier on and others just 
prior to the assessment. Eight of these came from the 
placebo group. They were therefore replaced by nine 
other patients during the course of the study. One 
other patient was subsequently excluded from analysis 
of the data because she was found to be atypical. She 
was only 13 years old, had primary amenorrhea and 
proved unsuitable in respect of many of the measures 
which were designed for a more adult population. In 
addition it was difficult to assess. her in terms of 
matched population body weight norms because she 
was basically still within early puberty. Therefore 33 
patients in all entered the study, nine did not complete, 
one was excluded and. finally, there were 11 patients in 
the treatment group and 12 in the placebo group. One 
other patient in the treatment group was eliminated 
because her test protocols.at one year follow-up were 
incomplete, which reflected her earlier observed un- 
reliability in completing questionnaires, The one year 
follow-up questionnaire study was therefore performed 
on a treatment group of 10. Table I shows some 
clinical features of thetwo populations. 

It can be seen that the treatment and placebo 
groups were not significantly different in any respect. 
Of the nine who dropped out of treatment and dis- 
charged themselves, three were dead at one year 
follow-up. They had a lower mean admission body 
weight and height, and in addition to coming mainly 
from social classes I and H, they were mostly drawn 
from the placebo group (z? = 4.16, P <.05). Seven of 
the nine patients remained in treatment for more than 
a week (mean stay = 6,3 weeks). As a group they 
improved in weight from a mean of 37.7 kg * 7. 3 to 
4S. 0 kg x 9.1 before their set discharge. : 


Psychometry on admission 


(i) CCEI. Table H allows comparison of scores on 
admission with those derived from other series of 
patients studied in the past. It can be seen that the 
present group score highly compared with previous 
groups, especially in comparison to the previously 
reported in-patient sample (Stonehill and Crisp, 1977).. 
However, such mean scores are in fact still lower than 
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those generated by morbidly anxious and depressed 
patients respectively (see Crown and Crisp, 1979). 
There are no significant differences in these mean 
scores on admission between the treatment and place- 
bo groups, although the placebo group tends to score 
slightly lower, and more especially so on the ob- 
sessional and depression scales. 

(ii) Social Questionnaire. SAD and FNE scores at 
admission (Table HT) are not significantly different for 
the two groups. Unpublished data (available on 
request) indicate that the present anorectic population 
has a significantly lower admission SAD score than an 
adult female neurotic population referred for be- 
havioural treatment. However, their SAD score is 
higher than that of 2 separate normal control female 
student groups. Their FNE scores, however, are not 
significantly different from the patient population and 
differ significantly only from the control university 
student sample and not the student nurse control 
sample. 


After treatment 

(a) Target weight plus four weeks: At this stage 
when all patients in the study have achieved normal 
adult body weight and sustained it for four weeks 
there is a tendency for all CCEI scale scores to be 
lower than on admission, but mainly significantly so 
for the treatment group on A, Sand D scales. Only the 
S scale drops significantly for the placebo group 
(Tables III and IV). 

(b) At one year follow-up: There are further drops 
in mean scores for the placebo group (Tables III and 
IV). The placebo group are by then significantly less 
‘anxious’, ‘somatic’ and ‘depressed’. The treatment 
group remains significantly less ‘anxious’, ‘somatic’ 
and ‘depressed’ and also shows significantly reduced 
‘fear of negative evaluation’. 

However, in terms of body weight at one year 
follow-up six subjects in each group are within normal 
limits and the remainder (five in the treatment group 
and six in the placebo group) are substantially under- 
weight (Table V). Table VI indicates self-perceived 
change in social adjustment made by the patients at 
one year follow-up and is based on their recollection of 


pre-admission ‘difficulty’ and ‘frequency’ of social | 


activity. The instruction on the ‘Social Situations 
Questionnaire’ (Trower et al, 1978) was modified to 
accommodate the circumstances of this patient 
population. The changed scores reported by the 
placebo group are statistically different whereas the 
changed scores for the social anxiety treatment group 
are not. 


Discussion 
Social skills training applied in the way described 


here does not have an effect on the outcome of anor- 
exia nervosa in terms of body weight at one year 
follow-up. Its exhibition, however, was associated 
with the patient's ability to stay in overall treatment 
during this period. However, since self-discharge 
during the time of this in-patient study was far in 
excess of our usual experience it may be that the 
existence of an apparently valued treatment not 
avallable to those in the placebo group facilitated the 
discharge within the consequently induced negative 
transferences (Marzillier, 1978). 

Other than this social skills training was associated 
with a more rapid reduction in levels of anxiety, 
depression and fear of negative evaluation. The mean 
difference in FNE for each of the groups with a 
university student sample narrows and is no longer 
significantly different as it had been for each of the 
study groups at admission when compared with this 
sample. Jt is in the SAD scores which perhaps reflect 
the personality characteristic, ‘shyness’ (Crozier, 
1979), ‘schizoid withdrawal’ (Watson and Friend, 
1969) of ‘social anxlety’ (Nichols, 1974) that neither 
group made any significant change. However, un- 
expectedly at one year follow-up it was the placebo 
group which showed improvement in terms of social 
situations despite continuing to report similar degrees 
of social anxiety. 

It pagy be that, in this study, the potential effects of 
social skills training were swamped by the individual 
and family psychotherapy that everyone received. The 
treatment was also conducted in clinical circumstances 
that largely precluded in vivo practice. Moreover, in 
this study we did not monitor the psychological] status, 
nor search for changes in it, within the parents. 
Previous studies have shown that the basic treatment 
programme is associated with increases in parental 
anxiety and depression as the patients gain weight 
(Crisp et aj, 1974); also that ‘emotionality’ in the 
patient at target weight confers a better long term 
prognosis for the patient (Crisp et al, 1979). 

Because of these many issues we would not at this 
stage consider social skills training to be valueless in 
the treatment of anorexia nervosa. It may well have a 
place within other treatment contexts, e.g. in out- 
patient clinics and in units where it is the main 
psychotherapy skill available. We suggest that further 
studies should monitor changes not only in the patients 
but also in their families. It is also clearly important to 
follow up the impact of any treatment of patients with 
anorexia nervosa for at least four years (Crisp, 1980) 
and, indeed, we plan to do this in respect of the study 
reported here. 
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"The Relation between Contextual and Reported Threat 
due to Life Events A Controlled Study 


DAVID M. NDETEI and ATUL VADHER 


Summary: 


Following the method of Brown and Harris 30 Kenyan patients 


suffering from depression and 40 community non-psychiatrically-disturbed 
controls were studied for contextual and reported threat due to short-term and 
long-term life events. It was found that the patients did not over-rate threat due to 
events (in 'search for the meaning) nor did the controls under-rate the threat of 
life events. Some theoretical issues on the ‘contextual threat’ of life events are 


raised. 


To date there are two methodological approaches to 
the study of the threat or stress posed by life events and 
its relation to the onset of psychiatric illness. Weighted 
life inventories have been in use for some time 
(Holmes and Rahe, 1967; Paykel et a/, 1971, 1976; 
Tennant and Andrews, 1976). Although they have 
been shown to have high intercorrelations in Amer- 
icans (white, black and Mexican), Japanese, Danes, 
Swedes, French, Belgians and English (Masuda and 
Holmes, 1967a; Komaroff et al, 1968; Rahe, 1969; 
Harmon et al, 1970; Rahe er al, 1971; Paykel er al, 
1976) doubts have been cast on their test-retest 
reliability (Mendels and Weinstein, 1972) and inter- 
rater reliability (Masuda and Holmes, 1967b). 
Weighted life inventories do not take into account 
interrelation of life events, i.e. life events leading to 
other life events and therefore spurious additive 
weighting may give false high scores (Brown and 
Harris, 1978). Depressed subjects may emphasize 
certain events in a search for meaning which normal 
subjects may disregard (Brown and Harris, 1978). 

Brown and Harris’ method attempts to overcome 
the shortcomings of the weighted life events inven- 
tories by determining the contextual threat using an 
interview technique which systematically and flexibly 
probes for life events, their timing in relation to each 
other and the onset of illness, their independence from 
the illness and the socio-demographic context in which 
they occur. The contextual threat is rated on a 4-point 

scale using above information by independent raters 
who have no prior knowledge of the mental state of 
the subject. However this method does not take into 
account some important variables that interact with 
stress to produce illness (Fig 1) Further, some 
theoretical questions remain unresolved in connection 


with contextual threat. If there is high degree of 
agreement. between the raters, as was the case with 
Brown and Harris’ work, is this a reflection of the 
raters' collective training or their shared cultural 
background and attitudes as to what is stressful in a 
given situation or the ‘universality’ of understandable 
threat? Tennant ef al (1979) have shown that the 
method for measuring contextual threat can be 
reliable even with inexperienced raters but they based 
their observations or only three raters. There is as yet 
no report of a studv to test the validity of the con- 
textual threat using Brown and Harris’ method. 
These theoretical considerations have practical signi- 
ficance for a relatively isolated researcher working in 
an environment in which people may have diverse 
beliefs, attitudes, coping mechanisms and philosophy of 
life which can be expected to have a significant 
bearing on the meaning attached to a life event 
regardless of similar socio-demographic variables. 
Indeed it may be a more difficult task to assess the 
significance of these variables than the actual assess- 
ment of the contextual threat as described by Brown 
and Harris. 

A subsidiary of the Brown and Harris methodo- 
logical approach is that it is possible, using the same 
interviewing technique to rate the threat as reported by 
the subject. If it could be shown that there was no 
difference between reported and contextual threat 
then ‘search for meaning’ (if it really exists) would be 
an insignificant artifact. Brown and Harris have 
shown in their Londen study that there was no signi- 
ficant difference between reported and contextual 
threat but they did show, that in the agreement of 
cases, the subject’s own rating with the contextual 
rating was 98 per cent for normals and 84 per cent for 
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determining threat posed by life events. 
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FiG— The various aspects of the methodological approaches of determining threat posed by life events. 


patients, which suggested that the effort for meaning 
had some effect. Reported threat is much easier to 
rate, requires less personnel and more importantly is a 
product of the event, the environment and intrinsic 
variables of the subject. The various aspects of 
methodological approaches to determining threat 
posed by life events are summarized in the Figure. 

This study is an attempt to find out whether there is 
a difference between reported threat and contextual 
threat in a Kenyan setting and to consider the 
implications for a researcher with limited resources. 


Method 


The sample consisted of 15 consecutive first ever 
referrals to the out-patient clinic and 15 consecutive 
first ever admissions with depression uncomplicated by 
physical or other psychotic illness. All the 30 patients 
(21 females and 9 males) were on chemotherapy for 
depression and under the care of the professorial team 
in Mathari Hospital and Kenyatta National Hos- 
pital, Nairobi. Informed consent to participate in the 
research was granted by all the patients. 

The control group was selected by randomly 
approaching people in and around Nairobi in their 
homes, with the help of a social worker. The controls 
were matched for sex, age, occupation (for children 
and housewives the occupation of the father/husband 
was the one considered) and race (only black Ken- 
yans). They were also controlled for residential area in 
or around Nairobi and also for the part of the country 
they were brought up in, and whether it was urban or 
rural. For example, if a male patient was 20 years of 


age, was a teacher living in a particular residential area 
in Nairobi, belonged to a particular tribe and was born 
and brought up in a specified rural district in Kenya, 
then an effort was made to find a control subject for all 
those variables. For each household visited, and after 
introduction, enquiry was made for a person meeting 
the desired criteria. When the researcher was satisfied, 
then informed consent to participate in the research 
was obtained; only one person refused consent. A 
modified Present State Examination (PSE) (Wing et al, 
1974), taking into account cultural variation in the 
presentation of depression was administered. A fourth 
year medical student, fluent in both English and 
Swahili, acted as an interpreter—both for the patient 
and community group—if the subject could not ex- 
press himself adequately in English. Forty subjects (28 
female and 12 male) were included in the control 
group and none of them were depressed. 

All the subjects included in the study were inter- 
viewed for socio-demographic information using a 
structured interview. They were then given the 
Brown and Harris’ (1978) life events interview. The 
subjects freely and readily gave all the information 
asked of them during the interview which lasted up to 
three hours. The interviews with the patients were 
tape-recorded but those with the control group were 
not, for practical reasons, but extensive notes were 
made. In the course of the interview the subjects were 
asked to describe how they felt about the events and 
the threat they felt about them (reported threat). The 
reported threat was rated on a 4-point scale (marked, 
moderate, some, little or none) as described by Brown 
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and Harris. Threats whose effect lasted only the day 
they occurred were called short term threats, and 
those whose effect lasted for at least a week were 
called long term threats. 

Professor George Brown and Tirril Harris (of 
Bedford College, University of London), not knowing 
whether the subject was a patient or not, and not 
knowing the reported threat, and using only the 
reported events and the socio-demographic context in 
which they occurred rated the contextual threat posed 
by the events on the same 4-point scale. They also 
decided independently whether the threat was long 
term or short term. They were briefed on some 
cultural aspects. 


Results - 

These are summarized in Tables I and H. The 
emphasis was on comparison between contextual and 
reported threat (long term and short term) of the 
various degrees of severity rather than a comparison 
of the subjects and the controls—hence row percent- 
ages rather than column percentages are required. 
There was a striking degree of agreement between 
contextual (objective) and reported (subjective) threat 
at the various levels of severity. This was true for long 
term and short term threat in both the patient and 
control group, each taken separately and only con- 
textual and reported threat compared. Although some 
events may have obtained different rating on the 


TABLE I 
Threat pattern in the patient group (n. = 30). (Row percentage in brackets) 
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Long term Short term 
Severity of threat Contextual Reported Contextual Reported Total 
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Marked 21 22 26 27 96 
(21.9) (22.9) (27.1) (28.1) (100) 
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Moderate 21 17 22 24 82 
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TABLE II 
Threat pattern in the community group (n = 40). (Row percentage in brackets) 
"EE —-eeee—Xeimosd MEE MEL a aes 
Long term Short term 
Severity of threat Contextual Reported Contextual Reported Total 
(dc in tgs tena sas RR ERR a ta a a a a ere 
Marked 4. 4 ` 5 18 
(21.2 (21.2) (27.8) -€27 .8) (100) 
sancti els hg gh i a a Sa a M mE RR MEE 
Moderate E 2 2 14 14 32 
(6.3) (6.3) (43.8) (43.8) | (100.2) 
nUEKC—EC———dJC———————(—————P"———&—"—— 
Some 15 13 18 12 58 
(25.9) (22.4) (31.0) (20.6) (100) 
None 35 37 19 25 116 
(30.2) (31.9) (16.4) (21.6) (100.1) 
Aan NEA E A NANE E EEE a MM MU CE EE EE ERR OE RO 
Total 56 56 56 56 224 
(25.0) (25.0) (25.0) (25.0) (100) 


contextual and reported threat, short term or long... 


term, the overall rating was strikingly in agreement. 


Discussion 
The observations made here are limited by small 


numbers and also by the fact that the researchers were | 


inexperienced in life events research. The observation 
that there was no significant difference in the reported 
and contextual short term and long term threat both 
by patients and controls agrees with the findings of 
Brown and Harris in London. The inference is that the 
depressed group did not significantly attach more 
meaning to life events in search for the meaning of 
their illness, and the non-depressed subjects were 
largely in agreement with the team of raters. The 
‘search for meaning’ in the depressed patients was not 
apparent in this study, unlike Brown and Harris who 
did show that in the agreement of cases the subject's 
own rating with the contextual rating was 98 per cent 
for normals and 84 per cent for patients, which sug- 
gested that effort for meaning had some effect 
although not to a significant degree. 

The question was then raised as to whether there is 
any practical advantage in using the more objective, 
reliable and more cumbersome contextual threat 
rather than the more subjective, but perhaps more 
valid, reported threat in assessing the threat posed by 
life events. Brown (1974) has argued cogently for 
objective rating of life events and threat posed by the 
event(s). Brown's objective method is scientifically 
appealing and his argument convincing. However, his 
objective method does not, and cannot be expected to 
take into account the total or all of the most relevant 
context of each individual studied. It is not the 
scientific advantage of the more reliable objective 
method over the more subjective method that is in 
question: it is its validity. Threat to an individual is 
highly dependant on multiple factors which are 
difficult to control for at the same time. Some can be 
articulated by the individual or perceived by others 
but some cannot be articulated or perceived by others, 
and still! some are at subconscious level. Unless all 
these relevant factors can be identified and controlled 
for the validity of contextual threat based on this 
scientifically objective method will remain question- 
able. The fact that some individuals do overreact to 
life stress is undisputed but it is also known, at least by 
clinicians, that a careful discussion of the stress with 
the patient tends to bring the perceived threat into 
proportion. Whether or not the subject discusses his 
stress with anybody is irrelevant to our thesis: what 
matters is what the individual believes, whatever 
obvious reasons to the contrary is posed by the threat 
and the meaning he attaches to it. This is what 
impinges on his individuality and determines the 
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response and the degree of that response, regardless of 
the objective assessment of the threat by others. On 


-the other hand it can be argued that the individual has 


no privileged knowledge of his context or that his 
account is invariably true. It can also be argued that 


neither can objective scientists have privileged know- 
ledge of the total context of the individual, both 


conscious and sub-conscious, and neither can their 
observations. be always correct. If the subject’s 
account of the threat posed by an event does not seem 
to agree with an objective account, and yet the subject 
becomes depressed following that threat, it may be 
that the objective account has missed something. 

While weighted inventories of life events have some 
obvious shortcomings the contextual threat approach 
overlooks many important intrinsic factors about the 
subject. It requires the rater to be reasonably con- 
versant with the values and norms of the socio- 
cultural setting to which the subject belongs. (The 
independent raters in this study had to be informed of 
some of the more. important fundamental cultural 
factors to take into account). An alternative is to 
perfect the scoring of reported threat using the inter- 
viewing technique developed by Brown and Harris. 
This would be easier for the relatively isolated re- 
searcher who, if he happened to be working in an 
environment with cultural variation, would have 
added variables to control for if he were to use the 
contextual threat approach. More importantly it is a 
measure of the individual's perceived threat which is 
the product of the interaction of the event, the external 
and internal variables, his past and present and anti- 
cipated future. In a way all these variables are con- 
trolled for at the same time. This study has con- 
firmed the findings of Brown and Harris that there is no 
significant difference between contextual and reported 
threat due to life events despite the fact that the two 
studies were done in culturally different settings. These 
negative findings in both of the two culturally different 
centres do not suggest that the subjective method is 
better than the objective method but rather that the 
subjective method does not give significantly different 
results as compared with the objective method. 
However, we attach more relevance and clinical 
validity to the reported threat rather than the con- 
textual threat but this may be merely a reflection of 
our training and clinical approach. 
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E. A. TAYLOR, J. HARRISON and P. TURNER 


summary: The influence of beta-adrenoceptor antagonism on the effects of a 
simple experimental stress was investigated in 12 healthy volunteers, using a 
double-blind protocol. A single oral dose of 80 mg propranolol reduced the 
stress-induced increase in heart rate and systolic blood pressure to. 49.9 per cent 
and 8.3 per cent respectively compared to 61.0 per cent and 17.4 per cent with 
placebo. The rise in diastolic blood pressure was small and unaffected by beta- 
adrenoceptor blockade. The rise in temperature: of the skin of the trunk was 
significantly reduced by propranolol. The self-rating of anxiety, alertness and 
concentration by the subjects was unaffected by propranolol. 


Measurement of blood pressure and heart rate of 
patients who are being treated with beta-adreno- 
ceptor antagnoists is usually carried out in the clinical 
setting after the patient has been at physical rest for 
some minutes. Whilst he undoubtedly suffers some 
mental stress from the very nature of his situation, it is 
now well-recognized that the values thus observed will 
be lower than those obtained during many stresses 
which occur in everyday life. In this study we have 
investigated the effects of beta-adrenoceptor blockade 
on several physiological variables during a simple 
experimental stress. It does not attempt to define 
whether the changes in these variables associated with 
this stress were centrally or peripherally mediated. 


Materials and Methods 


Twelve healthy volunteers (4 men, 8 women) aged 20 
to 23 years were studied on two occasions separated 
by one week and received either propranolol 80 mg 
orally or a matched placebo according to a random- 
ized, double-blind protocol. This dose was used as the 
authors had found it effective in clinical management 
Of anxiety states. No subject was taking any other 
medication and all abstained from alcohol, caffeine 
and tobacco on study days. Tests were carried out at 
the same time of day for each subject and on each day 
the diet was similar; a light meal was taken at least one 
hour before the first test and no further food taken 
until the second test. 

Volunteers were accepted for the study if they had 
no history of asthma, cardiac failure, hyperthyroidism 
or present or past psychiatric disorder. All female 
subjects were in mid-ovarian cycle. 

Tests were carried out 1.5 and 3.5 h after taking the 
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treatment, each test lasting 30 min. After at least 30 
min of acclimatization to the room temperature 
(which was constant throughout each experimental 
period) the subject sat in a comfortable but firm chair 
while a sphygmomanometer cuff, electrocardiograph 
electrodes (Lead 1) and thermocouples were applied. 
The thermocouples (output 40 v/^C) were attached 
over the left sternoclavicular joint and the dorsum of a 
left metacarpal, that is to areas where skin overlies 
bone with no intervening muscle mass. Heart rate and 
skin temperature were recorded on a Grass Model 7 
polygraph. 

Recording started while the subject relaxed as best 
he could for 5 min. Blood pressure was measured and 
then he embarked on the task of holding his right leg 
with knee extended above a chair equal in height to 
that on which he was seated, maintaining this position 
for as long as he felt able. At the end-point when his 
foot dropped onto the chair, blood pressure was 
measured, and heart rate and skin temperature 
recordings continued for a further 5 min while he 
relaxed. 

At the end of each test the subject completed visual 
analogue self-rating scales for anxiety, alertness and 
concentration, A 10 ml blood sample was then taken 
from the antecubital vein of each subject and the 
plasma separated and stored at —20°C until assay. The 
placebo day samples provided the blank for the 
measurement of plasma propranolol concentration - 
using a modification of the fluorometric method of 
Shand et al (1970). Plasma levels were estimated to — 


confirm that expected levels for the given dose were 5 
achieved, and also in order that any measurable — 


psycho-physiological effects obtained might be refer- 
able to a particular plasma level range. | 


546 


Scoring and handling of data 

Heart rate was measured from the polygram over 
each of the 5 minutes of the pre-stress anticipatory 
period, over the last 30 seconds of stress and over the 
last of the 5 minutes of final relaxation. For the 
analysis of results the mean heart rate over the first 
5 minutes period was used as the pre-stress value. 

The visual analogue self-rating scales were con- 
structed on 10 cm lines, and the distance from the 
norm measured. 

An analysis of variance was used to test the signi- 
ficance of the changes produced by the stress. An 
analysis of co-variance was used to assess the stat- 


istical significance of effects produced by each treat- 


ment; ambient temperature was used as a co-variate as 
this is known to produce changes in heart rate, blood 
pressure and skin blood flow. The results from 11 
subjects were used in the analyses because one subject 
did not overtake one of the test runs, due to illness. 
Also there were two missing values for skin temper- 
ature of the trunk due to technically unsatisfactory 
recordings. 


Results 

The analysis of variance showed that there was no 
significant difference between the results at 2 h and 
those at 4 h after drug administration; for further 
analysis, therefore, the results were not divided into 
these two groups. 

Analysis of variance showed that the stress test used 
in this study produced the expected increases in heart 
rate (61.0 per cent) and in systolic (17.4 per cent) and 
diastolic (6.9 per cent) blood pressures. Table 1 gives 
the mean results for these variables. The statistical 
significance of these changes is given in Table II. The 
heart rate rose rapidly after the beginning of stress and 
fell to pre-stress values within the first minute of the 
second relaxation period. 


PROPRANOLOL IN EXPERIMENTALLY INDUCED STRESS 


An analysis of co-variance showed that propranolol 
significantly reduced heart rate before, during and 
after stress, compared with placebo (Table H). The 
drug also reduced the increase in heart rate produced 
by stress to 49.9 per cent compared to 61.0 per cent 
with placebo. Beta-blockade reduced the stress- 
induced increases in systolic blood pressure to 8,3 per 
cent compared to 17.4 per cent with placebo without 
significant effect on increase in diastolic pressure (F = 
0.083). There was no drug effect on absolute blood 
pressure values before stress or on diastolic blood 
pressure at the end of stress. However, systolic blood 
pressure at the end of stress was lowered significantly 
by propranolol. 

The change in skin temperature produced by stress 
is shown in Table HI. Compared with placebo, 
propranolol significantly reduced the rise in temper- 
ature of the skin of the trunk produced by stress. 
Room temperature had no effect on this variable (F = 
3.768) but did, however, affect the skin temperature of 
the hand; the lower the room temperature, the cooler 
the hand. Propranolcl had no effect on the cooling of 
the hand in this experiment (F = 0.102). 

Plasma propranolol concentration is shown in 
Table I. In all cases except one subject at 2 h the 
plasma concentration of drug was in the therapeutic 
range (Koch-Weser, 1972). It was of interest that the 
reduction in heart rate in this subject throughout the 
stress test was greater at 4 h when there was a much 
greater plasma concentration of propranolol than at 
2 h; however, there appeared to be some cardiac 
beta-adrenoceptor blockade at 2 h even with a very 
low plasma propranolol concentration (5 ng ml). 

The time for which the subjects performed the set 
task was not affected by propranolol, being respect- 
ively 4.18: 1.43 and 4.1441.51 min (meant SD) 
2 and 4h after taking placebo, and 4.15+1.1 and 
3.71 + 1.16 min 2 and 4h after taking propranolol. 


TABLE I 
Mean heart rates and systolic and diastolic blood pressures before and at the end of stress in 12 subjects 





Placebo 
VENE AEEA ELEELE EREE PME 
Heart rate Blood pressure 
(beats min`?) (mm Hg) 

Before Endof After Before End of 

stress stress X stress stress stress 

2h Mean 68.2 109.0 68.5 112/64 132/66 
+SD 10.7 14.4 9.5 12/7 11/11 
4h Mean 65.7 106.6 67.3 104/63 123/69 
+S8D 9.9 12.4 8.5 12/9 12/13 
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Propranolol: after taking 80 mg orally 


— 











Heart rate Blood pressure 

(beats min^?) (mm Hg) Plasma 
prop- 

Before Endof After Before Endof  ranolol 

stress stress stress stress stress (ng ml?) 

57.2 84.0 58.3 106/65 114/70 65.8 
7.7 8.1 6.7 1442 16/13 37.8 
54.5 83.4 56.7 101/64 110/66 73.9 
7.3 9.9 6.9 10/9 10/11 52.4 
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The self-rating questionnaires for anxiety, alertness a 
and concentration indicated that the effect of prop- 
ranolol on these variables was not different from — 


placebo, 


Discussion 


- It is not easy to replicate in the laboratory the often ~ 


unexpected stressful situations of everyday life or to 
predict what situation might prove stressful to the 
individual. The experimental stress used here certainly 
imposed an undoubted strain upon all subjects and 
produced rises in heart rate and blood pressure as 
expected. Furthermore, these were quantitatively 
reproducible as shown by the similar response to the 
two tests on each placebo day. There are two elements 
to the stress imposed in this test: one is isometric 


TABLE II 
Analysis of variance and of co-variance, 2-tailed tests com- 
paring propranolol with placebo (N = 22) 
———— CE PM TTE 
Change produced by stress Significance of change 








Analysis of variance 
Increase in heart rate P «0.001 
Increase in systolic BP P «0.001 
Increase in diastolic BP P «0.01 








Significance of 
reduction produced 
by propranolol 


ee gS NORTE SN ERR REB SERRE E EARS 
Analysis of co-variance 


Heart rate before stress P «0.001 
Heart rate at end of stress P «0.001 
Heart rate after stress P «0.001 
Increase in heart rate on stress P «0.001 
Increase in systolic BP P «0.001 
Increase in diastolic BP NS 

Warming of skin of trunk P «0.001 
Cooling of skin of hand NS 
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exercise which is purely physical; the other arises from 


the task being both difficult and painful and must- 
therefore be considered as centrally mediated. This 
combination of stresses probably mimicks reasonably 
accurately those in everyday life, such as tension and 
anxiety in a car driver or in a person hurrying with a 
heavy load. 

The mechanism underlying the responses to iso- 
metric exercise are not entirely clear. It has been 
suggested that a chemical stimulus (possibly potas- 
sium ion concentration), released from contracting 
muscles, initiates a reflex producing the haemo- 
dynamic changes observed, which can be regarded 
teleologically as an attempt to overcome the resistance 
to blood flow in the isometrically contracted muscle 
(Alam and Smirk, 1937; Lind et a/, 1964; Donald et al, 
1967; Wildenthal et al, 1968). 

It is likely that the pressor response is mediated by 
alpha-adrenoceptors since alpha-adrenoceptor block- 
ade with phenoxybenzamine blocked the venomotor 
response to static exercise in seven normal subjects 
studied by Lorentson (1975), while atropine had no 
effect. Also acute administration of phentolamine 
abolished the increase in blood pressure seen on 
isometric handgrip in the presence of beta-adreno- 
ceptor antagonism in both normal subjects and hyper- 
tensive patients (McAllister, 1979). However, the 
increase in heart rate in this situation was no different 
from control. 

Phentolamine acts on both post-synaptic and pre- 
synaptic alpha-receptors, and it has been suggested 
that its effect on the latter interrupts a negative feed- 
back mechanism important in the regulation of 
noradrenaline release (Filinger et al, 1978). Admin- 
istration of the drug may therefore actually increase 
the amount of noradrenaline available for receptor 
activation, 

It is likely that vagal withdrawal is responsible for 
at least the initial part of the tachycardia response, 
while subsequent increases in heart rate appear to be 


| TABLE IH 
Mean change in skin temperature produced by stress in 12 subjects 2 or 4 hours after taking placebo or propranolol 
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Placebo Propranolol, 80 mg orally 
2h 4h 2h 4h 
Trunk Hand Trunk | Hand Trunk Hand Trunk Hand 
Mean 0.48 — —0.37 0.38 —0.28 0.27) | —0.47 0.20 -0.23 
SD 0.22 | 0.28 0.34 . 0.37 0.15 0.61 0.19 0.42 


: | : 


*N=9 
Temperatures in °C. 
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mediated by direct sympathetic cardiac stimulation 
(Martin et al, 1974) by circulating noradrenaline. 
Plasma catecholamines as well as cortisol certainly 
increase rapidly and significantly in response to the 
stress test used here (Harrison, 1964). 

. The suppression by propranolol of the increase in 
heart rate and systolic blood pressure showed that 
there was a significant degree of beta-adrenoceptor 
blockade in the present study; this was supported by 
the plasma concentration data. These results, and the 
finding that propranolol had no significant effect on 
the increase in diastolic blood pressure produced by 
stress, agree with the work of McAllister (1979) who 
investigated the influence of propranolol on the 
haemodynamic responses to isometric handgrip in 
healthy subjects and hypertensive patients, although 
he did not find that propranolol reduced the rise in 
systolic blood pressure significantly. Intravenous 
propranolol 10 mg altered the pattern of haemo- 
dynamic response to isometric stress but resulted in no 
significant change in the pressor effects in normal 
subjects studied by MacDonald et ai (1966). 

Metoprolol, a moderately cardioselective beta- 
adrenoceptor antagonist, has been shown to reduce 
heart rate and systolic blood pressure compared to 
control values before, during and after a mental 
arithmetic stress in normal subjects (Nyberg et al, 
1977), so beta-blockade seems to prevent part of the 
pressor response to psychological stress. 

The possible importance of a central influence in 
this test situation was suggested by Freyschuss (1970), 
who found that merely the intention to perform a 
handgrip resulted in substantial increases in heart rate 
and arterial pressure. 

It appears from several clinical studies to be the 
somatic rather than the mental symptoms of anxiety 
which are significantly improved by propranolol 
(Tyrer, 1976; Turner, 1979). Beta-adrenoceptor 
blockade is thought to be effective where it interrupts 
the somato-psychic sequence of events, whereby the 
somatic symptom is contributing to maintenance of 
the anxiety. The reduction by propranolol of stress- 
induced tachycardia and increased blood flow in the 
skin of the trunk would support this theory in that it 
shows that propranolol is effective in reducing at least 
some of the peripheral effects of stress. However, 
despite these effects the subjects in the present study 
were not aware of a reduction in their anxiety during 
_ the stress test, and this contrasts with several reports 
of the beneficial effects of beta-adrenoceptor antag- 
onists in reducing anxiety, for example due to stage- 
fright associated with musical performance (James et 
al, 1977; Brantigan et al, 1978), perhaps associated 
with reduction of tremor, ‘examination nerves’ (Con- 
way, 1971; Brewer, 1972), and public speaking 


(Somerville et a/, 1973). However, not all workers have 
found beta-adrenoceptor blockade to have a signi- 
ficant effect on subjective anxiety (Liu er a/, 1978; 
Nakano et al, 1978). 

The finding that the subjects’ subjective assessment 
of alertness and concentration was unaffected by 
propranolol was not unexpected and agrees with the 
many previous reports of the ineffectiveness of beta- 
adrenoceptor antagonists on central nervous system 
tests in normal subjects (Lader and Tyrer, 1972; 
Turner and Hedges, 1973; Ogle and Turner, 1974; 
Ogle et a/, 1976). Recently, Farhoumand et a/ (1979) 
reported the first controlled experimental study in 
which large doses (480 mg) of a beta-adrenoceptor 
antagonist, oxprenolel, influenced tests of central 
nervous system function in man. The dose of ox- 
prenolol used in this experiment was higher than the 
conventional therapeutic doses used in previous 
studies. 

Perhaps different results would be obtained if the 
drug were administered chronically; several subjects 
participating in another study in our laboratory and 
receiving propranolol 80 mg orally twice daily for two 
weeks, volunteered that they felt calmer than usual 
while taking the drug, suggesting that prolonged 
administration may produce a central effect. 


Acknewledgements 


We thank Dr N. Farhoumand for his assistance with the 
project and Mrs Jane Wadsworth for her help with the 
statistical analysis. 


References 


ALAM, M. & Smirk, F. H. (1937) Observations in man upon 
a blood pressure raising reflex arising from the 
voluntary muscles. Journal of Physiology, 89, 372-83. 

BRANTIGAN, T. A., BRANTIGAN, C. O. & Joseru, N. H. 
(1978) Beta blockade and musical performance. 
Lancet, ii, 896. 

Brewer, C. (1972) Beneficial effect of beta-adrenergic 
blockade on ‘exam nerves’. Lancet, ii, 435. 

Conway, M. (1971) Final examinations. Practitioner, 206, 
795—800. 

Doarp, K. W., LiNp, A. R., McNicor, G. W., Hum- 
PHREYS, P. W., TAYLOR, S. H. & Staunton, H. P. 
(1967) Cardiovascular responses to sustained (static) 
contractions. Circuiation Research (Suppl 1), 20/21, 
15-32. 

FARHOUMAND, N., HARRISON, J., PARE, C. M. B., TURNER, 
P. & Wynn, S. (1979) The effect of high dose oxpreno- 
lol on stress induced physical and psycho-physio- 
logical variables. Psychopharmacologia (Berlin), 64, 
365-9, 

FILINGER, E. J., LANGER, S. Z., Perec, C. J. & STEFANO, F. 
J. E. (1978) Evidenze for the presynaptic location of 
the alpha-adrenoceptors which regulate noradrenaline 
release in the rat submaxillary gland. Naunyn Schmie- 
debergs Archives of Pharmacology, 304, 21-6. 


E. A. TAYLOR, J 


FREYSCHUSS, U. (1970) Cardiovascular adjustmen 
somatomotor activation: the elicitation of incren 
in heart rate, aortic pressure, and venomotor tone 
with the initiation of muscle contraction, .. 

: Physiologica Scandinavica (Suppl), 342, 1-63. ` 

- Harrison, J. (1964) The behaviour of the palmar sweat 

i glands in stress, Journal of Psychosomatic Research, 8, 

187-91. B MEE 








James, I. M., Pearson, R. M., Gurrrru, D. NN We & — i 
NEWBURY, P. (1977) Effect of oxprenolol on Stage- «i 


fright in musicians. Lancet, ii, 952-4. 


therapeutic guides. New England Journal of Medicine, 
287, 227-31 * à 


LADER, M. H. & Tyrer, P. J. (1972) Central and peri- 
pheral effects of propranolol and sotalol in normal 
human subjects. British Journal of Pharmacology, 45, 
557-60. 


: LIND, A, R., TAYLOR, S. H., Humpureys, P. W., KEN- 

T o NELLY, B. M. & Donard, K.-W. (1964) The circu- 

à ,latory effects of sustained voluntary muscle con- 
. traction. Clinical Science, 27, 229-44. 


Liu, K. 5., Desus, G. & Janke, W. (1978) Studies on the 
effect of oxprenolol on experimentally induced 
anxiety, Arzneimittel Forschung (Drug Research), 28, 

1305-6, 


LORENTSEN, E. (1975) The. venomotor response to static 
muscular exercise. Journal of Clinical Laboratory 
Investigation, 35, 789-94, 


MacDonatp, H. R., Sapru, R. P.; Taytor, S. H. & 
DoNALD, K. W. (1966) Effect of intravenous prop- 
ranolol on the systemic circulatory response to sus- 
tained handgrip. American Journal of Cardiology, 18, 
333-43. 


MCALLISTER, R. G. (1979) Effect of adrenergic receptor 
blockade on the response to isometric handgrip: 
studies in normal and hypertensive subjects. Journal of 
Cardiovascular Pharmacology, 1, 253-63. 


Elizabeth A. Taylor, B.Sc., Ph.D., Research Fellow, 










N AND P. TURNER 549 
MARTIN, C. E., SHAVER, J. A., Leon, D. F., THOMPSON, M. 


| . E. & Reppy, P. S. (1974) Autonomic mechanisms in ^ 


hemodynamic responses to isometric exercise. Journal 
. of Clinical Investigation, 54, 104-15, 


‘ ‘Nakano, S., GiLLEsPIE, H. K. & HOLLISTER, L. E. (1978) 


Propranolol in experimentally induced stress. Psycho- 
. pharmacology (Berlin), 59, 279-84, 
YBERG, G., GRAHAM, R. M. & Stoxes, G. S. (1977) The 


. . effect of mental arithmetic in normotensive and hyper- 


=> tensive subjects, and its modification by B-adrenergic 
= receptor blockade. British Journal of Clinical Pharma- 
cology, 4, 469-74, is ? 


Kocu-Weser, J. (1972) Serum drug concentrations as OGLE, C. W. & TURNER, P. (1974) The effects of oral doses 


_of oxprenolol and of propranolol on CNS function in 
man. Journal of Clinical Pharmacology, 1, 256-61. 

—7 ——- & MARKOMIHELAKIS, H. (1976) The effects of 
high doses of oxprenolol and of propranolol on pur- 
suit rotor performance, reaction time and critical 
flicker frequency. Psychopharmacology (Berlin), 46, 
295-9. 

SHAND, D. G., NuckoLis, E. M. & Oates, J. A. (1970) 
Plasma propranolol levels in adults with obser- 
vations in four children. Clinica! Pharmacology and 
Therapeutics, 11, 112—20. 

SOMERVILLE, W., TAGGART, P, & CaRRUTHERS, M. (1973) 
Cardiovascular responses in public speaking and their 
modification by oxprenolol In New Perspectives in 
Beta-Blockade (eds. D. M. Burley, J. H. Frier, R. K. 
Rondel and S. H: Taylor), Horsham: Ciba. | 

TuRNER, P. (1979) Central nervous actions of bèta- 
adrenoceptor blocking drugs in man. Trends in-Phar- 
macological Science, 1,4951. | : 

—- — & Henaes, A..(1973) An investigation of the central 
effects of oxprenolol. In New. Perspectives. In Beta- 
Blockade (eds. D. M. Burley, J. H. Frier, R. K. 
Rondel and S. H. Taylor). Horsham: Ciba. 

Tyrer, P. (1976) The Role of Bodily Feelings in Anxiety. 
University Press, ii 

WILDENTHAL, K., MitRZWIAK, D. S., SKINNER, N. S. & 
MirCHELL, J: H. (1968) Potassium-induced cardio- 
vascular and ventilatory reflexes from the dog hind 
limb. American Journal of Physiology, 215, 542-8. : 


Paul Turner, M.D., B.Sc., FRCP. ‚Professor, Department of Clinical Pharmacology, 


Jean Harrison, Ph.D. M.D., Research Assistant, Department of Psychological Medicine, 


St Bartholomew's Hospital Medical College, London, ECI A 7BE 7 


(Received 20 May 1981) 





Brit. J. Psychiat. (1981), 139, 550-552 


Abnormal Gastric Emptying in Primary Anorexia Nervosa 


S. HOLT, M. J. FORD, S. GRANT and R. C. HEADING 


Summary : 


The gastric emptying rate was measured in 10 female patients with 


primary anorexia nervosa and 12 healthy volunteers, using a scinti-scanning 
technique for the simultaneous study of the liquid and solid components of a 
test meal. The emptying rate of both the liquid and the solid phase components of 
the meal was significantly slower in patients with anorexia nervosa. The aetio- 
logical and therapeutic implications of this finding are discussed. 


Primary anorexia hervosa is characterized by a 
distorted and implacable attitude towards eating or 
weight gain and is said to be associated with a high 
morbidity (Vigersky et al, 1976). Most aetiological 
studies have been directed at the psycho-social factors 
and despite the fact that patients frequently complain 
of early satiety, epigastric discomfort and spontaneous 
vomiting, there have been few investigations of 
gastrointestinal function in this condition (Fitz- 
gerald and Walsh, 1977). However, abnormalities in 
gastrointestinal motility do occur and both gastric 
dilatation and duodenal ileus have been reported 
(Jennings and Klidjian, 1974; Scobie, 1973). In view 
of the prominence of gastrointestinal symptoms in 
patients with primary anorexia nervosa, we have 
studied their gastric emptying of the solid and liquid 
components of a physiological test meal. 


Subjects and Methods 


Measurements of gastric emptying rate were made 
in 10 female patients with primary anorexia nervosa 
and 12 healthy volunteers, using a scintiscanning 
method for the simultaneous study of the liquid and 
solid components of a test meal (Heading et a/, 1976). 
The 10 patients were aged between 17 and 32 years; 
all were under-weight (mean weight 42 kg) and 
fulfilled accepted diagnostic criteria for primary 
anorexia nervosa (Vigersky et al, 1976). Six had 
recently been diagnosed, four were patients with 
chronic anorexia nervosa and all were undergoing 
in-patient psychiatric therapy. At some time during 
their illness all had complained of early satiety, 
post-prandial discomfort or recurrent vomiting. 
During a minimum period of 7 days prior to the 
measurement of gastric emptying, patients were 
taking a hospital diet of not less than 3,000 calories 
(12.5 M.J.) under supervision. The 12 healthy subjects 
(6 males, 6 females; aged 32 to 65) were of normal 
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weight (mean weight 67 kg) and taking a normal diet; 
none was known to have either gastrointestinal 
disease or psychiatric illness. None of the patients or 
subjects was taking drugs known to alter gastric 
motility. 

Gastric emptying rates were determined by sequen- 
tial gastric scintiscanning (Heading et al, 1976). After 
an overnight fast each subject consumed a standard 
meal, under supervision, which consisted of 20 g of 
cornflakes, 15 g of sugar and 150 ml of milk to which 
had been added 200 uCi indium-113 m labelled 
diethylenetriamine penta-acetic acid as a marker of 
the liquid phase together with approximately 30 small 
pieces of paper 3 mm square, impregnated with 
technetium 99 m-labelled suiphur colloid as a marker 
of the solid phase. The gastric emptying rate was 
determined by computer analysis of the count rates 
from successive abdominal scans; emptying of the 
liquid phase is monoexponential and the gastric 
emptying half time (T3) is derived by linear regression 
of the logarithm of counts in the gastric area plotted 
against time. Emptying of the solid marker is a 
linear function of time and is expressed as a percentage 
of the ingested marker emptied per minute. 


Results and Discussion 

The gastric emptying measurements are summaried 
in Table I. Significantly slower gastric emptying was 
found for both the liguid and the solid components 
of the meal in patients with primary anorexia nervosa 
compared with healthv subjects. However, emptying 
during the early phase (0-10 min after meal ingestion) 
was not significantly differently in the two groups. 

Previous studies of gastric motility in primary 
anorexia nervosa have produced conflicting results 
(Vigersky et al, 1976; Scobie, 1973; Silverstone and 
Russell, 1967), Studies of gastric motor function using 
a barium meal examination or continuous gastric 
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TABLE I : 
Comparison of the gastric emptying rate in healthy subjects and patients with anorexia nervosa 


Half-time of liquid Solid emptying rate 9, Liquid emptied in 7; Solid emptied in 
emptying (min) (95 min?) first 10 min first 10 min 
Healthy subjects 
(n = 12) 31.8+ 7.6 0.49+0.33 7.2+10.1 5.63.5 
Patients with anorexia 
nervosa (n » 10) 47.4 1-13.1** 0.22 1-0.16* 11111.5 3.34.4 


Results are means + standard deviation. 
* =P «0.025. ** = P «0.005 (t tests), 


infusion techniques have failed to show a major 
abnormality (Scobie, 1973; Silverstone and Russell, 
1967) More recently using a technique based on 
gastric intubation, Dubois e: al (1979) found that the 
emptying of gastric secretions was delayed and the 
gastric acid output reduced in patients with anorexia 
nervosa. Methodological differences could account for 
some of the disagreement between these studies. 
Moreover, it seems likely that gastric intubation will 
itself produce anxiety or discomfort which may 
modify gastric motility. 

Using a non-invasive technique to measure empty- 
ing of an ordinary meal we have shown that gastric 
emptying rates for both the solid and liquid com 
ponents of the meal were significantly prolonged in 
patients with primary anorexia nervosa. Though the 
healthy subjects and patients were not matched for 
age, sex or body weight, our own unpublished data 
have not revealed any statistically significant corre- 
lations between these variables and the gastric 
emptying rate. Moore et a/ (1981) have also failed to 
find any significant correlation between body weight 
or surface area and either liquid or solid-phase 
gastric emptying; it is therefore unlikely that such 
differences between the two groups could account for 
the finding of impaired gastric emptying in patients 
with primary anorexia nervosa. 

The normality of gastric emptying during the early 
phase suggests that there was no impairment of post- 
prandial receptive relaxation of the stomach in our 
patients. The receptive relaxation reflexes are mediated 
principally by the vagus; their impairment following 
vagotomy produces an acceleration of the early phase 
of gastric emptying which is thought to contribute to 
the post-prandial epigastric discomfort felt by many 
patients who have undergone surgical vagotomy 
(Kelly and Hinder, 1980). 

Whether anorexia nervosa represents a primary 
hypothalamic disorder or whether the hypothalamic 
dysfunction is secondary to the changes induced by 
inanition or psychistric distress is unknown (Vigersky 


et al, 1976). Since the gastric emptying rate may 
improve with weight regain, it has been suggested 
that the abnormal gastric motility in patients with 
anorexia nervosa is the result of a secondary hypo- 
thalamic dysfunction (Dubois et al, 1979). Longer 
term studies after normal nutritional status has been 
restored are required to confirm this hypothesis. 
More recently the possibility of restoring normal 
gastric motor and secretory function in patients with 
this disorder has been investigated (Saleh and Leb- 
wohl, 1979; Dubois et al, 1980). Using a gastric 
prokinetic drug, metoclopramide, gastric emptying 
returned to normal in 3 out of 4 patients with docu- 
mented anorexia associated with delayed gastric 
emptying (Saleh and Lebwohl, 1979). Dubois et al 
(1980) have shown that the administration of a 
parasympathomimetic agent, bethanechol, produced 
only a partial restoration of gastric emptying and acid 
secretion in patients with anorexia nervosa. They 
concluded that the defect in gastric emptying and acid 
secretion probably reflects the presence of inhibitory 
influences and not just impaired perasympathetic 
neurotransmission (Dubols et al, 1980). 

The finding of impaired gastric emptying in patients 
with anorexia nervosa may have therapeutic impli- 
cations since it raises the possibility that some of the 
symptoms experienced by these patients are a ‘normal’ 
perception of abnormal upper gastrointestinal func- 
tion. In these circumstances, the use of a drug which 
promotes gastric emptying such as metoclopramide 
might play a useful] subsidiary role in the overall 
management of the patients. 
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Functional Tests of "^" 


Summary : 





4 jdn Callosum in Schizophrenia 


The corpus callosum, a i'eerebral c commissure of 200,000,000 fibres, 


is thickened in chronic schizophrenia and. several neuropsychological and 
neurophysiological techniques have suggested poor links between the two 
cerebral hemispheres. The interhemispheric conduction time across the corpus 
callosum, measured in 12 schizophrenics, using the ipsilateral/contralateral 
latency differences of the early somatosensory evoked response, was found to be 
effectively zero. It is suggested that schizophrenia is a split-brain condition akin to 
agenesis of the corpus callosum, unrecognized through the use of FUP 


ipsilateral sensory pathways. 


Following the finding at post-mortem of a 20 per 
cent thickening of the corpus callosum in schizo- 
phrenia (Rosenthal and Bigelow, 1972), Beaumont 
and Dimond (1973) demonstrated that patients had 
difficulty in matching patterns flashed separately to 
each visual field, and proposed an analogy between 
schizophrenia and the split-brain condition found 
after surgical commissurotomy for intractable epilepsy. 

Green (1978) taught schizophrenics to match 
objects by touch using one hand alone, and found that 
they had difficulty repeating the task with the other 
hand. In another study, Green and colleagues (1979) 
found that schizophrenics comprehended speech better 
with one ear than with both, suggesting other prob- 
lems of interhemispheric transfer. This last difficulty 
could not be demonstrated in bipolar manic- 
depressives. 

Gruzelier and Venables (1974) found that schizo- 
phrenics had a less responsive skin conductance on 
the left than on the right, while Flor-Henry (1976) 
described large shifting asymmetries in the volage of 
the electro-encephalogram (EEG) recorded from 
opposite hemispheres. Both findings could be intet- 
preted as showing a poverty of interhemispheric 
integration. 

Thus, several indirect techniques had suggested 
that the corpus callosum might not be working as well 
as it should. When considered with the pathological 
thickening of the corpus callosum, it seemed likely 
that the inter-hemispheric conduction time would be 
prolonged, just as if a peripheral nerve had been 
damaged and thickened. 

The normal inter-hemispheric conduction time had 
been measured by a technique devised by Salamy 
(1978). He used vibration given as a stimulus to one 
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index finger, while recording the EEG from both 
contralateral and ipsilateral sensory areas for the index - 
fingers. The EEG was sampled and averaged by 
computer over 25 trials immediately after a stimulus, 
so that the random components of the EEG would 
be suppressed, while those components occurring at. a 
constant time after the stimulus, presumed to be from 
sensory neurones firing, would be revealed relatively 
free of noise, The right side of the body is of course 
represented in theleft cortex, and vice versa. 

Vibration is not at all unpleasant compared with the 
usual median nerve shock, and also gives vety 
distinctive M-shaped waves in the first 100 ms on 
both sides of the head (labelled P1, N1, P, in Fig 1). 
The topographical distribution of these waves showed 
a maximum over the sensory cortex, confirming their 
cortical origin. The response on the ipsilateral side 
was lower in amplitude and delayed in onset, indi- 
cating that it had been relayed across the corpus 
callosum. Three measures of the conduction time can 
be calculated by subtracting the contralateral latency 
from the ipsilateral, using the first positive (PI), first 
negative (N1), and second positive (P2). The three 
measures do not give the same value (4, 7, 8 ms in 
adults), but can be measured independently. 

Salamy had validated his technique by showing that 
the transmission time fell markedly during childhood, 
in parallel with increasing myelination of the corpus 


callosum. The ipsilateral response is known to depend `” 


on the integrity of the contralateral cortex and corpus 
callosum as it could be abolished in cats by section of 


the corpus callosum (Robinson, 1973), and did not 


develop in humans if the contralateral cortex had. been | 
damaged by a cerebral thrombosis (Liberson, 1966). 
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Method 

(a) Selection of patients 

The twelve schizophrenic patients had been 
diagnosed as such independently, but one of us (G.J.) 
interviewed all patients to ensure that they had 
experienced one or more first rank symptoms of 
Schneider (1959), in clear consciousness, when not 
suffering from organic or affective illness. All patients 
were normal on physical examination, and on routine 
haematological, biochemical, and radiological tests. 

They were consecutive admissions with schizo- 
phrenia to two acute wards of a district psychiatric 
service, with the exception of three patients who 
refused to be tested, and three patients who were 
unable to sit still long enough to be tested. Six had 
been free of neuroleptic medication for at least two 
months, having previously been on tablets, not long- 
acting injections, and four of them had never been on 
neuroleptics. Clinical details are given below. 


(b) Selection of controls 


Controls were hospital staff and students, with no 
personal nor family history of mental illness, roughly 
matched with the patients for age and sex (patients 
18-67, mean 35.5 years, 8M, 4F; controls 19-63, 
mean 35.4 years, 9M, 3F). All patients and controls 
were right-handed. 


(c) Testing methods 


As Salamy's vibrator was complex and expensive, a 
simple electromagnetic transducer was made to give 
vibration at an amplitude of 0.5 mm at 400 Hz, in 








50 ms bursts at 1.8s intervals. One index finger rested 
on this. 

Electrical activity was recorded from the scalp with 
Ag/AgCl cup electrodes, fixed with collodion, and an 
inter-electrode impedance of less than 2 kQ was 
achieved with electrode jelly and light scalp abrasion. 
A reference electrode was placed on the vertex, and 
active electrodes 6-7 cm lateral to the mid-line and 
2-3 cm posterior to the vertex-aural plane, these being 
approximately over the index finger sensory areas 
(Duff, 1980). Patients were asked to close their eyes 
and relax, while lying down in a darkened room. 

Recordings were made simultaneously from both 
contralateral and ipsilateral sides relative to the 
stimulated finger for 128 trials, then the other hand 
was used. As the transducer was audible (51 dB), a 
further test was recorded without mechanical contact 
to control for possible auditory evoked potentials. The 
amplified EEG, filtered to 3.2-80 Hz, was sampled 
and averaged at 512 intervals over 200 ms after the 
start of each stimulus (Medelec PA63/AA6Mk III/ 
DAV 62). 

The distinctive M-shaped waves were identified and 
their latencies measured by one of us (J.M.) who was 
blind to the subject's status at the time. 


Results 
Fig 1 shows the general forms of the evoked 
responses. 
In normals, the ipsilateral response, mediated via 
the corpus callosum, was smaller in amplitude and 
delayed in onset compared with the contralateral. Its 
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Fic 1.—Contralateral and ipsilateral evoked responses in 
| normals and schizophrenics. E 

C—contralateral. — [—ipsilateral. Positve upwards. 

P1, P2—first and second positive waves. N1— first negative. 


Stimulus 


recording required careful electrode placement as it 
was so highly localised. The ipsilateral response of 
schizophrenics showed none of these characteristics, 
and there was no delayed response as in normals. 
Considerable variation in latencies occurred (ranges 
P1 22-50 ms, N1 30-67 ms, P, 39-79 ms), especially in. 
the schizophrenic group. However, much of this might 
have been accounted for by differences in arm length 
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Fic 2.—Latency differences in millisecs between the 


ipsilateral and contralateral responses (interhemipheric 
conduction time). x = controls, @ schizophrenics. | 


(heights 148-185 cm). Of more importance is the near 
synchrony of both ipsilateral and contralateral 
responses in schizophrenics in the first 100 ms.. 

Fig 2 shows the latency differences between ipsi- 
lateral and contralateral responses in the two groups 
for the three waves P1, N1 and P2. In schizophrenics, 
the differences were effectively zero, giving no overlap 


with normal. This finding is highly unlikely to have: 


occurred by chance. 


Discussion 


The results in normals are rather longer thar those 


nd p 


reported by Salamy in 15 adults, probably because of - 


the higher amplitude and frequency of our blunt 
transducer. It is possible that joint-position receptors 


were stimulated at this amplitude, so that the trans- 


mission times were for a different modality. Gazzaniga 
and his associates (1975) have demonstrated modality- 
specific tracts in the corpus callosum, only some being 
interrupted by partial commissurotomy. 

The only previous similar report in schizophrenia 


was that by Tress and her colleagues (1979) of the 


synchrony of both 50 ms waves (probably equivalent 
to our P2) in twelve male patients, all on medication, 


compared with a 6 ms difference in normals. However, 


+ 
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TABLE H 
Latency differences (ms) between ipsilateral and contralateral 
responses of the first and second positive (P1, P2) and first 
negative (N1) waves. Mean + s.d. 


Pi Ni P2 
Controls 12.0-2.9 14.4+4.4 17.7+5.1 
Schizophrenics ~-0.243.1 ~1.5+1.9 —0.741.3 
Mann-Whitney U=0 U —0 U —0 
P «0,001 P «0.000 P «0.001 
U. test n,-nQ4:12  n,-nQ,-12 ny=n 12 


both stimulus and recording electrode array were 
different. They found no difference between right and 
left arm stimulation, which was the case in eight of 
our patients in whom technically adequate recordings 
were made from both hands, despite their often 
restless state. 

It is suggested that the ipsilateral response in 
schizophrenics, almost identical to the contralateral 
one, is produced by ipsilateral pathways from the 
brain stem, and that the corpus callosum is not 
conducting at all. Such an unusual structural re- 
arrangement seems likely as the finding was present 
whether the patient was on medication or not, and 
whether in illness or in remission, complete or partial. 
Ipsilateral pathways are known to exist in animals 
(Woolsey, 1947), and their enhanced use in humans is 
one of three possible compensatory mechanisms for a 
split-brain condition listed by Sperry (1971), who 
notes their enhancement following birth injuries. The 
results in the four patients in their first episode of 
illness, who had never received neuroleptics, suggest 
that this compensatory mechanism was well developed 
before their clinical symptoms appeared, and that they 
had had a corpus callosum that was not conducting 
for some time. 

Therefore, an analogy is proposed between schizo- 
phrenia and the pre-schizophrenic state and agenesis 
of the corpus callosum (Sperry, 1968), a symptomless 
condition usually discovered accidentally, with only 
the most subtle of neuropsychological deficits, 
similar to those found. in schizophrenia. Neuro- 
pathological examination of the corpus callosum 
should test this hypothesis. 

The thickening of the corpus callosum suggests 
some damage, and Hare (1980), reviewing the excess 
of winter schizophrenic births, suggested some 
perinatal damage, possibly in a winter virus epidemic. 
Indeed, virus-like agents have been demonstrated in 
the cerebrospinal fluid of schizophrenics (Tyrrell 
et al, 1979), and might well have persisted for some 


time. The early onset of corpus callosum problems is 
also supported by the work of Fish and Hagin (1972), 
who demonstrated a specific developmental delay at 
4-9 months of hand to hand co-ordination in some 
children at high genetic risk of developing schizo- 
phrenia. 

Essentially normal results have been obtained in 
patients with affective disorder, but this is still under 
systematic investigation. If these are confirmed, then 
this simple non-invasive technique may help to 
delineate a clinical syndrome of schizophrenia 
independently of the known wide variations of 
diagnostic criteria (Kendell, 1975). The results 
reported may represent pre-existing subtle structural 
changes necessary before the functional alterations 
in the anatomically remote dopaminergic systems 
usher in the clinical illness (Crow, 1980). Change in 
the schizophrenic brain at many sites is supported by 
the finding of enlarged cerebral ventricles in some 
schizophrenics with long-standing illnesses (Johnstone 
et al, 1978). 

If the changes in the corpus callosum do indeed 
precede schizophrenia, then this technique may 
prove of value in high-risk research (Garmezy, 1977). 
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Fear, Folie and Phantom Pregnancy: Pseudocyesis in a 
| Fifteen-Year-Old Girl 


PETER J. HARDWICK and CAROL FITZPATRICK 


Pseudocyesis is rare in childhood and adolescence. 
Moreover, in all age groups, there has been little 
written on its therapeutic handling. We describe a case 
` of pseudocyesis in a fifteen-year-old girl and discuss 
the therapy in some detail. 

Pseudocyesis is a condition characterized by the 
conviction of a non-pregnant women that she is 
pregnant, in association with the development of 
symptoms and signs of pregnancy. It should be 
distinguished from: 

(a) delusional pregnancy (as in psychosis); 

(b) simulated pregnancy, when a woman professes to 
be pregnant knowing she is not ; 

(c) pseudopregnancy caused by a tumour creating 


endocrine changes suggestive of pregnancy 
(Steinberg et al, 1946). 


Bivin and Klinger's series (1937) of 444 cases rep- 
resents the most comprehensive study of pseudo- 
cyesis. Most of their cases were in the age range 20 to 
44 years, (average 33 years). Although their study 
showed no association with infertility, other studies 
(Fried er a/, 1951; Ladipo, 1979) have supported such 
an association, The symptoms and signs of pseudo- 
cyesis, in order of frequency, as derived from the two 
largest of these studies, are:— 


(1) Menstrual disturbance (amenorrhoea or hypo- 
menorrhoea); 

Abdominal enlargement without effacement of 
the umbilicus (contrast normal pregnancy); 

Breast changes similar to those in pregnancy; 
Foetal movements reported by the patient; 
Softening of the cervix with signs of congestion-— 
careful examination usually reveals a normal- 
sized uterus; 

(6) Nausea and vomiting; 

(7) Weight gain. 

Ideas about aetiology are varied. Most authors 
_ agree that most pseudocyeses are psychogenic in 
origin. Fried ef al (1951) believe that pseudocyesis is a 
form of hysterical conversion in gullible women with 
predisposing basic personality deficits. Both their 
study and that of Ladipo (1979) stress the association 
of pseudocyesis with infertility and yearning for a 


(2) 


(3) 
(4) 
(5) 
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baby. However, pseudocyesis has been described in 
patients without the ‘basic personality defect’ des- 
cribed by Fried and it is unclear from the literature if 
there is an association with other hysterical symptom- 
atology. Brown and Banglow (1971) regard pseudo- 
cyesis as a form of affective equivalent, and emphasize 
the connection between depression and alteration in 
gonadal function mediated through psychoneuro- 
endocrine mechanisms. They put forward an attractive 
hypothetical model to explain the condition. However, 
the endocrine changes necessary to support this model 
have not been consistently found in pseudocyesis. 

Although a great deal has been written about 
pseudocyesis little has been said about treatment. 
There are no controlled assessments of treatment, but 
most authors agree that bluntly informing the patient 
that she is not pregnant, and doing nothing else, does 
not work. Psychotherapy, aimed at modifying the 
factors contributing to the individual woman’s need to 
develop pseudocyesis, is generally believed to be the 
most effective measure. As an adjunct to psycho- 
therapy some authors, (Reifenstein, 1946), recommend 
use of progesterone to induce periods and using this to 
help the woman accept that she is not pregnant. 

Pseudocyesis appears to be very rare in childhood 
and adolescence. Fried’s (1951) youngest case was 
eighteen, and Bivin and Klinger’s series (1937) 
mentions eight cases under the age of eighteen, but 
these are not described in detail. There are only two 
detailed case reports in the literature of pseudocyesis 
in childhood and adolescence. Walker (1898) reported 
pseudocyesis in a 12-year-old girl. Selzer (1968) des- 
cribed a six-year-old girl, from a grossly deprived 
background, who developed  pseudocyesis. Her 
psychotherapy is the only detailed report of treatment 
in the literature. 

Case reports of pseudocyesis are decreasing, 
possibly due to less reporting of cases. Murray and 
Abraham (1978) have suggested the decrease is real 
and may be due either to increasing public sophisti- 
cation in medical matters, or reflect social change 
whereby, as more roles become available in which 
women may fulfil themselves other than by having 
babies, the psychological need to become pregnant 
may be diminished. 








Intrapersonal, family and cultural factors cotitined: p 





PETER J. HARDWICK 
Case History 


to produce a most unusual case of pseudocyesis. 


Rebecca was a physically mature second generation . 

West Indian girl of just 15 when she was brought with — 
her older sister Sophie to the Children's Psychiatric. — 
Department. Despite negative pregnancy tests both = ^ — 





sisters continued to insist that Rebecca was pregnant. 
The complicated history is presented in diary form. 


History 


1965: 


1966: 


1972: 


1977: 


1978: 


1979: 


1980: 


Rebecca born to West Indian immigrants. She 
was the youngest of five siblings; the others 
then being Sophie 13 years, George 9, Richard 
5 and Carmel 1. 

Mother left home, the culmination of a long 
history of marital violence. Father, an elec- 
trician, was given custody of all five children. 
Sophie became mother to her siblings and 
housekeeper to her father. 

Sophie, now 20, had a baby, Samuel. Sophie 
would not reveal the identity of the father, 
which remained a mystery to her siblings. 
Samuel was severely mentally retarded, epilep- 
tic and deaf. The cause of these handicaps was 
unknown, but they were probably present from 
birth. Social work help was rejected. 

Sophie moved with Samuel into her own flat 
because her father's violence and drinking 
had become intolerable. Her siblings remained 
with their father, although they too found him 
difficult to live with. Samuel entered a school 
for the mentally handicapped. The school 
described Sophie as a very caring and able 
mother. 

Rebecca investigated as an out-patient for 
abdominal pain. No cause found and the pains 
disappeared. 

Rebecca's school attendance became sporadic. 
By the autumn she was continually absent, this 
being the situation at the time of referral. The 


school described Rebecca as 'bright, but lazy. 


and aloof, not relating well to teachers or 
peers'. They could not involve her parents in 
discussion of her progress. 

During the year Rebecca apparently had 
several blackouts, for which no cause was 
found on out-patient investigation, and they 
ceased. In November Samuel died after being 
in hospital with status epilepticus. 

January: All five siblings became convinced 
their father was practising black magic. Sophie 


 . revealed to them that Samuel had been their 
^ father’s child, i.e., a product of incest. | 
February: To escape their father's alleged 
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‘evil’, all the siblings moved en masse into 


Sophie's small flat. However, the ‘evil’ 
followed them there. They slept huddled to- 
gether for safety and used their religious 
beliefs to combat the ‘evil’. They thought 
father was using black magic to get the girls to 


return to live with him. (Rebecca later said, 
ur aue wanted Sophie and me to be like his 
wives’, although she denied he had ever made 

J.- incestuous advances to herself.) 


May: Both Sophie and Rebecca went to their. 
GP and declared themselves to be pregnant. by 
their respective boyfriends, having conceived 
over Christmas 1979. Sophie's pregnancy was 
confirmed. Rebecca presented symptoms of 
pregnancy, including amenorrhoea since Christ- 
mas, breast milk secretion and abdominal 
enlargement. However Rebecca's pregnancy 
was not confirmed: two pregnancy tests and a 
scan. were all negative, and full physical 
examination was also negative. (Abdominal 
enlargement due to obesity, no milk secretion, 
uterus normal size.) Despite being told these 
results, both Rebecca and Sophie persisted in 
their belief that Rebecca was also pregnant, her 
expected date of delivery also being September, 
1980. 

June: Sophie and Rebecca were brought to the 

Children's Department by an Education Wel- 

fare Officer concerned at the false pregnancy 

and the school non-attendance. 

Rebecca looked pregnant, but refused 
physical examination. We noted :— 

(i) -A close over-involved relationship between 
the two sisters; 

(ii) A folie-a-deux situation with regard to 
their shared belief in Rebecca's preg- 

. nancy;. 

(iii) Depression in both sisters—Sophie's de- 
pression seemed directly linked to Samuel’s 
death; 

(iv) The vulnerability and role confusions of 
five siblings living together without 
parents. 

Attempts to engage either sister in on-going 
work failed: We decided to await the crisis of 
no delivery in September before attempting 
further engagement. 

However, in September Sophie's baby was 
still-born. We brought forward our inter-- . 
vention. Dr H. did a home visit with the 
Education Welfare Officer. 


Therapy | 
Dr H. held five sessions with Rebecca over two 
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months. Sophie proved impossible to engage, as did 
the other siblings. (Sessions reported by Dr H.) 


Session 1: Home visit 


Rebecca was initially seen on her own. She was an 
obese, friendly girl who seemed glad of my attention. 
She showed marked lower abdominal protrusion with 
lumbar lordosis and wore a maternity dress. The flat 
was tidy, well furnished and contamed many crosses 
"to keep away the evil spell". However, Rebecca 
explained they had all been safer since an exorcism 
ceremony. She described spending most of her time 
with Sophie. They went together to religious meetings 
and shared household duties. Rebecca was isolated 
from her peers. She had once enjoyed school: “I was 
quite brainy, but was held back by silly and childish 
kids in the class". She seemed to wish to be older than 
15 years. 

I maintained a neutral stance towards the reality of 
Rebecca’s ‘pregnancy’, neither contradicting her view 
of herself, nor actively colluding with the delusion. I 
did, however, show that I understood the state of 
being pregnant was important to Rebecca. Rebecca 
described her tiredness, puffy ‘hands, the ‘baby’s’ 
movements and bouts of labour pains. Her knowledge 
both of childbirth and sexual matters seemed good and 
she was expecting to deliver any day. She said, "My 
father's black magic prevents you doctors from 
finding the baby on the tests". She described a brief 
liaison with a soldier the previous Christmas that had 
led to the ‘pregnancy’. This relationship had rapidly 
terminated by mutual agreement. 

Sophie arrived and she also shared the belief in 
Rebecca’s pregnancy. “I have some baby clothes she 
can use", Sophie told us. This provoked talk about the 
recent still-birth. Sophie indicated some relief at not 
now having a baby to look after, especially as she had 
finished with her boyfriend. Rebecca, more guarded 
in Sophie's presence, scolded me:—“You shouldn't 
ask Sophie about this—it makes her upset". Both 
sisters talked for each other and protected each other a 
great deal. They described Sophie ambiguously as 
‘like a big sister and mother’. 

We talked generally on the practical problems and 
restrictions of having a baby unmarried and at 15, 
enlisting Sophie to describe the ambivalent feelings 
towards both her recent still-birth and having had 
Samuel in her teens. Sophie said, “I feel sure Rebecca 
will cope and love her baby even if it is difficult at 
. times". Rebecca remained quiet and pensive. 

We invited both girls to come to the Clinic to talk 
further on these issues, as it was important to plan for 
the difficulties Rebecca would face should she become 
a young mother. We offered each girl individual 
sessions with different workers. 


Session 2: One week later, just past the expected 
delivery date 


Rebecca was brought up on her own. She sail 
Sophie did not want to come and I felt Rebecca 
preferred to attend on her own. 

Rebecca said she was sure the black magic had 
caused the recent still-birth and nearly killed Sophie. 
Regarding her own 'baby', she said, "Something is 
happening to it, maybe it will be born deformed . .. 
then it would be better for it to die". She was sus- 
picious that her fathez's spells were affecting the baby 
“which might look like him". She confided that she 
had not originally planned to get pregnant—she had 
wanted to train to be a nurse. She also talked of 

emigrating with Sophie tq. join her mother, (and new 
step-father), now living in the United States. 


Session 3: Two weeks after expected dellvery date 

Rebecca began by showing her frustration: 
*Nothing's happening—yet I feel the thing moving, 
and you lot can't do anything about it". This was the 
first time she had redefined the ‘baby’ as the ‘thing’. 

I referred again to Sophie’s mixed feelings at losing 
her baby. Rebecca exposed some ambivalence to her 
own ‘pregnancy’. “If I have a baby I shall look after 
it... as something of my own. But if not, then maybe 
I shan't be so upset as I could do more things". We 
explored other tbings Rebecca perhaps could have 
instead of a baby. She told me she had started to 
teach herself typing and would like to go to college, 
but not to school. Later in the session she confided, “I 
wish it would go". We explored ways that the black 
magic and her religious beliefs could perhaps be 
instrumental in making 'the thing' disappear without 
having to be born. However, Rebecca described 
feeling depressed and:‘mixed up’, which I related to 
the prospect of losing something she had previously 
looked forward to. 


Session 4 


For the first time Rebecca wore a tighter fitting red 
dress. When I referred to the 'baby', she replied 
evasively, “I’m not bothered anymore. It’s better to 
have one later when I'm married". She tightened the 
belt on her dress. 

I wondered if she felt sad that no baby had come. 
“Tve got my own room now”, she quickly replied and 
enthusiastically described it to me. She described 
proudly her own goldfish and drawings that she had 
installed in the room. This led to discussion on the 
importance of having things of one's own. Rebecca 
became sad when she told me how her mother had 
never given her anything and had deserted them all 
and also that Sophie had never really seemed like a 
mother. She missed not having a mother and reported 
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That’ the 15 effect on anxiety 


It's the big difference between 
Frisium - the only 15 benzodiazepine - 
and the 1,4 benzodiazepines such as 
diazepam and lorazepam. Frisium 
calms the anxious patient effectively’ 
without the impairment of performance 
associated with 1,4 benzodiazepines?“ 
allowing them to continue their daily 
routine normally. 
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anxiolysis with performance. 9m 
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Prescribing information 
Presentation Frisium capsules contain tümg clabazam (1.5 are compelling reasons Frisium should nct be used in patients 
benrodiazepine) 


Further information is available on request from 


hypersensitive to benzodiazepines Frisium may potentiate the Hoechst UK Ltd, Pharmaceutical Division, 
Uses Minor tranquillizer for use in acute or Chronic anxiety eects of central nervous system depressant drugs The ability to Hoechst House, Salisbury Road, Hounslow, 
tension and agitation with or without underiying Organic disease operate machinery or drive a car may be impaired in patients Middlesex TW4 6JH 
Dosage & Administration Adult dose 20 to 30mg daily in divided 


sensitive to Frisium orin patients taking high doses Use in 


doses or as a single dose given at night. The lower dose apples reduced doses in patients with renal ofr hepatic impairment 


P 
particularly to the elderty Children Over 3 years up to half the yor - | 


Adverse effects include drowsiness. dizziness or dry mouth i 
recommended adult dose Unsuitable for children under 3 years which tend to be mild and transient PL 0066/0065 Basic NHS ^. Ki 
Maximum dosage 60mg daily price £5 75 per 100 capsules Date of preparation October 1987 > 
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66 Since being married I’ve found it difficult to live up to the S 
obligations that I now have... But I want to. 99 


66 When I see my wife spending so much time with the baby I get 
jealous and aggressive . . . But later I regret it 
because I know it's wrong. 99 


66 Pm always tired and irritable. When the baby cries it's just too 
much and I have to go out for a drink ... But I want to change 
because I love my family. 99 


66 When I wake up in the morning I feel bloody awful 
and don't want to go to work. I’m late quite often... ^ 
But I know I've got to change. 99 


66 My colleagues at work have been great they have p 
covered for me all the way... PLA 
But why should they? ee 


66 Because I drink so much we're always 
broke, and now my wife has to work... 
But I know she shouldn't have to. 99 


66 Tm always telling my wife I'll turn over a new 
leaf. I never have ... But now I’m going to. 94 
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having felt envious when "I saw other kids' mothers : ei 
A -seemed she was undergoing a particularly difficult 
. griefreaction. — 


giving them things”. 


We discussed Samuel’s death. Rebecca audi | 
“Father killed Samuel and made him deformed  - 
through his black magic". We looked at other waysthis- 
could have happened and I suggested father may not 
be all bad. Rebecca talked of the siblings holding a ^ of he 
-bolic of their father’s ‘evil penis’ that had caused 

| incest and a deformed child. 


special mass for Samuel "so his spirit can come to 
rest". 


Session ï 


We talked of the frustrations of being 15 and 
Rebecca indicated a wish to be older—“at college and 
more independent". She said she now wanted to be 
more independent of Sophie and try back at school, 
but simultaneously showed resentment that Sophie 
was going out more and looking for a job. We dis- 
cussed strategies for tackling the problems of returning 
to school after such a long absence. 

She told me she wanted to discontinue our sessions. 
I attempted to relate this to a possible problem in 
trusting me in view of my sex. I enquired about ‘the 
baby'. Rebecca replied, "Something has happened. 
I'm not telling you”. 

Despite being offered further appointments, this was 
the last occasion Rebecca attended. The Education 
Welfare Officer found her a place in a sixth form 
college and reported Rebecca to be excited by this, 
thinner, and more outgoing. 

Follow up via the Education Welfare Officer three 


' months later revealed Rebecca had continued without 


her symptom and indeed never mentioned her lost 
‘pregnancy’. Although her attendance at her new 
college had been somewhat erratic, they reported her 
as being co-operative, sociable and. industrious. The 
relationship between Rebecca and Sophie had become 
very strained. Sophie had been unsuccessful in ob- 
taining work herself and seemed jealous of Rebecca 
going to college. Rebecca had become depressed at 
what she perceived as her sister's angry rejection and 
had started an affair with a much older man. 


Discussion 

It is clear that any discussion of Rebecca's psycho- 
pathology must emphasize her relationship with 
Sophie. In part the sisters forged their very close en- 
meshed relationship to compensate for the neglect 
shown to them by their parents. Although at times 
Sophie acted as a mother to Rebecca, their relation- 
ship was ambiguous and sibling rivalry was rife at 
other times. An uncomfortable childhood also con- 
tributed to Rebecca's desire for a more adult status. 

The fact that Sophie became pregnant again 
immediately after the death of Samuel suggests that 
this second pregnancy was a replacement baby. In- 
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ed in the limited contact we had with Sophie, it 


The sudden ascribing of evil powers to their father 
" Samuel’s death could be viewed as a massive 
jection of Sophie's own painful feelings and those 
r siblings. The black magic was probably sym- 





ictly why Rebecca commenced her phantom 


pregnancy at the same time as Sophie's second preg- 
nancy is not altogether clear. Certainly Rebecca’s 


over-identification with Sophie and the rivalry in their 

relationship were factors. Wish-fulfilment in a socially 

isolated girl of limited age-appropriate interests and 
who wished to be more grown-up, was also important. 

Rebecca's gullibility and probable predisposition to 
developing hysterical symptoms (there is a medical 
history of undiagnosed ailments) were other factors. 
We considered the possibility that Rebecca also had 
had sexual relations with her father, but there was no 
evidence to support this suggestion. 

However her phantom pregnancy may have started, 
clearly she received a great deal of reinforcement for 
its continuation. She became very important and 
received lots of attention from both professionals and 
her siblings. Her social isolation from her peers 
removed a source of normal adolescent reality 
testing. The secondary gain of school non-attendance 
we considered. of. minor importance as the non- 
attendance long preceded the pseudocyesis. 

It seems there were three crucial steps in engaging 
her in therapy :— 

(i) Timing our intervention to utilize the dual crises 
of no delivery and the loss of Sophie's baby. 
Prior to this, Rebecca had every reason to keep 
her symptom and, to her, help seemed inappro- 
priate. 

(ii) Offering her individual therapy to give her 
something for herself and fulfil her need for 
individuation and separation. 

(iii) Of vital importance was the acceptance of her 
symptom and the meaningfulness of it to her. 
Then, whilst accepting her need to be pregnant, 
we used the close identification with Sophie to 
explore through Sophie's experience the dis- 
advantages and problems of having a child un- 
married at 15. : 

The brief therapy. centered on enabling Rebecca to 
accept the loss of her pregnancy, find something of her 
own to replace it by, and become more separate from 
her sister. It was important to recognize the sadness 
and identity confusion created by giving up the preg- 
nancy and also her need for a face-saver. Regarding 
the latter need, we used her magical thinking and 
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religious beliefs as assets in helping her find ways the 
increasingly unwanted pregnancy could go. 

It appears the turning point had come when, in 
Session 4, on being asked about her pregnancy, 
Rebecca replied, “I have my own room now". (It is 
tempting to substitute ‘womb’ for 'room'!) In addi- 
tion, Rebecca began to regard education as something 
that could belong to her. 

It seemed unlikely that Rebecca's dropping out of 
therapy had resulted from a mistrust of adult males, 
especially as she seemed able to confide in a male 
therapist. It may have been the result of Sophie's 
influence which, all along, was antagonistic to therapy. 
Another interpretation is that the help had been 
sufficient to see her through the crisis. 

The impact of Sophie's baby being still-born may 
have been considerable in enabling Rebecca to give 
up her pregnancy as she no longer had to compete 
with Sophie. Follow-up revealed that although she 
remained symptom-free, her relationship with Sophie 
was still very enmeshed. Each was still having prob- 
lems achieving independence from the other. It is 
regrettable that we were unable to engage Sophie in 
therapy. 

Our patient with pseudocyesis differs from most 
other cases described in that she was younger, single 
and her false belief was shared by her sister. There are 
no other reports of the belief in the pregnancy being 
shared by family members once the patient has been 
told that she is not pregnant. The literature dealing 
with treatment of pseudocyesis is so scanty that it is 
not possible to compare our approach to that used by 
other therapists. 

A number of questions about pseudocyesis remain 
unanswered. It is not clear from the literature how 
often it comes to term, how often it recurs or what the 
prognosis is for further psychiatric disorder. Why is it 





apparently on the decline? It would also be interesting 
to know if pseudocyesis is ever associated with baby- 
snatching-—this has not so far been reported. 
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Electroconvulsive 





[reatment in Great Britain 


J. PIPPARD and L. ELLAM 


A survey of the practice of . electroconvulsive 
treatment, ECT, in Great Britain was made during 
1980-81 for the Royal College of Psychiatrists, sup- 
ported by grants from the Department of Health and 
Social Security and the Scottish Home and Health 
Department. This paper is a summary of the main 
findings together with suggestions from the authors. 


Method 


A questionnaire, designed to establish how psych- 
iatrists prescribe and use ECT and their opinions 
about it, was sent to all Members of the Royal 
College of Psychiatrists in Great Britain who could be 
traced, to all consultants in psychiatry listed in the 
1979 Medical Directory and to all doctors not in 
training, some 4 per cent of the total, who might be 
involved in giving ECT. A response was obtained from 
95 per cent of those surveyed. Two thousand seven 
hundred and fifty-five respondents (86 per cent of all 
sent) provided enough information for detailed analy- 
sis. Each of the 3221 doctors to whom the question- 
naire was sent also received a record sheet designed to 
collect information about all patients given ECT 
during a three-month prospective. period. Four 
hundred and fifty-two consultants, 35 per cent of 
those identified as having prescribed ECT during the 
6 months before the enquiry, recorded 2594 courses of 
ECT. 

Another questionnaire, designed to establish the 
way ECT is given, was sent to 347 ECT clinics (some 
90 per cent of all the 380-400 places where ECT is 
given). Visits were made to 180 of these and we saw 
ECT given in 101 of them. Statistics for the use of ECT 
during 1979 were collected and compared with those 
independently obtained by the DHSS. 

A short postal survey of 614 general practitioners 
was made to discover their opinion of the effect of ECT 
on recently treated patients in their practices. The 
response rate was 79 per cent. 


Analysis of the 2755 Responses 
"Nearly half of the 2755 respondents and two thirds 
of clinical consultants practising at least partly in 
adult psychiatry and/or psychogeriatrics were born 
before 1930 and are old enough to have had experience 


of ECT before it was generally modified by anaesthesia 
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and relaxant. Seventy-eight per cent were born in, and 
a slightly higher proportion qualified in medicine in, 
the British Isles, 

Three quarters had a Diploma in Psychological 
Medicine and about one in four was also a member of 
another Royal College (Physicians or General 
Practitioners) and/or had a higher medical quali- 
fication (eg M.D., Ph.D.). One per cent had no formal 
psychiatric. qualification. Three-quarters were con- 
sultants or of equivalent status. Only 1 per cent of 
consultants working at least partly in adult psych- 
iatry/psychogeriatrics had practised psychiatry in 
Britain for less than 5 years. 

Ninety-two per cent of all respondents were engaged 
mainly in clinical work and of these, 2 in 3 worked at. 
least partly in adult psychiatry/psychogeriatrics. Of 
non-clinical psychiatrists, 80 per cent were mainly in 
teaching and/or research and to a lesser extent in 
administration. 

In response to a question about litigation less than 
| per cent of respondents reported any involvement 
over ECT, in some cases overseas. Nine legal actions 
in the last 25 years involved. respondents; only one 
case (Bolam v. Friern HMC, 1957) came to judgment 
and in that case the claimant was unsuccessful. 


Doctors' opinions 

Seventy-one per cent responded to a question in- 
viting comments on the Royal College of Psychiatrists’ 
Memorandum on ECT (1977). Ninety-one per cent of 
these thought it gave adequate guidance on how to 
give ECT and on legal and administrative aspects. The 
minority was strongly critical because of insufficient 
detail, too little stress on importance of staff training, 
inadequate guidance on consent procedures, and too 
rigid advice to use Section 26 of the Mental Health 
Act 1959 to treat unwilling patients and those unable 
to give consent. ^ og 

Thirty-four respondents (1 per cent) were wholly 
opposed to the use of ECT. Eighty-seven per cent of all 
respondents and 97 per cent of clinical consultants 
working at least partly in adult psychiatry/psycho- 
geriatrics regarded ECT as at least occasionally 
useful but this response was heavily qualified. There 
was overwhelming agreement that the main (and for 
many, the only) indication for ECT was in the con- 
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ditions included in the group 'depressive psychosis; 
involutional melancholia; endogenous depression’. 
There was considerable support for at least occasional 
use of ECT in schizoaffective disorder, mania, acute 
(especially catatonic) schizophrenia and depression 
associated with other conditions. 

Many have found ECT of especial use in the elderly, 
even in apparently neurotic depressive states, and 
considered it safer than drugs. ECT has had a very 
limited place in mental handicap practice, mainly for 
depressive illness in mildly handicapped people, 
rarely for other reasons. A minority of mental handi- 
cap psychiatrists opposed its use for fear of further 
impairing damaged brains. In child psychiatry its use 
has been even more restricted; it was rarely used and 
mostly, if not only, in postpubertal children with 
adult-type psychotic illness where some claimed good 
recoveries. A minority opposed its use in children 
under any circumstances. 


How ECT is given 


The following information from the analysis of the 
survey was given mainly by the 46 per cent of res- 
pondents, including 78 per cent of clinical consultants 
working at least partly in adult psychiatry/psycho- 
geriatrics, who had prescribed and/or physically 
administered ECT in the 6 months before the survey. 

Most ECT was administered by junior doctors who 
were not Members of the College and who were not 
included in the postal survey. Seventy-six per cent of 
consultants who had prescribed ECT did not admin- 
ister it themselves. Most ECT was given in hospital 
clinics; 7 per cent of respondents gave ECT elsewhere, 
for example in nursing homes, patients’ homes, 
prisons. 

One third said that they often gave unilateral ECT 
and two thirds that they usually gave bilateral ECT. 
In 79 per cent of the clinics we visited unilateral ECT 
was rarely or never used. Where unilateral ECT was 
said to be used, 54 per cent of respondents stated that 
they used a parieto-temporal placement of electrodes. 
Thirteen per cent said they used the mastoid-temporal 
placement recommended by the College Memorandum 
(1977), but we found this in only 6 per cent of clinics 
visited. In determining cerebral dominance for uni- 
lateral ECT, 66 per cent relied on asking the patient 
whether he was right-handed; 22 per cent performed 
fuller clinical assessment or additional tests. Three per 
cent did not determine dominance but always gave 
right-sided ECT. 

Eighty per cent reported that ECT was given twice 
weekly, partly because it was administratively con- 


venient, staff and anaesthetists not being available. 


more often. Some gave ECT three times a week in the 
hope of quicker results. Seventy-five per cent reviewed 
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treatment at least once a week; 10 per cent usually 
prescribed a fixed course of treatment and reviewed at 
the end. Twenty-three per cent gave one or two extra 
treatments after clinical recovery. 

Ninety-four per cent of respondents never gave more 
than one seizure in a session, Three per cent did so 
rarely, most often in cases of acute mania. Main- 
tenance ECT was used by a minority (22 per cent) but 
by most of these only rarely. The main indications 
given were severe intractable recurrent depression, by 
65 per cent; and chronic schizophrenia, by 16 per 
cent. There was no evidence that regressive ECT is 
used. 

Most psychiatrists saw no disadvantages in giving 
drugs concomitantly with ECT, except for mono- 
amine oxidase inhibitors which 42 per cent would 
stop; 24 per cent of anaesthetists were said to insist on 
this. All but 2 per cent of respondents sometimes or 
often gave antidepressive drugs for at least a few 
months after ECT for depression. 


Consent and responsibility 


A doctor usually explained ECT and the need for it 
and discussed risks with the patient and relatives. 
Nurses were often, and social workers rarely, in- 
volved in this. Discussion of risks was often only 
brief. No written explanation of ECT was given in at 
least 87 per cent of cases. 

For patients who cannot give valid consent, or who 
are unwilling, the decision to give ECT was over- 
whelmingly seen to be the responsibility of the psych- 
iatrist. Multidisciplinary and other advisers were often 
acceptable for consultation but not as final decision 
makers. 

For informal patients who need ECT but cannot 
give valid consent 54 per cent of psychiatrists would 
seek a second consultant's opinion. Eighty-eight per 
cent would give ECT, many only after drugs had 
failed or if the patient's life was in danger; of these, 
about one third would first inform the next of kin and 
preferably gain their consent; one third would give 
ECT only after detaining under the Mental Health 
Act, as recommended by the College Memorandum; 
and one third would, where appropriate, follow either 
of these courses. Most would use Section 26 of the 
Mental Health Act 1959 but 19 per cent were pre- 
pared to use the legal safeguards provided by Section 
25. 

A detained patient who refuses ECT would, if 
necessary, be given ECT with the knowledge of the 
next of kin by 59 per cent and even if the next of kin 
objected by another 16 per cent. However, 21 per cent 
would withhold ECT; many commented that they 
would never give ECT to an unwilling patient. Many 
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would ensure that the patient, even if detained un 
Section 25, was first placed on Section 26. | 


Details of ECT Practice . 


ECT was given in nearly 400 units, including aboüt d 


30 private nursing homes. Information was obtained 


on about 90 per cent of these units. Over half of them -both treatment and recovery. In 22 per cent of clinics 


i thea naesthetist was always a consultant; consultants 


were visited and ECT was observed at more than nd 
of these. 

In 59 per cent of clinies only the consultant pre- 
scribed ECT but in 36 per cent medical assistants or, 
usually in the absence of the consultant, senior 
registrars or registrars may do so. Ninety-three per 
cent of units carried out a routine physical examin- 
ation before ECT. In about half this was supplemented 
by chest X-rays, haemoglobin, and erythrccyte sedi- 
mentationrateestimations. Other tests were carried out 
if indicated or, rarely, routinely. Skull X-rays were 
taken in 9 per cent, 


ECT machines 


Seventy-two per cent of the 165. National Health 
Service units visited had an up-to-date ECT machine 
(ie most recent model) and $2 per cent had an up-to- 
date reserve machine. The only up-to-date machines 
are the Ectron Series 4 range, Siemens Konvulsator 
2077. S and Theratronics Transpsycon ZUSS/3 and 
Phasotron. The Theratronics machines do not con- 
form to the Safety Standards of the Hospital Tech- 
nical Memorandum 8 (1976) which was replaced by 
the more stringent British Standard 5724 Part 1 (1979) 
in 1981. Theratronics Ltd has been taken over by 
Ectron Ltd; its machines are no longer in production 
nor can service be provided for them. 

In some parts of the country more than half the 
machines in use were obsolete (ie not current model); 
had they been returned to the manufacturers for regu- 
lar service, replacement should have been recom- 
mended. Fifty-nine per cent of units relied entirely on 
their local engineering or electronics departments at 
District, Area or Regional level for servicing their 
machines; many had been repairing apparatus which 
should have been scrapped. About 40 per cent of 
clinics did not regularly maintain their apparatus. 

Most clinics took only perfunctory measures to 
ensure good electrical contact between headset and 
scalp, relying on the conducting solution only. 
Seventy-two per cent of clinics used Ectron's caliper- 
type bilateral or Y-shaped unilateral headsets. 
Eighteen per cent had the possibility of using indi- 
vidually held electrodes. 


Anaesthesia 


Atropine was given intravenously with the anaes- 
thetic in twice as many clinics as gave it beforehand by 









` subcutaneous or intramuscular injection. There were 
^. Regional differences and in Scotland less than half the 
clinics gave atropine intravenously. Most clinics gave 


atropine in a dose of between 0.3 and 0.6 mg but 5 per 
nt of clinics never gave atropine. 


An anaesthetist. was almost always present during 


were more or less involved in 43 per cent of clinics. 
Twenty-five per cent had GP clinical assistants; over 
50 per cent of clinics relied wholly or partly on 
anaesthetists in training. In the absence of the regular 
anaesthetist, if there was one, most clinics had to rely 
on a duty anaesthetist. The patient rarely met the 
anaesthetist until he came to the clinic but where there 
was a regular anaesthetist he often knew many of the 
patients. In 19 per cent of clinics the anaesthetist 
was not supplied with much information about the 
patient, even about the drugs he was having. 


Short-acting anaesthetics and muscle relaxants 
were used in almost all cases. The most frequent 
combination, in 65 per cent, was of methohexitone 
(Brietal) with suxamethonium chloride (Scoline). 
There were Regional differences; eg Scotland used 
thiopentone more often than other Regions. Sux- 
ethonium bromide (Brevidil E) was preferred by 14 per 
cent of clinics. 


Most patients were kept well oxygenated through- 
out treatment but a few clinics did not routinely 
administer oxygen. Forty-six per cent of clinics were in 
hospitals equipped for intensive care or would have 
referred ‘poor risk’ cases to such a hospital. Some said 
there were no absolute contra-indications to giving 
ECT and many left such decisions to the anaesthetist. 
The conditions most often thought to bar the giving of 
ECT were recent. cardiac infarction or other serious 
heart disease, and intracranial disease (stroke, 
tumour and raised pressure). 


Staff 

Consultants were rarely involved in the work of a 
clinic; in 90 per cent the treatment was left to junior 
doctors, usually registrars or SHOs on rota, or to GP 
clinical assistants. About half the junior staff received 
only minimal training, ie someone usually not much 
more experienced had shown them how to press the 
button. Only one in four doctors received some 
tuition but often not until after he had begun admin- 
istering ECT. 


Forty-four per cent of clinics had more than two 
nurses in the treatment room while ECT was being 
given. Twenty-one per cent of clinics had only one 
nurse supervising the recovery of 5 or more patients. 
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Technique of administration 


Very few diagrams of unilateral and bilateral ECT 
placements were displayed in clinics and of these some 
were confusing. 

Over 90 per cent of clinics used unidirectional or 
bidirectional waveforms such as are delivered by all 
machines in common use. The Ectron Duopulse can 
also give pulsed currents (waveforms 3 and 4) but very 
few clinics used pulsed currents only. Glissando 
(‘Ectonus’) was always or sometimes used in 10 per 
cent of clinics. 

There was rarely a consistent clinic policy to guide 
the operator if the first stimulus failed to elicit a 
seizure. 

Nearly all hospitals had essential equipment such as 
suction apparatus, oxygen and emergency drugs. 
Forty-four per cent had a cardiac defibrillator or had 
access to one. We found no evidence that a de- 
fibrillator had ever been used successfully on a patient 
who had collapsed during ECT, a very rare occurrence, 
or that any patient had died because a defibrillator was 
not available. 

Most clinics used a form designed to record details 
of the treatment. Twelve per cent made a note in the 
case notes only. Most clinics also kept a clinic register; 
this was often just a book noting the names of patients 
who attended and the number of the treatment in a 
course, but some kept detailed records of the work of 
the clinic. 


Description of clinics and clinic ratings 


Forty-six per cent of clinics were purpose-built or in 
buildings adapted for ECT; these units had three 
separate rooms for waiting, treatment and recovery. 
Not all of these clinics and few others were really 
suitable. In 24 per cent of clinics ECT was done in one 
room, usually a ward dormitory. 

Using criteria derived from the Royal College of 
Psychiatrists’ Memorandum on ECT (1977), we rated 
each of 100 clinics where we saw ECT. Each was rated 
in respect of premises, equipment, anaesthetist, 
psychiatrist, nursing staff, patient care, and the 
observer’s assessment whether he would accept ECT, 
if necessary, in the clinic. 

Sixteen per cent of clinics had no more than minor 
deficiencies in any aspect rated and 43 per cent aroused 
few reservations about accepting treatment. Twenty- 
seven per cent of clinics had serious deficiencies such 
as low standards of care, obsolete apparatus, un- 
suitable buildings, and could not easily be brought to 
a satisfactory standard; included in these were 16 per 
cent with very serious shortcomings: ECT was given in 
unsuitable conditions, with a lack of respect for the 
patients’ feelings, by staff who were ill-trained, 


including some who consistently failed to induce 
seizures. 


National Statistics for the 

Use of ECT in 1979 
The figures collected are thought to be complete. In 
1979, 200,000 individual ECT were given, 97 per cent 
in National Health Service units. The highest use, 
relative to the size of the population served, was in the 
Yorkshire Reg/on: more than three times as much as 
in the Oxford Region where use was lowest. Among 
hospitals the differences were even greater. Some 
hospitals providing a full service for a catchment area 
gave up to 17 times as much as others. Regional 
differences are only partly explained by there being one 
or more high use hospitals in a Region. There seems to 
be no single factor responsible for the differences: 
there is, for example, no obvious link with un- 
employment, povertv, underfunding of health or 

social services or medical staffing levels. 


Three-Month Prospective Study 


Two thousand five hundred and ninety-four courses 
of ECT were reported, about one third of all ECT 
likely to have been given. Courses were reported from 
242 hospitals and other clinics (62 per cent of all 
which administered ECT). Between them, these units 
gave about 80 per cent of all ECT administered in 
Britain and the sample is thought to be reasonably 
representative of current practice. 

Sixty-two per cent of the courses reported were given 
to patients aged over 50. The female to male sex ratio 
was 2.27. Thirteen per cent were given a primary 
diagnosis of schizophrenia. Thirty-three per cent of 
these were noted to be depressed. Eighty-three per 
cent were given a primary diagnosis of depression. 
‘Failure of other treatment’ accounted for 50 per cent 
of all reasons given for using ECT; symptoms or 
illness-behaviour accounted for one quarter. 

Sixty per cent of patients had received ECT before: 
34 per cent of all patients had had two or more 
courses or more than 11 ECT: about 5 per cent had 
received more than 5€ ECT. In a few hospitals, which 
gave much more ECT than the average, a high pro- 
portion had had much ECT before. 

The median number of ECT in completed courses 
was 6.55. In completed unilateral courses the median 
was 6.89 and in bilateral courses, 6.45. These figures 
show that more unilateral than bilateral ECT was 
given in a course and may be taken to support the 
the opinion that more unilateral than bilateral treat- 
ment is needed; the difference is less than one extra 
treatment. Patients given only unilateral ECT were 
rated as showing significantly less memory disturbance 
(P « 0.001) than patients given bilateral treatment. In 











neither depression nor schizophrenia is there a signi 


ficant difference between the outcome of treatment nth A 


unilateral and bilateral ECT. 





4 per cent of cases either the doctor or, much more 
often, the patient thought he was worse. Where the 


doctor and patient agreed about the outcome, 63 per 


cent were rated as ‘much improved’ and 28 per cent 
were ‘improved’. The best results, 73 per cent ‘much 
improved' and only 5 per cent 'poor', were in the 
largest diagnostic category of depressive psychosis and 
endogenous depression. Seventy-five per cent of all 
patients made at least some improvement which was 
maintained without relapse for at least 28 days. 

Complications of treatment were uncommon. One 
death occurred during ECT and three others within 
72 hours of ECT which may therefore have been a 
contributory cause of death in from 1 in 4000 to 1 in 
16,000 treatments. 


General Practitioner Survey 


Forty-one per cent of the 467 general practitioners 
who completed a questionnaire had at least one 
patient treated with ECT during the two years before 
the survey. The patients closely resembled those of the 
three-month prospective study in age, sex ratio, diag- 
nostic categories and adverse effects of treatment. 
However, the results of ECT for depression as re- 
ported by the GPs were 66 per cent ‘much improved’ 
or 'improved' compared with 87 per cent in the three- 
month study. 


Discussion and Suggestions 

The giving of ECT is not a complicated procedure 
nor are the principles underlying the treatment diffi- 
cult to understand. Nonetheless the ECT machine 
must be appropriate and in working order, the patient 
must be fit for treatment, appropriate anaesthesia 
must be given, the electrodes must be properly 
applied with adequate contact, the timing and amount 
of current must be appropriate, and the staff must be 
able to tell whether or not a convulsion has taken 
place. In addition, attention to the circumstances 
surrounding the treatment and the general manage- 
ment of the patient during it can greatly enhance the 
quality of care. It should be possible with the super- 
vision and interest of responsible consultants for an, at 
least, adequate standard to be achieved in all hos- 
pitals. 

On the basis of observations made during the visits 
to ECT clinics, from comments received from clinic 
staff, and from comments received from doctors 
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responding to the questionnaire the following sug- 
“gestions are made by the authors. 

When the doctor and patient did not agree on th uo 
outcome of treatment (20 per cent of cases) the 
patient was more than twice as likely as the doctor to ^ 4 
think he had made less improvement (P «0.001). In 1 


» Responsibility for the organization and supervision 

CT rests with the consultant psychiatrist. In each 
ital one consultant should take full and clearly 
derstood responsibility for the ECT clinic and for 








i the teaching and training of junior doctors in the 
^ theory and practical administration of ECT. He 


should be available to all staff concerned with giving 
ECT, personally involved in the.clinic and seen to be 
interested, knowledgeable and effective. He must be 
satisfied with the services provided to the clinic by 
others, especially the senior nursing staff and the con- 
sultants responsible for anaesthesia. 


Organization and administration 

The physical conditions under which ECT is given 
should be reviewed. Many. hospitals could make 
improvements which would cost very little. In others, 
however, major changes are needed. 

Procedures to cover all aspects of the work of the 
ECT clinic should. be clearly defined and agreed 
within each hospital. In. the absence of consultant 
direction otherwise, ECT should be given according to 
a. pattern agreed in the hospital. This would avoid 
haphazard practices, and should at least specify the 
type of stimulus (waveform), placement of the elec- 
trodes, and what to do if the first stimulus does not 
evoke a seizure. Simple diagrams, showing the 
agreed placement of electrodes for unilateral and bi- 
lateral ECT, should be in clear view in the clinic. 

The time of day when ECT is given should be re- 
viewed; the clinic should start as early as possible so 
that patients do not have a long waiting time without 
food or drink. Each clinic should keep a register of 
every patient who attends for ECT: name, identifying 
information, dates of attendance, numbers of ECT in 
this and previous courses, difficulties and compli- 
cations. This is necessary for the safety of the pro- 
cedure, for statistical purposes and to deal with any 
queries which may arise later, possibly long after the 
termination of a course of treatment. For each patient 
there should also be a separate record, in a card index 
or similar filing system, with details of each treatment: 
anaesthetic and relaxant dosage, electrode position, 
stimulus, effect, whether 'missed fit or repeated 
stimulus needed. In addition, the full case notes should 
be available in the ECT clinic. Both a written account 
of ECT and a verbal explanation should be given to 
patients and, where appropriate, to their relatives. 

The anaesthetist should, if possible, be a regular 
member of the ECT team. He should be given concise 
written information about the obligatory physical 
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examination, investigations, drugs, and known 
sensitivities. | 

Some clinics could change practices which persist 
from habit rather than need: making patients wear 
night attire or theatre gowns; the insertion of a 
rubber *bite' before anaesthesia is induced ; restraint, 
manual or by sheet, during treatment; unnecessary 
movement of unconscious patients. In many clinics 
there is insufficient appreciation of patients’ needs to 
be treated quietly, unhurriedly, with kindness and 
respect and, as far as possible, in privacy. There 
should be few people in the treatment room and no 
unguarded chatter. | 


Equipment 

Those models of ECT machine which, have been 
superseded should not be used since they are often 
electrically unsafe and do not conform to the 1976 
Safety Standards. These machines should be re- 
placed. The only British machines known to conform 
to the new British Standard 5724 Part 1 (1979) are the 
Ectron Constant Current Apparatus and Series 4 
machines bought after April 1st 1981. 

Sturdy individually held electrodes, Theratronics or 
Ectron (new pattern), are suitable for unilateral and 
bilateral treatment. The more commonly used Ectron 
bilateral headsets are very frequently held incorrectly 
leading to poor contact and ‘missed fits’, while the 
Y-shaped unilateral headsets less easily to provide 
firm pressure. Preparation of the scalp requires more 
care than is usually given; it should be free of grease 
and hair lacquer before the headset is firmly placed. 


Clinical decisions 
Although ECT is not “a hazardous, irreversible or 


not fully established" treatment (Review of the 
Mental Health Act 1959 (1978)), its prescription is a 
matter for considered judgment and should not be left 
to inexperienced or junior staff. 

The treatment should not be given in courses of 
fixed length. The individual patient's progress should 
be subject to review and the number of treatments 
determined by this. Maintenance ECT should be used, 
if at all, only with the safeguard of frequent reviews. 

The parieto-temporal placement for unilateral ECT 
(Lancaster (1958) position) is used by a majority of 
respondents who give unilateral ECT, and is probably 
satisfactory. Each hospital should agree a policy for 
the use of unilateral ECT, eg routine unilateral ECT 
uniess the consultant orders otherwise. Consideration 
should also be given to agreeing procedures for the 
administration of atropine within each clinic. Oxygen 
should be used in all cases, both before the stimulus is 
applied and afterwards, until normal breathing is re- 
established. | 
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Plectiocotivulsive Therapy in a Rural Teaching General 
Hospital in India 


G. D. SHUKLA 


Summary:  This,.paper analyses the pattern of use of and the response to 

- electroconvulsive therapy (ECT) in an Indian rural teaching general hospital 
between 1977 and 1980. ECT was used in bO3 cases (14.3 per cent of 3,517). 
Three-quarters of the patients to whom it was given were schizophrenic, one-fifth 
depressed and 6 per cent suffering from post-partum psychosis. Though the 
treatment gave the best results in depression it was also effective in many 
schizophrenics and post-partum psychotics. The commonest side effect was 
memory impairment. Following unmodrfied ECT severe confusion and excitement . 
were frequent, while thrombophlebitis, bronchospasm, prolonged apnoea and 
peripheral circulatory collapse occurred only with the modified technique. The 
usefulness of ECT in developing countries like India is highlighted. 


Ever since its discovery electroconvulsive therapy 
(ECT) has continued to occupy a central place in the 
armamentarium of psychiatrists. Despite abhorrence 
from some quarters, it is still being practised as one of 
the cheapest and safest, and yet one of the most 
effective, therapeutic techniques in the whole of 
medical science (Kalinowsky, 1975; Royal College of 
Psychiatrists, 1977; Slater and Roth, 1977; Shukla er 
al, 1979). 

These statements are particularly true of developing 
countries like India where due to lack of adequate 
indoor treatment facilities, trained psychiatric per- 
sonnel and funds (Neki, 1973) it is imperative that 
patients are treated quickly and their earning capacity 
restored. This is possible only with thé help of ECT 
used in conjunction with psychopharmacological 
agents. It is therefore hardly surprising that ın contrast 
to the developed countries, where ECT is used rather 
sparingly and almost exclusively in depression, in 
India it forms the mainstay of treatment for all the 
functional psychoses, particularly schizophrenia 
(Vahia et al, 1974). Further, due to shortáge of 
anaesthetists, most psychiatric centres, even in 
teaching centres, have often to use the direct (un- 
modified) technique almost entirely given up in de- 
veloped countries (ibid). 

The present communication presents some experi- 
ences with direct and modified ECT over a period of 
four yearsina rural teaching general hospital in India. 
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Material and Methods : 


All subjects who received ECT in the psychiatric 
clinic of M.L.B. Medical College, Jhansi, India during 
the four years 1977 to 1980 were included in the study. 
However, in the final analysis only those cases were 
considered who had received a number of treatments 
thought suffictent for the given condition, usually 
between six and twelve. As far as possible patients 
were given modified ECT using thiopentone, atropine 
and succinylcholine chloride, but during the first two 
years when anaesthetic facilities were scarce most-of 
them in fact received unmodified ECT. The analysis 
includes both groups. 


In every case a thorough physical examination and 
relevant laboratory investigations were carried out to 
exclude contra-indications to ECT. Less severely ill 
patients were given about 15 days’ trial of psycho- 
pharmacological agents and only subjected to ECT if 
they failed to respond. However, those with suicidal 
ideas or negativism, those unmanageable with drugs 
alone and those in need of quick recovery for financial 
or other reasons were put on ECT from the begin- 
ning. In all cases psychopharmacological agents were 
given concurrently. ECT was administered through 
bitemporal electrodes twice or thrice a week, de 
pending on the severity of the psychiatric condition 
and its progress. A record was kept of progress and of 
any side effects or complications encountered. 
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Results 

Electroconvulsive therapy was used in 503 (14.3 per 
cent) out of a total of 3517 cases seen during the 
period under consideration. Of these 338 (67.2 per 
cent) had the requisite number of treatments and were 
included in the analysis. 

The patients’ ages ranged from 12 to 65 years. The 
commonest age group (38 per cent of the total) was 
between 21 and 30 years; 91 per cent were under forty. 
There were 182 male patients, 54 per cent of the total. 
Three-quarters of all the cases were diagnosed as 
schizophrenic, 19 per cent as suffering from depressive 
psychosis and six per cent from post-partum psych- 
osis. One hundred and eighty-four patients (54 per 
cent) received modified ECT and the other 154 (46 per 
cent) the unmodified form. 

ECT gave the best results in depression, where 72 
per cent of cases recovered completely and 28 per cent 
had marked or moderate improvement. The next best 
response was seen in cases with post-partum psychosis 
where two-thirds recovered, a quarter improved 
markedly and the remainder improved. moderately. 
Schizophrenics responded somewhat less favourably, 
about a quarter (27 per cent) recovering, a third (37 
per cent) improving markedly and another third (34 
per cent) improving moderately. Six schizophrenic 
patients (2.4 per cent) showed no response, but it must 
be borne in mind that these six had also shown an un- 
satisfactory response to pharmacological agents. 


Side effects 


The commonest side effect was memory impair- 
ment, occurring in nearly half of the cases treated 
with either technique. Thrombophlebitis at the 
injection site developed in 21 (11 per cent) of the cases 
given modified ECT. Some other relatively serious 
complications like bronchospasm (4 per cent), pro- 
longed apnoea (3 per cent) and peripheral circulatory 
collapse (one per cent) occurred only with modified 
ECT. All these cases, fortunately, were saved. 
Severe post-ECT confusion and excitement occurred 
much more often with the unmodified treatment. 


Discussion 


Electroconvulsive therapy has recently become 


controversial through misrepresentation by the mass 
media under the unfortunate name of ‘shock’ treat- 
ment, and has been seen as punitive, noxious and 
old-fashioned, in total disregard of its merits (Freder- 
iksen and D'elia, 1979; Weiner, 1979). However, 
despite a substantial decline in its popularity (Morris- 
sey et al, 1979) it continues to be used in between 
three and five per cent of all psychiatric cases in the 
USA and Sweden (Aperia - et al, 1976; American 
Psychiatric Association, 1978; Frederiksen and 


D'elia, 1979) and in 10 per cent of cases in Denmark 
(Heshe and Roder, 1976). 

The pattern of use of ECT differs in different 
countries. The American Psychiatric Association 
survey in 1978 showed that the indications for it in the 
USA were in order of frequency severe depression, 
manic excitement and schizophrenia, and the Swedish 
pattern (references above) was similar. 

While ECT is going out of vogue in the west, it 
continues to be important in the Indian setting. In 
1974 Vahia et al in Bombay reported that over 20 per 
cent of their patients received it. Our own percentage 
in the present study is 14.3, and our pattern of use 
differs from the western one in that three-quarters of 
the cases treated with ECT have been schizophrenic 
and only one-fifth depressive. Although the response 
has been best in depression, other psychotic conditions 
-schizophrenia and post-partum  psychosis—have 
shown substantial improvement, despite a previous 
failure to respond to drug therapy. Our observation 
lends support to the assertation of Slater and Roth 
(1977) that many schizophrenics fail to respond to 
drugs but make an excellent response when these are 


combined with ECT. It is thus clear that while ECT is 


the most effective form of treatment in depression it 
has no disadvantage, compared with other treatments, 
in non-depressive functional psychoses (Weiner, 1979). 

On the positive side ECT promotes rapid recovery 
where it is effective, and it quickly restores the pat- 
ient’s earning capacity—a great advantage in a 
country like India, where his or her day to day earnings 
may be the only source of subsistence for a whole 
family (Vahia et al, 1974; Shukla et al, 1979). The 
therapy is inexpensive, simple and convenient, and our 
patients, by and large, prefer a short course of ECT to 
long-term regular medication with drugs which may be 
uncertain in their effect (Vahia et al, 1974). 

Our observations concerning side effects underline 
the fact that where anaesthetic and resuscitative 


facilities are inadequate, direct ECT is safer than the. 


modified form (see also Abramezuk and Rose, 1979; 
Shukla et al, 1979). 

To conclude, ECT is à very useful and reasonably 
safe form of treatment in all functional psychoses, 
particularly in developing countries, Very strong 
evidence against. it would be required before four 
decades of useful experience.were to be thrown away 
for emotional reasons. 
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Book Reviews 





Towards Understanding Relationships. By ROBERT A. 
Hinne. London: Academic Press. 1979. Pp 367. 
£15.80, £7.80 (paperback). 


These days when I hear the word ‘relationship’ I 
reach for my ear plugs. Invariably it seems to be 
uttered most frequently by those therapists who have 
the most difficulty making any with each other let 
alone with their patients. On the fringe it is used to 
describe anything from a marriage lasting longer than 
a year (in Californian newspeak otherwise known as 
‘mutual interdependence fixation’) to a passing con- 
versation on a Green Line coach. It is something of a 
relief, therefore, to read a book by an eminent 
scientist which stands back from the concept so as to 
take a critical look at what exactly it is all about. 

Is it possible, Robert Hinde asks, to have an inte- 
grated science of human relationships? There are 
those, and some psychoanalysts are prominent among 
them, who argue that Freud and the post-Freudian 
movement have produced the foundations of just such 
a science. It is certain, however, that Hinde would 
disagree. His book represents a somewhat courageous 
attempt to arrive at a firm descriptive base which he 
clearly believes is the first requirement if a true science 
of relationships is to be developed. At first sight, the 
author is well qualified to shoulder the task. Director of 
the MRC Unit on the Development and Integration of 
Behaviour at Cambridge and an ethologist and bio- 
logist of international repute, Hinde not surprisingly is 
not at all deterred and sets about synthesizing a vast 
and disparate volume of information and research 
findings with energy and skill. 

It is no criticism of the book that it fails in its central 
task. After all, a science of interpersonal relationships 
which would underpin personality and relationships 
on the one hand and relationships and social environ- 
ment on the other, is a somewhat ambitious prize, 
given the current state of knowledge. Hinde takes his 
reader on a journey through the affective, cognitive 
and dynamic aspects of relationships, the content and 
diversity of interpersonal interactions (including a 
detailed account of the problems of measurement) 
learning paradigms, dissonance and the develop- 
mental aspects of relationships. He succeeds in 
answering yes, it is possible to have an integrated 
science of human relationships but reveals that to date 
it appears beyond reach. All in all, the book merits 
close examination not least for the fact that it indi- 
cates that it is possible to engage in a detailed, in- 
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formed analysis of the dynamics of human relation- 
ships without subscribing to a psychoanalytical model 
of understanding. 


ANTHONY W. CLARE, Senior Lecturer, 
Institute of Psychiatry. London 


Divergent Views in Psychiatry. Edited by M. DONGIER 
and E. D. Wirrcower. Hagerstown, Maryland: 
Harper and Row. Pp 336. $20.00. 


This book, mainly by Canadian and American 
authors, offers pairs of essays on controversial topics. 
The essays present opposing views, and in footnotes 
the authors are also able to comment on some of their 
antagonists’ remarks while the argument is in full 
flight. Not all the debates are fruitful however: 
people are talking to different audiences, and do not 
always attend to one another's drift. 

The subject of diagnosis is opened by an essay from 
Kendell, well-written but not particularly new for 
English readers, while his opponent, after emphasizing 
the unreliability of psychiatric diagnosis and tending 
to ignore recent advances, hints that this unreliability 
is an essential part of what he maintains is the social 
control function of psychiatry. He quotes the Rosen- 
han experiment and frequently mentions the import- 
ance of involuntary hospitalization. 

The second debate is psychotherapy: medical or 
non-medical, with two verbose and unilluminating 
pieces on whether the therapists should be physicians 
or can reasonably be psychologists. Third is a dis- 
cussion between initiates and for initiates on “Is 
Psychoanalysis a Psychotherapy?" (or on the other 
hand a theory allowing exploration of the mind but 
not essentially therapeutic). J. D. Sutherland leads for 
the positive answer, but so arcane and artificial is the 
question that the editors report that after a long 
search they had to undertake the advocacy of the 
negative themselves. | 

Fourth is psychoanalysis of schizophrenia, an 
account of her psychoanalytic method, and a case 
history, by Pankow being followed by eight pages 
from P. R. A. May reviewing the scientific evidence 
for the effectiveness of the main methods of treatment. 
The piece is good, bu: not as good as many others on 
the subject. There is no real debate because the pro- 
tagonists are in different worlds. 














A discussion of behaviour therapy versus dynami 
psychotherapy is opened by Eysenck in characterist 


style, and other pieces are by Strupp, and by F ishman, 
who sums up a moderate position. In the last. two. i 


topics, ECT and psychosurgery, Breggin attacks: bo: 


in highly polemical fashion, drawing largely on old. 
quotations, and each subject is defended, but the — 


subjects are done better in recent English reviews. 


A number of pieces are rehashes of the authors’ 


earlier writings. None of them is particularly dis- 
tinguished. The concept of debate does not really come 
off. 


ANDREW C. SMITH, Consultant Psychiatrist, 
Vanbrugh District Hospital, London 


Starving to Death in a Sea of Objects: The Anorexia 
Nervosa Syndrome. By JouN A. Sours. New 
York: Jason Aronson. 1980. Pp 443. $25.00. 


There are many books on anorexia nervosa and yet 
another requires justification. How does John Sours’ 
book achieve this? A hint to the answer lies in the title 
which reflects not only his psychoanalytic orientation 
but also his literary inclinations. Indeed, this book 
contains both a full-length novel and a comprehensive 
overview of the syndrome. Sours’ hope is that the 
technique of fictional non-fiction will maintain 
anonymity yet be powerful enough to create realism. 
Whatever the true literary quality of the novel, I 
found it both gripping and instructive. One can 
certainly learn as much about illness in this way as by 
wading through a stuffy and jargon-laden textbook. 
What of the rest ? There are six clinical chapters which 
describe the syndrome, its history, the phenomeno- 
logical aspects, anorectic families, developmental 
patterns and, of course, treatment. In general, the 
author provides a most helpful overview, with perhaps 
one weakness. Both the psychoanalytic and family 
approaches to the understanding and treatment of 
anorexia nervosa are described in detail, but whilst the 
family approach is criticised in depth the psycho- 
analytic model is uncritically accepted. This is a shame, 
for the credibility of that model is once again called 
into question. 

Nonetheless, overall this is a book well worth 
reading. Certainly it should be on the library shelves, 
and if the reader is wondering which of the many to 
buy, then this is as good as any and better than most. 
Perhaps, however, it should be paired with Minu- 
chin's Psychosomatic Families, both good in their own 
right, but neither fully complete on its own. 


BRYAN Lask, Consultant Psychiatrist, 
The Hospital for Sick Children, London 
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Psychological Factors in Cardiovascular Disorders. By 


ANDREW STEPTOE. London: Academic Press. 
1981. Pp 286. £18.20. 


` Emotional influences on the cardiovascular system 


S have attracted the attention of clinicians for several 
centuries and there is a large and venerable literature 
on the subject. Recent years have witnessed an enor- 
 — mous growth in the amount of relevant research and 
the potential research worker is now confronted with a 


vast array of published work, much of it of dubious 
quality. We should be grateful, therefore, to Dr 
Andrew Steptoe, a psychologist, for this thorough 
review of the field. | 

The strengths of his book accurately reflect the 
current state of knowledge. The most useful chapters 
are those discussing short-term cardiovascular re- 
actions to psychological stimulation, which are well 
reviewed in relation to neuroendocrine changes. Re- 
search into the role of psychological factors in estab- 
lished cardiovascular disease has provided less con- 
vincing results. The author has reviewed the contri- 
bution of personality, acute life-crises and socio- 
demographic factors in a number of conditions, parti- 
cularly hypertension, stroke, ischaemic heart disease 
and sudden cardiac death. The well known but poorly 
understood concept of Type A behaviour has been 
given an entire chapter to itself. The approach is 
critical and the author's conclusions are justifiably 
cautious, a desirable attribute in a subject where 
enthusiasm often flourishes at the expense of evidence. 
The final chapter is devoted to the psychological. 
aspects of prevention and management. Here the 
meagre contribution which psychology has made to 
current clinical practice is fully exposed. However 
some findings are encouraging and there is clearly a 
need for further evaluation of the benefits of psycho- 
logical treatments in hypertension and cardiac re- 
habilitation. 

This is a book which will provide considerable 
information to anyone embarking on a research 
project in this area but the behavioural sciences have 
not yet made a sufficient impact on medical practice 
for it to be recommended to clinicians. 


GEOFFREY LLoyp, Consultant Psychiatrist, 
Royal Infirmary, Edinburgh 


The Case for a Personal Psychotherapy. By PETER 
Lomas. Oxford: Oxford University Press. 1981. 
Pp 152. £9.50. 


This is the sort of book that makes a reviewer feel 
churlish if he criticises it adversely. It is a well written 
plea for a modest, thoughtful and humanly decent. 
psychotherapy, written by what might be called a. 
liberal Freudian, and who could object to that ? 


~~ 
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- Yet it is a flawed work. It rests on one of those 
simple truths that are neither simple nor really 
truthful—that psychotherapists should rely on their 
human intuition and day to day judgment and not be 
blinded by ideology. By ideology the author means 
theory. But the author has a cartoon vision of theory 
as something which is necessarily hidebound dogma— 
he cannot envisage theory as an act of the imagination, 
a pathway for the explorer rather than a boundary 
wall for the prisoner. Nor does he seem to realize that 
the difference between the theorist and the eclectic is 
most often the difference between someone with an 
acknowledged intellectual framework and someone 
with a submerged, and thereby often unexamined, set of 
assumptions. Lomas argues fairly against the domin- 
ance of techniques (behavioural or whatever) in 
psychotherapy. But the alternative to applying dicta- 
torial techniques can be to offer to the client tools for 
his or her own use within the framework of the wide 
therapeutic relationship. 

The whole case has been more broadly and in- 
cisively argued in David Smail’s Psychotherapy: A 
Personal Approach. 

Any psychotherapist faithfully following Lomas’ 
guidelines would achieve a composed, perceptive and 
helpful approach to their work. They would occasion- 
ally find themselves with nothing more than an ami- 
able platitude as ground for their endeavours. 


D. BANNISTER, 
MRC External Scientific Staff, 
High Royds Hospital, Yorkshire 


Psychiatric Research in Practice: Bio-behavioural 
Themes. Edited by E. A. SERAFETINIDES. London: 
Academic Press. 1981. Pp 244. £13.80. 


This book provides highlights of current psych- 
iatric research in selected areas of major interest, and 
indicates useful implications for clinical practice. It is 
edited by Professor Serafetinides, who is well known 
for his pioneer studies at the Maudsley in the 60s, on 
psychopathology in temporal lobe epilepsy. 

There are 13 papers, either up to date and well 
referenced accounts on topics of organic psychiatry, or 
stimulating discussions of relevant themes as socio- 
cultural issues and psychosomatics. While the book 
could do without 2 or 3 among the last papers, most of 
the rest are very informative and readable, and each 
one could be read independently. They include a 
fascinating re-evaluation of "learned helplessness' as a 
model of depression, in the light of recent studies, and 
excellent sections on cytogenetics, psychopharma- 
cology, affective disorders and lithium, neuroendo- 
crinology and neurophysiology, the latter written by 
Professor Serafetinides himself. 
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The book contains enough interesting material to 
merit a place in every library, and on the bookshelf of 
those wishing to update their knowledge of recent 
developments, and trainees preparing for exams. 

JOHN KocGEoRGOS, Senior Registrar, 
Section of Neurological Sciences, The London Hospital 


Adult Sexual Interest in Children, Personality and 
Psychopathology: A Series of Monographs, Texts 
and Treatises. No 22. Edited by Mark Cook and 
Kevin Howe ts. London: Academic Press. 1981. 
Pp 275. £16.40. 


This book is the direct result of a psychology con- 
ference which, to the alarm of its organizers, suddenly 
found itself the focus of national indignation and 
anger. The conference on Love and Attraction held at 
Swansea in 1977 gained notoriety when the Paedophile 
Information Exchange chose to use it to further their 
campaign of ‘coming cut’. It was largely the strength 
of the public reaction to this that led the authors to 
feel there was a need for a detached account of adult 
sexual interest in children. 

Two main themes run through the book somewhat 
overlapping the formal divisions. The first concerns 
clinical aspects of paedophilia and paedophiles. The 
standard of the presented work is high; chapters are 
well researched and up-to-date. Those by Howells on 
aetiology and Crawford on treatment are particularly 
good. The second theme is that of the reaction of 
‘normal’ adults to paedcphilia and childhood sexuality. 
This is an uncomfortable area. I found myself vio- 
lently objecting to many statements, but then being 
forced to examine whether I could really justify my 
own views on rational grounds or just had to accept 
them as pure prejudice. This is a useful book which 
could be read with profit by all interested in psycho- 
sexual issues or child psychiatry. With the sombre 
nature of the subject matter I leapt with glee on 
almost the only note cf light relief, a straight faced 
comment by Mohr that "even Freud had a low 
opinion of paedophiles”. 

STEPHEN WOLKIND, Senior Lecturer in Psychiatry, 
London Hospital Medical College 


The Premenstrual Syndrome. Edited by PIETER VAN 
Keep and Wurr H. Urtian. Lancaster, Lancs: 
MTP Press. 1981. Pp 121. £8.95. 


“Despite the plethora of theories, premenstrual 
syndrome (PMS) has remained an enigma". Thus 
opens the preface to this book which consists of papers 
presented at a special workshop devoted to the sub- 
ject at the Sixth International Congress of Psycho- 
somatic Obstetrics and Gynaecology. The inescapable 
conclusion, after reading the papers, is that this 














particular enigma remains as far from being solved às. ^ 
ever. "n ae 
Yet the participants remain buoyantly optimistic: 
and there is no shortage of confident assertions, a sure 
sign that we are on thin ice. The currently fashionable: 
therapies all receive an airing—progesterone, in. 
natural or synthetic form, prolactin, pyridoxine,  - 
spironolactone—but, as before, the most striking. 
therapeutic finding is that the placebo effect in this: 





condition is often as high as fifty per cent. 


Research is clearly being hampered by the use of | 


different definitions of the syndrome and failure to 
specify definitions used. In addition, more women 
label their complaints as being due to the premenstrual 
syndrome than do investigators and a growing 
caution can be detected in the contributors to this 
volume when it comes to diagnosing cyclical be- 
havioural and mood changes in women presenting to 
gynaecological and psychiatric clinics. 

This book closes as it opens. The chairman, Pieter 
van Keep, encourages us all to find the best treatment 
by trial and error "though our knowledge, parti- 
cularly through well-controlled clinical studies, is 
increasing all the time”. It is a characteristic mixture 
of realism and optimism though whether the con- 
butors always have the two qualities in quite the right 
proportions is for the reader to judge. 


ANTHONY W, CLARE, Senior Lecturer, 
Institute of Psychiatry, London 


Review of Transference Neurosis and Transference 
Psychosis. By MARGARET I. Lrrr_e. New York: 
Jason Aronson. 1980. Pp 323. $25.00. 


Margaret I. Little is an English psycho-analyst 
whose work has received less attention than it deserves 
on both sides of the Atlantic. Now, as part of a new 
American interest in the work of English analysts, 
Robert Langs has edited this collection of her papers, 
unpublished fragments and poems. She was a devoted 
follower of Winnicott with a somewhat prickly 
independence which apparently brought her into 
conflict with many of her colleagues. This is made 
clear in the final chapter of the book in which she 
describes her personal and professional experiences in 
an unusually frank interview with Langs. Anyone 
interested in that period shortly after the war when 
controversy raged between the followers of Anna 
Freud and Melanie Klein will find this fascinating 
reading. 

Her work centres around two related topics: the 
analyst’s counter-transference and the treatment of 
borderline and psychotic patients who develop a 
transference psychosis in treatment. Both of these 
have become central issues in contemporary psycho- 
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analysis, and Little deserves much credit for drawing 
attention to them almost thirty years ago. In a 
transference psychosis the patient develops a de- 
. lusional conviction usually that the analyst is either in 
- love with them or is persecuting them. Although this 
"presents serious technical problems for the analyst it 
also presents an opportunity to analyse psychotic. 


mechanisms which may be of great importance to the 
patient. Often the delusion focuses on a specific item 
of the analyst's behaviour, something he said or a 
special look which takes on a delusional significance 
and the analyst has to be prepared to examine how his 
own behaviour contributed to this state of affairs. This 
is where the counter-transference becomes so import- 
ant and all analysts agree that a sensitivity to his own 
reactions and a capacity to recognize his mistakes and 
misjudgments are essential features of a good analyst. 
There is, however, some disagreement on how this 
insight into the counter-transference should be used 
in the formulation of interpretations. Margaret Little 
believes that her first analyst mishandled her treatment 
and this made her especially sensitive to a situation 
where the patient recognizes difficulties his analyst is 
having, or where the patient feels the analyst is wrong 
but is not strong enough to stand up against him. At 
times she seems to be using the patient as a therapist 
to deal with her own anxieties and is not fully aware 
of the danger of a mutual type of acting out where the 
patient is at first excited by the confidences but later 
feels he has to look after and protect the analyst from 
depression and anxiety. While many readers will 
disagree with her on this and other issues in the book, 
they will find it stimulating and instructive reading. 


JOHN STEINER, Consultant Psychotherapist, 
Tavistock Clinic, London 


Sleep and Sleeplessness in Advanced Age. (Advances in 
Sleep Research, Vol. 5). Edited by Rene SPIEGEL, 
Lancaster, Lancs: MTP Press. 1981. Pp 272. 
£17.95. | | 


Disturbed sleep is one of the commonest com- 
plaints with which patients present to doctors. In 
population surveys upwards of 15 per cent of the 
population report chronic insomnia. The frequency of 
such complaints rise steeply with age reaching a peak 
in the over 60's. The consumption of hypnotics has 
become commonplace and again this increases 
steeply with age. The problem of insomnia and in 
particular insomnia in the elderly, should therefore 
figure in the concerns of both general practitioners and 
psychiatrists. In the recent examinations for entry into 
the Royal College of Psychiatrists, I asked a number of 
candidates a few basic questions about sleep and its 
commoner disturbances. Such questions rarely elicited 
any information from the candidates and often 
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induced either visible panic or pained looks, presum- 
ably intended to convey that the candidates felt an 
unfairly obscure subject was being broached. The 
book under review is unlikely to be read by many 
psychiatrists in training though there is little doubt 
that the area covered is of considerable potential 
relevance to their future clinical practice. 

This volume in addition to providing extensive 
original research data has a wide ranging review of 
the literature which though concentrating on the 
effects of aging on sleep, is certainly not confined 
to that topic. The overview of sleep research provided 
benefits from the author’s extensive knowledge of the 
literature. Little is omitted and over four hundred 
references are cited. This all inclusive approach and 
somewhat obsessive attention to detail is carried 
over into the author’s account of his own research. 
Here these qualities are of more dubious utility. The 
meticulous account of the methods and results of the 
study itself will, I suspect, only be comprehensible to 
the specialist sleep researcher and even amongst this 
select band will not be of general interest. No corre- 
lation is too small to comment on, and no obser- 
vation sufficiently peripheral to avoid mention. 
Sensibly the author consigns some of his raw data to 
an appendix but unfortunately he still includes 
inordinate detail in the text itself. Tables are provided 
often in microscopic typeface containing hundreds of 
figures (over 500 in one instance). This will surely try 
the patience of the most assiduous reader. 

There are several excellent introductory texts 
covering sleep and its disorders and therefore on 
balance this book can unfortunately only be whole- 
heartedly recommended for the specialist in sleep 
research. 


PAUL E. MULLEN, Consultant Psychiatrist, 
Bethlem Royal and Maudsley Hospitals 


Videotherapy in Mental Health. Edited by J. L. 
FRYREAR and B. FLESHMAN. Springfield, Illinois: 
Charles C. Thomas. 1981. Pp 335. $29.75, 


This is a collection of articles by American psycho- 
logists and social workers which describes the uses of 
television and cine film as a treatment for patients. 
The book starts with two chapters which are review 
articles reprinted from psychological journals on 
therapeutic videotaped feedback, and on symbolic 
modelling. The review of videofeedback offers no 
support for the procedure as an independent therapy, 
but argues for its use as an adjunct in other treat- 
ments. The authors emphasise that the best results 
follow feedback to the patient of his desirable be- 
haviours, and point out that feedback of undesirable 
behaviours may harm the patient by lowering his 


self-esteem. Symbolic modelling consists of showing 
patients videotapes of people demonstrating desirable 
behaviours, and has been used in the treatment of 
animal phobias, phobias of medical and dental 
procedures, social skills training and various mis- 
cellaneous problems ranging from marital conflict to 
heroin addiction. The chapter covers studies up to the 
mid-1970s, and shows the technique to be promising, 
although too many of the studies have been carried 
out on non-clinical populations. The authors state: 
"such influences as demand characteristics and 
instructional differences potentially obscure the 
relationship between treatment variables and anxiety. 
This is especially true when such influences result in 
the inclusion of less phobic subjects, who may 
respond more readily than ‘true’ phobics to post 
treatment demands for approach behaviour". 

There you have it. The book does not read well: 
although you can usually guess what the authors 
mean if you read each sentence twice and mentally 
discard the turgid psychological jargon. Later 
chapters deal with video-enactment, in which various 
expressive therapies are videotaped, and “playback 
becomes a form of group communion”. In a high-tech 
society there is great prestige in handling the equip- 
ment itself, and predictably, forms of therapy are 
described in which patients increase their self-image 
by becoming adept at making the videotape. An 
interesting chapter by Reese describes a project in 
which urban drug addicts each made Super-8 cine 
films about the environment from which they came; 
each one trying to capture telling shots from home, 
school and their neighbourhood. For your reviewer 
the best chapter was by a philosopher on the ethics of 
videorecording which started with a telling quotation 
from Edmund Carpenter: “They viewed media as 
neutral tools and they viewed themselves as men who 
could be trusted to use them humanely. I saw the 
problem otherwise". It is argued that "therapists 
should consider to what extent their uses of video- 
recording technology contribute to the general social 
acceptability of ‘edited’ versions of events or person- 
alities. Do we really want to live in an increasingly 
image-soaked society ? Reality has come to seem more 
and more like what we are shown by camera, so that 
the separation between the real and the unreal becomes 
blurred, and life becomes more dreamlike as the 
boundaries between the real and the unreal merge .. . 
Does the use of videorecording in therapy encourage 
people to think of themselves and their situations in 
terms of television images? And if it does, is that a 
good thing?” 


DAVID GOLDBERG, Professor of Psychiatry, 
University of Manchester 











VERWOEDT. Easton, Maryland: Williams & 


Wilkins. 1981. Pp 371. $44.50. 


British readers will find the style and terminology 
of this book very familiar, and therefore not experience 


the language problems sometimes encountered in - 
American texts. Unfortunately this advantage is 
partly off-set by the layout which tends to fragment the — 


topics, e.g. the initial chapter on affective disorders is 
separated by six other chapters from the one dealing 
with the management of affective disorders. A further 
criticism is that drug therapy in schizophrenia and 
dementia share a chapter in a way which does not 
bring out the critical distinction between the use of 
drugs in the respective conditions. 

Such major topics as affective illness and dementia 
are not highlighted and there is disappointingly little 
in the book about epidemiology of mental illness in 
the elderly. On the other hand a lot of space is devoted 
to psychotherapy and there are numerous illustrations 
of the dynamics of problems. Unfortunately, many of 
these are drawn from the age groups 40 to 60 and are 
therefore a little inappropriate bearing in mind the 
title of the book. 

The book is wide-ranging and essentially orthodox. 
Its strength may lie in the fact that its orientation is 
essentially dynamic and contrasts with that of tradi- 
tional British texts. It is rich in references, mostly 
from the American literature. Some of these un- 
fortunately may not be easily followed up by readers. 
There is also an interesting chapter on medico-legal 
aspects of the elderly in Northern Carolina and it is 
useful to compare their approaches with our own. 

In a field not noted for the extent of its literature 
this is a welcome addition. Trainees will, however, 
find it of less value than more concise works, e.g. 
Psychogeriatrics by Brice Pitt, as an introduction to 
the problems of the elderly. 


ALEXANDER B. CHRISTIE, Consultant Psychiatrist, 
Crichton Royal, Dumfries 


Bereavement Visiting. Edited by GEOFFREY DYNE. 
London: King Edward's Hospital Fund for 
London, 1981. Pp 68. £2.85. 


In his preface to this booklet, Dr Colin Murray 
Parkes points out that a study of the service given to 
relatives of patients who have died at St Christopher's 
Hospice was the first to demonstrate that good results 
can be obtained not only by professional counsellors, 
but also by carefully selected, trained, and supported 
volunteers. The writers describe how the service 
began and how it is organized. The importance of 
preparing and supporting the visitors is emphasised, 
and case studies are used to illustrate both the stresses 
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Clinical Geropsychiatry. 2nd edition. By ADRIAN 7 
. Service and for visitors notes are included and could 
 beused as models. 
— The booklet is well produced and the material is 
"handled at a level which would be helpful to prospec- 
«tive visitors. Those who contemplate setting up such a 
-service will need more information on the selection 
. and training of volunteers than can be provided here, 
but they will nevertheless find it excellent introductory 
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and the rewards of the work. Forms for referral to the | 


reading. 


AVERIL STEDEFORD, Senior Registrar in Psychotherapy, 
Warenford Hospital, and Sir Michael Sobell House, 
Oxford 


Hypnosis and Relaxation: Modern Verification of an 
Old Equation. By WittiamM E. EDMONSTON JR. 
Chichester, W. Sussex: John Wiley. 1981. Pp 255. 
£13.95. | 


This is an important work which may come to play 
an important part in the history of the study of 
hypnosis. The author commences with a fascinating 
account of the historical origins of hypnosis, proceeds 
through a scholarly review of many investigations into 
its nature and concludes by the proposal of a term to 
replace it: anesis, from the Greek, to let go, to relax. 
He attempts to cut a way through the cluttered 
theoretical frameworks surrounding the concept of 
hypnosis and, in his own words, the purpose of the 
monograph is “an attempt to filter out relaxation as 
the essence of hypnosis as we have come to know it 
historically, clinically and experimentally". 

The term hypnosis is, of course, overlain with a 
welter of obscurantist ideas, irrational beliefs and 
magical longings and fears that many who use 
techniques integral to the induction of hypnosis in 
their clinical practice have already foregone the use 
of the older term and adopted the word relaxation 
basing their substitution on the precedents of Jacob- 
son's Relaxation Training and Benson's Relaxation 
Response. However the word relaxation is itself liable 
to misunderstanding having connotations inseparable 
from that of dozing or the approach to slumber and 
quite different from the concentrative mental exercise 
which Benson maintains is the essence of the Relaxa- 
tion Response. 

The author's involvement with the theme of 
relaxation in relation to hypnosis has led him to 
ignore certain phenomena which may be induced in 
the trance state such as anaesthesia and to this extent 
he falls into the same trap as did Barber and others 
who dismissed the concept of an altered state of 
consciousness and developed the hypothesis which 
equated hypnosis with role playing. Yet the induction 
under hypnosis of anaesthesia sufficient for painless 
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surgery is a fact which makes for an uneasy equation 
of hypnosis as being in essence, and nothing but, 
relaxation. James Esdaile, the surgeon who used 
hypnosis to induce anaesthesia before the advent of 
chemical anaesthetics is reported to have countered 
the charge that his patients were merely simulating 
the absence of pain with the remark: “My patients, on 
returning home, say to their friends, similarly afflicted, 
‘What a soft man that doctor is! He cut me to pieces 
for twenty minutes and I made him believe I didn't 
feel it; isn't that a capital joke? Do go and play the 
same trick on him'!". 

By equating hypnosis with relaxation I believe that 
the author has concentrated upon an important 
entity of the concept but missed its totality. A more 
scientifically satisfying concept is that of dissociation 
as the essence of hypnosis, a view promulgated by 
Janet and developed by Hilgard. Despite this objec- 
tion Hypnosis and Relaxation deserves to be widely 
read by all students of the subject. 


R. P. Snartu, Senior Lecturer in Psychiatry, 
University of Leeds 


The Standing of Psychoanalysis. By B. A. FARRELL. 
Oxford University Press. 1981. Pp 240. £7.95. 


This is a well-researched book, ably constructed. 
There is a useful list of references to each chapter. 
Suggestions for further reading are meagre and should 
be updated. In his preface Farrell makes a funda- 
mental distinction between himself and his readers. 
While they are expected to suffer from bias or pre- 
judice, he, the author, is going to be impartial. 
Although he admits, in principle, that his own 
personal wishes could *unfortunately' have influenced 
his judgement, in practice the claim to have been 
guided by rational considerations alone is upheld. 
The resultant style of the book is judicial. 

The contents as such reflect an obvious wish to 
judge the arguments fairly, e.g. for and against 
intelligibility, validity of method, effectiveness of 
therapy, yet the author's predilection comes through 
rather clearly. It does so in the form of personal 
observations about analysis, e.g. p. 26, p. 217. These 
are carciatures, not untrue but tendentious and 
amounting to adverse comment. 1 was therefore not 
surprised that in his summing up Farrell finds against 
the defendant: Freud was not a genius, not a Darwin 
of the mind, the claims of psychoanalysis have been 
both premature and vastly exaggerated. The common- 
sense of Jane Austen, coupled with sensitivity “makes 
it quite unnecessary to bother ourselves about psycho- 
analysis" for much of ordinary life. 

I found myself in agreement with many of the criti- 
cisms: It is true that hypotheses tend to become 
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articles of faith and loose language is regrettable. 
But I could not help feeling that Farrell's final 
judgement would be difficult to implement: Common- 
sense is influenced by the current social ethos and 
thereby variable. Easily summoned to appear as 
witness for either side, it can be quite hard to locate 
when it is most needed. I wondered, too, whether 
sensitive writers of Jane Austen’s psycho-social 
awareness would automatically make good clinicians? 
—As to 'ordinary life', it so happens that if the 
surface becomes scratched some unsuspected, extra- 
ordinary aspects tend to become painfully obvious. 

Finally, I can assure readers that the dissensions 
among psycho-dynamic schools have not been as 
destructive as Farrell and other critics feared—(or 
hoped?) People who have undergone training in 
different institutions do meet and can explore common 
ground. The continuous line of development is more 
stimulating and fertile than the 'standing of psycho- 
analysis' leads one to expect. 


A. PLAUT, Consulting Psychiatrist, London 


Clinical Procedures for Behavior Therapy. By C. E. 
WALKER, PAUL W. CLEMENT, A. HEDBERG and 
LoGAN WRIGHT. Englewood Cliffs, New Jersey: 
Prentice Hall. 1981. Pp 400. £12.95. 


Take four American Ph.D. graduates in psychology 
and ask them each to prepare several chapters on 
behavioural therapy, and you end up with 390 pages 
reflecting the current American scene in this area. 
However, even someone as interested in the subject 
as myself found it tedious. It begins with a potted 
‘historical perspective’ and the familiar discussions 
about ‘misconceptions about behaviour therapy’. Old 
fashioned techniques like relaxation and systematic 
desensitization are laboriously described. ‘Implosion 
therapy’ is emphasized more than exposure-in-vivo 
which is generally considered now in the U.K. to be 
superior. We are told that contingency management 
is based on ‘the seminal ideas and research of B. F. 
Skinner’: if only this were true! We are led to believe 
from this book that behaviour therapy has a con- 
sistent theoretical background developed from experi- 
mental psychology. I find it difficult to accept this 
premise as many behaviour therapy ideas predated 
experimental psychology. However, having fallen into 
this error the authors carry over terms from the 
experimental field into the clinical sphere. This 
encourages the use of jargon and tends to mystify and 
complicate basically simple treatments. 

One is reminded that in the U.S.A. therapy is big 
business, fashions in therapy have changed over the 
years, and this book is a response to supply and 
demand factors. 


eee 














In the U.K. nurse therapists are being trained: i | 
carry out behaviour therapy under supervision, and on 


reading this book it is clear why this has not been 
possible in the U.S.A. 


RICHARD STERN, Consultant Psychiatrist, 
St George's] Springfield Hospitals, London 


Án Outline of Psychology as Applied to Medicine. By 
JOHN WEINMAN. Bristol: John Wright. 1981. 
Pp 274. £5.00. 


This is the latest of a number of books specifically 
concerned with psychology in relation to medicine 
and it is by far the best. The author shows a very 
wide and critical understanding of psychology com- 
bined with a very detailed knowledge of medical 
practice and training. The book. is packed with useful 
information presented in.a well organized manner. 
An admirable balance is achieved between depth and 
breadth of material. It is easy to read. The style, 
although concise, is such as to provide clear pre- 
sentation of interesting information, yet avoiding 
misleading over-simplification. The relevance of 
material is constantly made apparent. by the use of 
examples that are thoughtful and not forced. Despite 
the abundance of information, the reader is well 
directed throughout and clear conclusions are drawn. 
Overall, I have no doubt that this is the best psycho- 
logy text available for basic medical training and for 
training associated professions such as nurses and 
physiotherapists. It will also be of value in post- 
graduate medical training. My only.criticism is that 
interesting references are often not cited when they 
would have been helpful, though I suspect the fault 
lies with the publisher. 


HiLTON Davis, Lecturer in Clinical Psychology, 
The London Hospital Medical College 


Understanding and Helping the Schizophrenic: A Guide 
for Family and Friends. By SILVANO ARIETI. 
London: Penguin. 1981. Pp 222. £2.75. 


The author of this Pelican book on schizophrenia 
is an American professor of psychiatry and a psycho- 
analyst: a Maudsley psychotherapist has adapted the 
American text for the British reader. The book 
commences like a Harold Robbins' novel; whatfollows 
is all too predictable. A lopsided account of the 
schizophrenic disorder by an author heavily biased 


towards psychodynamic views on aetiology, who pays. 


only lip service to the enormous. amount of recent 
biological research which has so changed the concepts 
about the nature of schizophrenia. The reviewer could 
not recommend the book to patients, 'family or 
friends', seeking an up-to-date layman's review of 
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| schizophrenia, since unbalanced and sometimes even 
' distorted views would be obtained. It is difficult to 


understand why the publishers should choose to 
produce a book intended for a wide readership 
written by an author of psychodynamic persuasion 
from across the Atlantic when there are so many 
authorities in this country who could write a more 
balanced and up-to-date review of this important 
topic. 


JOHN JOHNSON, Consultant Psychiatrist, 
University Hospital of South Manchester 


Crises and Special Problems in Psychoanalysis and 
Psychotherapy. By Lrorotp BELLAK with PERI 
FAITHORN. New York: Brunner/Mazel. 1981... 
Pp 249, $17.50. 


This book is a valuable contribution towards 
extending the boundaries of dynamic psychotherapy 
and psychoanalysis, not by advocating their use as a 
panacea, but by a careful examination of deviations 
from orthodox practice in order to suggest when 
these may be appropriate or even desirable. The authors 
appear to base their book on the premise that treat- 
ment must be adjusted to fit the patient rather than 
vice-versa. 

Although there is an undercurrent of Freudian 
structural theory throughout the text, the approach is 
fairly eclectic and the presentation refreshingly clear 
and free from jargon. 

The author divides his work into four sections. The 
first, entitled *Basic principles' presents a systematic 
approach to the assessment of ego function. This is 
coupled with chapters on therapeutic techniques and 
the treatment of specific ego function deficits. 

The second section, ‘Intrinsic problems’ concen- 
treates on the “management. of problems within 
therapy including chapters on ‘panic’, ‘acting out’, 
‘dissociative phenomena’, ‘depression’ and ‘suicide. 
The third section “extrinsic conditions’ is a particularly. 
welcome examination of the impact and management 
of life crises during ‘therapy. These include physical 
illness, violence, pregnancy, divorce and bereavetnent. 

Finally a short fourth section concentrates Oti 
similar crises in’ the life of the analyst and their 
possible implications for his patient. 7 

In spite of the emphasis on psychoanalysis rather 
than psychotherapy I feel I can recommend this book. 
as a useful and readable account, of particular value 
to those whose ‘less than ideal NHS practice 
necessitates a widening of the orthodox psychoanalytic 
approach. 


I. F. MACILWAIN, Consultant Psychiatrist, 
Netherne Hospital|: St George's Hospital 


Brit. J. Psychiat, (1981), 139, 580—582 
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PILOT STUDY OF AMINO ACIDS 
IN SENILE DEMENTIA 
Dear SIR, 

Lehmann (1979) suggested that a proportion of 
patients in senescence did not absorb amino acids 
normally, and. as a result developed a secondary 
dementia. He estimated uptake of tryptophan in most 
instances by plotting concentrations in plasma against 
time after giving 100 mg tryptophan per kg body 
weight by mouth, with 400 mg l-dopa added as a 
putative competitor at the amino acid uptake sites in 
the gut. Amounts of indican in the urine in patients 
with low plasma levels of tryptophan were increased, 
showing that they had a reduced uptake, not enhanced 
utilization or degradation of the amino acid. He found 
that the ‘low absorbers’ improved in both intestinal 
and mental function following a high protein diet. 

The aims of the present investigation were to assess: 


(i) Amino acid levels in plasma in fasting patients 
with senile dementia, an elderly and also a 
younger control group. 


(ii) Tryptophan absorption in both patients with 
senile dementia and elderly controls. 


(iii) The clinical effects of amino acid supplements 

in senile dementia. 

(iv) Relationships between positive findings in (i), 

(ii) and (iii) above. 

Individuals with significant physical abnormalities 
were excluded. None of the patients had affective 
illness or multi-infarct dementia, but they had errors 
in all three parts of the Hare (1978) scale, sufficient to 
classify them as having advanced senile dementia. 

Venous blood samples were drawn after overnight 
fasting at 08.30-09.30 hr for assay of total (Denckla 
and Dewey, 1967) and non-protein bound (Riley and 
Shaw, 1981) tryptophan, and the total spectrum of 
amino acids (Dr D. M. Bradley, Department of 
Medicine, W.N.S.M.) from patients, elderly and 
younger controls (expt. (i)). 

A proportion of this group, 32 patients and 67 
elderly controls, after giving the zero-time venous 
blood sample, took 60 mg/kg body weight l-trypto- 
phan (Scientific Hospital Supplies; Berk Pharma- 
ceuticals Ltd) in ice cream (J. Thayer and Sons, 1.43 
g/kg body weight), and blood was collected at 1, 2, 3, 
4, and 6 hours afterwards. The areas under the graphs 
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of tryptophan concentrations in plasma plotted 
against time (6 hours) were measured (expt. (ii). 

Twenty-nine of the 32 patients with senile dementia 
(23 F, 6 M) went on to take part in a double blind, 
randomized crossover trial of supplements of a 
balanced mixture of amino acids (Scientific Hospital 
supplies) in a vehicle, against the vehicle alone with- 
out amino acids, but with the same calorific value as 
the active mixture (expt. (1i)). In this trial the amino 
acid supplements (1.43 g mixture [0.43 g amino acids] 
per kg body weight) were taken in 4 aliquots through- 
out the day, and 24 mg l-tryptophan/kg body weight 
suspended in 20 g chocolate flavoured ‘Angel Whirl’ 
(commercial formula, General Foods Ltd) was given 
at 21.00 hours. Placebo was 'Angel Whirl' without 
tryptophan. This was in addition to their normal diet. 
Patients were monitored before, at crossover and at 
the end of the trial by means of a global rating (by 
E. A. Sweeney). 

Expt. i. Patients with senile dementia had signi- 
ficantly lower fasting levels of total and free trypto- 
phan, and reduced ratios of both free and bound 
tryptophan to the sum of phenylalanine, tyrosine, 
leucine, isoleucine and valine as compared to those of 
the 2 control groups (Table I). Other abnormalities in 
fasting levels of amino acids present in the dementia 
group as compared to the elderly controls included 
increased levels of ornithine (P < 0.001) and a low 
ratio of tyrosine to the sum of tryptophan, leucine, 
phenylalanine, valine and isoleucine. The total amino 
acid content of plasma of the three groups was 
similar. | 

Expt. ii. The areas under the 0-6 hr curves of 
plasma tryptophan plotted against time (means and 
SEM) were 1964+64 uM 6 hr in patients with 
dementia and 1934+ 45 in elderly controls. The range 
of values was wide in both groups (880-2970, n == 32; 
and1200-2700,n = 67) ` 

Expt. iii. Of the 29 patients included in the tríal of 
amino acid supplements, 6 on active treatment showed 
unequivocal improvement in blind global assessment. 
None of the patients on placebo had a similar rating, 
one was assessed as having doubtful improvement. 

Expt. iv. Clinical improvement following the 
dietary supplements was not related to fasting trypto- 
phan concentrations (free or total) nor to the plasma 
levels with time after a tryptophan load; nor to the 
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3 NCE 581 | 
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tosum of . 
tryptophan 
(total) 
E E | phenylalanine, 
Ratio of tryptophan to sum of - tyrosine, leucine, 
Tryptophan in plasma phenylalanine, tyrosine, leucine, Ornithine isoleucine and 
umol/l* isoleucine and valine umol/17 valine _ 
| | Non- Non- | | | “ 
Total N bound N Total N bound N N N 
Senile : 
dementia 53.6+1.8 32 12.4+0.5 31 0.100.004 29 0.023+0.001 27 98.2:+3.6 29 0.12+0.003 29 
Elderly mE 
controls 61.2+1.2 70 13.6+0.3 70 0.120.004 35 0.027+0.001 33 77.6+3.3 35 0.14+0.003 35 
Younger | 
controls 65.7+1.5 46 13.84+0.5 31 0.140.006 12 0.029+0.002 12 82.2+5.6 12 0.110.005 12 
Senile 
dementia 
V. P «0.001 «0.05 P «0.001 P «0.02 P «0.001 P «0.001 
Elderly 
controls 
Elderly 
y, P<0.02 NS P <0.002 NS NS P «0.001 
Younger 
controls 
Senile 
dementia 
V. P «0.001 « 0.05 P «0.001 P «0.01 P «0.02 NS 
Younger 
controls 


Two way Anova. Because of the sex differences in tryptophan concentrations the group means were adjusted for unequal: 


numbers of males and females (Snedecor and Cochran, 1967). 


The mean ages of the dementia and elderly control group were 77.1 (n = 32) and 70.1 (n = 70). These were significantly 
different, but none of the values correlated with age in the combined elderly and younger controls (sexes analysed separately). 


The mean age of the younger controls was 42.2. 


ratio of free or total tryptophan concentrations to the 
six amino acids. 

In summary, ability of the elderly to absorb trypto- 
phan showed a wide range of values, which merits 
further study. The results confirm Lehmann's findings 
that a small group of patients with senile dementia 
may be marginally but noticeably improved by amino 
acid or protein feeding. No relationship to the para- 
meters studied here distinguished this group. How- 
ever, our technique differed from that of Lehmann in 
several ways (amounts of amino acid given in the 
loading test, and absence of l-dopa as a competitor for 
absorption). 


Entry of tryptophan to the brain is in part de- 
pendent on its concentration (free and bound) and on 
the ratio of its concentration to those of other amino 
acids (mostly phenylalanine, tyrosine, leucine, iso- 
leucine and valine), which compete for the same 
transport mechanism (Fernstrom, Madras, Munro et 
al, 1974). These factors are themselves affected by the 


plasma concentration of albumin and non-esterified ~ .. 


fatty acids (Curzon, Friedel and Knott, 1973) and 
insulin (Dickerson and Pao, 1975) as well as a number 
of drugs. Thus the reasons for the results could be 
many. They may be primary or secondary, or even 
something as simple as the effects of the timing and 
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type of meals. Whatever the causes of the observed 
decreases in plasma concentrations of tryptophan and 
in the amino acid ratio in senile dementia, they could 
put the supply of tryptophan to the brain at risk. 
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